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Editorial 


On  the  Epidemiology  of  Child  Abuse 


Children  have  been  considered  to  be  chattel  for  most 
of  human  history,  and  yet  no  human  tribe  ever 
prospers  unless  the  children  receive  love  and  nurtur- 
ing during  their  growth  and  development.  Unloved 
and  unnurtured  children  fail  to  thrive  and  to  mature 
into  functional  and  reproductively  successful  adults, 
and  this  biological  truth  has  been  instinctively 
understood  by  most  members  of  most  human  tribes 
since  the  dawn  of  time.  Successful  human  families 
have  always  expressed  an  innate  biological  cosseting 
of  children,  so  that  the  children  are  experienced  as 
an  incarnate  extension  of  the  parents,  or  as  the  poet 
says:  “flesh  of  my  flesh.” 

Several  modem  medical  studies  on  the  growth 
and  development  of  the  psyche  and  soma  of  humans 
have  confirmed  the  biological  necessity  for  warmth 
and  nurturing  as  a prerequisite  for  functional 
maturation.  But  despite  the  scientific  confirmation 
of  our  intuitive  tribal  knowledge  that  children  need 
love,  our  society  has  had  an  epidemic  of  increased 
reports  of  child  abuse.  No  one  surely  knows  whether 
child  abuse  frequency  is  increasing,  or  only  the 
reporting  is  increasing,  but  in  either  case  we  must 
conclude  that  our  social  response  to  the  problem  has 
been  inept. 

Sadly,  the  physical  abuse  of  children,  the  neglect 
of  children  through  failure  to  provide  life’s  essentials, 
and  the  sexual  exploitation  of  children  is  distress- 
ingly frequent  in  our  society.  Any  of  these  acts  may 
produce  a psychologically  damaged  adult  who  is 
interdicted  from  achieving  functional  maturity. 

A significant  majority  of  imprisoned  felons  were 
abused  or  exploited  when  they  were  children,  and 
they  in  turn  have  a significant  tendency  to  abuse 
and  exploit  their  own  children.  The  transgenera- 
tional  transmission  of  child  abuse  is  so  common  that 
it  is  a predictable  probability.  Criminality  as  a 


life-style  may  or  may  not  be  inheritable,  but  the 
tendency  to  abuse  children  is  most  commonly  learned 
from  parents  or  caretakers.  And  these  abused  chil- 
dren grow  up  to  provide  a large  proportion  of  the  next 
generation’s  felons  and  dependent  citizens. 

Comparing  the  discernible  actions  of  the  child- 
abuser  with  those  of  the  warm  nurturing  caretaker, 
we  sense  that  the  child-abuser  is  projecting  an 
internally  generated  rage  onto  a child  who  is  a 
surrogate  of  self.  The  child-abuse  act  is  an  emblem 
of  self-destruction,  and  comparable  in  psychic  import 
to  an  episode  of  self-mutilation  or  attempted  suicide. 
Child  abuse  usually  represents  such  a rejection  of 
our  biological  intuition  that  it  can  not  be  considered 
a trivial  symptom  in  the  abuser.  Rather,  child  abuse 
often  is  the  signal  symptom  of  family  or  psychic 
decompensation  of  disabling  and  disastrous  propor- 
tions. 

The  psychodynamics  and  characterological  traits 
of  the  child  beater,  neglecter,  and  sexual  exploiter 
may  vary.  Many  child  abuse  episodes  are  complicated 
or  precipitated  by  intoxication  or  substance  abuse, 
but  all  share  such  a capacity  to  produce  a socially 
disabled  victim  that  all  must  be  considered  biologi- 
cally noxious.  All  are  a symptom  of  significant 
mental  or  emotional  disturbance  in  the  caretaker, 
and  all  are  worthy  of  constructive  intervention  by 
society. 

When  we  humans  injure  our  children,  the  chil- 
dren must  have  protection  until  our  aberration  has 
been  successfully  treated. 

Medical  science  has  a contribution  to  make  in  the 
diagnosis  of  child  abuse,  and  in  the  evaluation  of  the 
abuser. 
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More  Than  a Pat  on  the  Back 

It  is  difficult  to  identify  a profes- 
sion with  more  problems  and 
changes  occurring  in  it  than 
medicine.  The  one  that  perhaps 
comes  the  closest  is  nursing.  In 
December,  1987,  because  of 
many  reports  of  widespread 
difficulties  recruiting  and  re- 
taining registered  nurses 
(RNs),  HHS  Secretary  Otis  R. 

Bowen,  MD,  established  the  Secretary’s  Commission 
on  Nursing. 

The  commission  devoted  their  time  to  an  evalua- 
tion of  the  magnitude,  causes,  consequences,  and 
future  implications  of  the  nurse  shortage  and  came 
up  with  the  following  conclusions: 

The  reported  shortage  of  RNs  is  real,  widespread,  and  of 
significant  magnitude.  The  shortage  is  most  acute  in  urban 
hospitals,  critical  care  and  medical/surgical  units,  and  nursing 
homes. 

The  current  shortage  of  RNs  is  primarily  the  result  of  an 
increase  in  demand  as  opposed  to  a contraction  in  supply.  Al- 
though RN  supply  continues  to  grow,  the  number  of  new  RN 
graduates  has  declined,  and  there  are  strong  indications  that  RN 
supply  has  not  kept  pace  with  the  increased  demand. 

The  shortage  of  RNs  is  contributing  to  the  deterioration  of 
RNs’  work  environment  and  also  may  be  having  a negative  impact 
on  quality  of  patient  care  and  access  to  health  services. 

Projections  for  the  future  are  not  encouraging.  In  the  short 
term,  the  quantity  of  care  provided  by  the  existing  pool  of  RNs 
will  be  difficult  to  increase  without  significant  intervention.  In 
the  long  term,  there  is  considerable  evidence  to  suggest  that  the 
demand  for  RNs  will  continue  to  increase,  and  a continued 
imbalance  with  supply  is  anticipated. 

The  commission  developed  recommendations  and 
directed  strategies  to  achieve  them  but  did  not  view 
these  as  the  final  step  in  addressing  the  nurse 
shortage.  They  encouraged  organizations  to  examine 
their  evaluations  of  the  problem  and  to  assess  hon- 
estly and  carefully  the  relevance  of  each  issue  to 
their  own  particular  organization  and  to  implement 
appropriate  recommendations  and  solutions. 

OSMA  is  in  the  process  of  doing  this  assessment 
and  in  the  House  of  Delegates  in  May  1989  adopted 
Resolution  15,  “Physician  Support  of  the  Nursing 
Profession,”  to  restate  our  continued  support.  This 
resolution  outlined  eight  methods  by  which  OSMA 
would  continue  to  work  with  the  ONA  to  achieve 
solutions  to  the  problems. 


We  also  have  formed  a liaison  committee  with 
ONA  that  is  now  meeting  to  help  identify  potential 
solutions.  One  area  that  stood  out  immediately  in 
our  discussion  was  a lack  of  understanding  on  the 
part  of  the  physicians  regarding  the  goals  of  ONA, 
the  education  process  of  the  different  levels  and 
categories  of  nurses,  problems  in  their  work  environ- 
ment, and  related  areas  of  concern.  We  will  be  mak- 
ing an  attempt  to  better  educate  ourselves  and  our 
membership  regarding  these  areas  so  that  we  can 
address  the  problems  in  a more  informed  fashion. 

Excellent  nurse/physician  relations  are  built  on 
a positive  understanding  of  each  other’s  professions, 
a need  to  work  together,  joy  expressed  in  seeing  each 
other  succeed,  and  a desire  to  build  a positive  future 
together.  The  answer  is  not  to  attempt  to  develop  a 
new  profession  of  bedside  care-givers  such  as  the 
RCT  (Registered  Care  Technologist)  program  that  is 
floundering  at  this  time. 

The  “Pride  in  Medicine  Project”  in  Massachusetts 
suggests  a few  simple  starters  to  help  develop  better 
relationships  that  already  should  be  part  of  our 
everyday  interactions,  but  probably  could  stand 
some  tuning  up  at  times: 

1.  SPEAK.  We  should  interact,  one  person  to  another,  and 
look  at  the  person  we’re  speaking  with.  It  acknowledges  their 
humanity  and  says  that  we  respect  their  contribution. 

2.  STOP  When  we  speak  with  someone,  we  should  stand  still. 
It  shows  that  we  have  time  for  people  and  that  we  think  they’re 
important. 

3.  SMILE.  We  nurses  and  physicians  are  the  leaders  in  health 
care.  We  set  the  tone  and  can  help  coworkers  feel  good  about  their 
commitment. 

4.  CHIP  IN.  Help  each  other  with  the  clean  up,  lifting, 
assisting,  finding.  It  says  good  things  about  our  professions.  It 
says  we’re  a team. 

5.  GREET  AND  THANK.  Eye  contact  and  voice  lifts  the 
spirit.  Simple  words  like  hello,  please,  and  thank  you  cement 
relationships,  promote  understanding,  and  bridge  the  gap 
between  our  two  professions. 

We  will  continue  to  work  with  nursing  to  achieve 
some  of  the  solutions  to  these  problems.  With  all  of 
us  giving  more  than  a pat  on  the  back  occasionally, 
we  will  improve  our  professional  relationships. 
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Scientific 


Treatment  of  Venomous  Bite  by  High  Voltage 
Direct  Current 

Carl  D.  Osborn,  MD 


Between  September  1988  and  September  1989,  21 
cases  of  confirmed  or  suspected  spider  bite  were 
treated  with  high  voltage  direct  current  electric 
shock.  In  every  case,  tissue  damage  was  arrested 
with  the  first  treatment,  and  none  of  the  cases 
required  excision  or  graft. 

As  a result  of  information  from  articles  in  Outdoor 
Life 1 reporting  results  obtained  by  Ronald 
Guderian,  MD,2  a hand-held  electronic  device  (Stun 
Gun),  which  delivers  45  to  50  kV  at  4.5  mA  of  direct 
current  from  a small  9-volt  alkaline  battery,  was 
obtained  for  emergency  first  aid  use  in  the  event  of 
a venomous  bite  or  sting.  Units  of  this  type  are 
carried  by  many  police  officers  to  control  difficult 
subjects  and  by  other  people  for  personal  protection. 

Method 

According  to  Dr  Guderian2  and  Cliff  Mackey,3  at  least 
20  to  25  kV  at  1mA  is  needed  for  treatment.  Multi- 
ple shocks  of  1 to  2 seconds  were  used  (two  or  more 
depending  on  the  extent  of  the  lesion).  An  extension 
wire  (made  from  disposable  Bovi  ground  wire)  al- 
lowed grounding  on  the  opposite  side  of  a limb  or 
across  the  area  of  reaction  so  that  shock  could  be 
delivered  through  the  depths  of  the  bite  and/or  across 
the  area  of  damage. 

Alternating  current  (AC,  or  house)  is  absolutely 
contraindicated. 


Direct  correspondence  to  Carl  D.  Osborn,  MD,  1201  H East  5th,  Ada,  OK  74820. 


Since  most  venoms  contain  enzymes  that  promote 
dispersion  of  the  venom,  direct  injection  into  the  bite 
site  allows  spread  through  each  needle  track  and 
should  not  be  done. 

A series  of  24  cases  of  venomous  bites  occurring 
between  September  1988  and  September  1989  and 
treated  by  high-voltage  DC  shock  is  reported.  No 
case  progressed  to  increased  tissue  damage  after  first 
treatment.  No  case  required  excision  or  graft. 

Report  of  Cases 

Case  1.  A 10-year-old  white  female  awoke  with 
pain  in  her  left  deltoid;  a brown  recluse  spider 
(Loxosceles  reclusa),  also  known  as  a fiddleback 
spider  because  of  the  distinctive  violin-shaped  mark- 
ing on  its  back,  was  found  in  her  bed.  When  she  came 
in  for  treatment  (probably  within  4 or  5 hours  of 
injury),  she  had  an  indurated  area  4 to  5 cm  in 
diameter  that  was  very  painful  to  pressure;  there 
was  no  discoloration.  Using  the  Stun  Gun,  high 
voltage  (45,000-50,000  V)  direct  current  shock  was 
administered  twice  through  the  center  of  the  area, 
grounded  on  the  opposite  side  of  the  arm.  Induration 
began  to  subside  within  45  minutes  and  pain  de- 
creased. The  following  morning  induration  had 
subsided  to  approximately  1 cm  and  24  hours  later 
had  essentially  disappeared.  No  discoloration  or 
tissue  damage  occurred. 

Case  2.  A 51-year-old  white  female  was  treated 
in  the  emergency  room  for  a brown  recluse  spider 
bite  on  her  chest  and  right  axilla.  She  was  given 
injections  of  dexamethasone  sodium  phosphate  and 
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diphenhydramine  hydrochloride  and  started  on 
cephalexin.  Six  days  later  she  heard  about  Case  1 
and  requested  treatment  by  the  same  method.  A 
reddish  purple  area  7x9  cm  was  found  on  the  upper 
anterior  right  chest,  with  an  extension  on  the  inner, 
upper  edge  of  the  right  breast.  There  was  an  addi- 
tional 1x3  cm  area  in  the  anterior  right  axilla  with 
longitudinal  central  blanching  and  whitened  skin. 
It  was  explained  to  the  patient  that  a large  slough 
which  might  ultimately  require  skin  graft  was 
possible,  or  probable.  High-voltage  direct  current 
shocks  were  administered  to  both  areas  (number  of 
shocks  not  noted,  but  more  than  one  to  each  area). 
Intravenous  calcium  gluconate,  2 gm,  was  adminis- 
tered in  divided  doses  to  relieve  tight  chest  muscles 
unrelated  to  the  electric  shock. 

Five  days  later,  the  axillary  lesion  was  smaller, 
with  normal  skin  coloration.  The  anterior  chest  wall 
lesion  measured  5x7  cm,  with  damage  appearing  to 
be  more  superficial.  The  area  was  shocked  twice  in 
a cross  pattern.  Nine  days  after  the  second  shock 
treatment,  the  area  measured  3x6  cm.  The  patient 
again  had  chest  tightness,  which  was  relieved  by 
intravenous  calcium  gluconate,  2 gm,  administered 
in  divided  doses. 

One  month  later  the  patient  had  an  area  of  thick 
dead  skin  2x2  cm  and  chest  wall  tenderness,  again 
relieved  by  intravenous  calcium  gluconate,  1.0  gm. 
A picture,  taken  ten  weeks  after  the  bite  occurred 
and  furnished  by  the  patient  three  weeks  after  her 
last  treatment,  showed  a scar  of  2 cm  or  less.  No  graft 
was  required. 

Case  3.  A 22-year-old  white  female  presented 
with  a bite  on  her  right  calf  and  anterior  right  thigh 
that  had  occurred  two  days  prior  to  examination 
(diagnosis  again  on  basis  of  appearance  of  lesion). 
One  day  after  the  bite  occurred,  her  physician  in- 
jected cortisone  and  began  treatment  with  antibio- 
tics. The  second  day  after  injury  she  met  Patient  2. 
She  subsequently  requested  treatment. 

A reddened  right  calf  lesion  11  x 12  cm  with  some 
darkening  of  the  central  area  was  found,  with  a red 
streak  2.5  to  3.0  cm  wide  extending  to  or  above 
mid-thigh  (medial  aspect)  (Fig  1 A).  The  right  calf 
measured  35  cm,  the  left  33  cm.  A separate  red  lesion 
3 x 3.5  cm  was  on  the  anterior  thigh  at  the  junction 
of  the  middle  and  lower  third  (Fig  2A).  The  right 
inguinal  nodes  were  slightly  tender.  High-voltage 
direct  current  shock  was  administered  twice  through 
the  central  area  of  the  right  calf  lesion,  with  ground- 
ing on  the  opposite  side  of  the  calf;  two  shocks  were 
then  administered  each  way  across  the  lesion  in  a 


Figure  1 A.  Case  3 — Patient  presented  with  reddened  right  calf  lesion 
measuring  11  x 12  cm. 


Figure  IB.  Right  calf  lesion,  twelve  days  after  treatment. 


cross  pattern.  The  anterior  thigh  lesion  also  was 
shocked  twice  each  way  in  a cross  pattern.  The 
patient  was  given  a tetanus  toxoid  booster  and 
advised  to  continue  her  antibiotics.  The  following 
day  the  patient  reported  by  telephone  that  all  pain 
and  swelling  were  gone  and  redness  was  subsiding. 

When  examined  five  days  later,  the  calf  lesion 
was  2x2  cm  and  very  superficial  with  dark  spots 
that  represented  cortisone  injection  sites.  The  an- 
terior thigh  lesion  was  less  than  0.5  cm  with  no 
redness  (Fig  2B).  No  streak  or  inguinal  node  tender- 
ness was  present.  The  right  calf  measured  33  cm,  the 
left  33  cm.  (The  patient  again  reported  that  all  pain 
and  swelling  was  gone  the  morning  after  treatment.) 

Case  4.  One  day  after  sustaining  a bite  on  his 
right  thigh,  this  20-year-old  white  male  was  treated 
elsewhere,  probably  with  a cortisone  injection.  When 
examined  two  days  after  the  bite  occurred,  the  lesion 
measured  15  x 15  cm,  with  a dark  center  (Fig  3A). 
The  lesion  was  shocked  twice  through  the  bite,  with 
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Figure  2A.  Case  3 — Patient  had  a separate  red  lesion,  measuring 
3 x 3.5  cm,  on  anterior  right  thigh. 


Figure  2B.  Five  days  after  treatment,  lesion  measured  less  than  0.5  cm, 
with  no  redness. 


ground  on  the  opposite  side  of  the  leg,  then  cross 
shocked  twice  each  way.  The  right  thigh  measured 
49.5  cm  at  22";  the  left  measured  48  cm  at  22".  There 
was  immediate  relief  of  pain. 

Two  days  later,  the  patient  reported  there  had 
been  no  pain  since  treatment.  There  was  some 
purpura,  and  the  lesion  measured  23  x 20  cm 
(Fig  3B).  The  right  thigh  measured  48  cm  at  22"  and 
the  left  48  cm  at  22".  Shock  was  repeated  as  before. 

On  examination  four  days  later,  minimal  purpura 
with  a 3 x 2 cm  area  of  mild  induration  and  a small 
central  crust  was  noted  (Fig  30. 

Case  5.  This  47-year-old  male  awoke  with  cough, 
wheeze,  and  shortness  of  breath  at  2 am.  A bite  was 
found  under  the  left  arm  and  a brown  recluse  spider 
was  found  in  the  bed.  The  patient  was  treated  by  his 
physician  with  cortisone  injections  and  was  given 
prescriptions  for  cortisone  and  antibiotics.  When 
examined  three  days  after  the  bite  occurred,  the 
patient  had  pain,  swelling,  and  induration  under  the 


left  arm  which  measured  8 x 14  cm  with  lxl  cm 
central  discoloration.  High  voltage  shock  was  ad- 
ministered twice  through  the  center  of  the  lesion, 
followed  by  cross  shocks  twice  each  way.  The  patient 
reported  immediate  relief  (less  than  10  minutes)  of 
the  left  arm  and  shoulder  pain. 

Five  days  later  the  patient  reported  he  had  had 
no  pain  since  his  last  office  visit.  There  was  indura- 
tion 2 cm  in  diameter  with  a 1 cm  central  red  area 
with  crust  in  the  center. 

Case  6.  A 34-year-old  white  female  presented 
with  a history  of  bite  (presumed  to  be  a spider)  on 
the  right  leg  three  days  prior  to  examination.  One 
day  after  the  incident  she  developed  marked  ivy 
dermatitis  which  involved  several  areas  (including 
the  bite  area)  weeping  serum.  There  was  a 1.2  x 1.4  cm 
raw  weeping  area  on  the  anterior  surface  of  the  right 
leg,  13  cm  above  the  medial  malleolus.  The  right  leg 
measured  30  cm  and  the  left  27  cm  at  this  level.  High 
voltage  shock  was  administered  twice  through  the 
center  of  the  lesion,  with  ground  opposite  on  the  leg. 
Shock  across  the  lesion  was  administered  two  times 
each  way.  Methylprednisolone  acetate  suspension, 
120  mg,  was  administered  intramuscularly  and 
methylprednisolone  tablets  (Medrol  Dospak)  were 
prescribed.  (The  patient  reported  the  dermatitis 
began  drying  the  next  day.) 

Three  days  after  treatment,  the  left  leg  measured 
27  cm  at  13  cm,  and  the  right  leg  28  cm  at  13  cm. 
The  patient  still  had  some  ivy  blisters  but  was  much 
improved.  The  dark  area  (bite)  was  dry  and  measured 
0.6  x 0.7  cm. 

Case  7.  Spider  bite  was  diagnosed  in  a 25-year- 
old  white  male.  The  patient  was  treated  in  the 
emergency  room  with  cortisone  injection  into  the 
bite.  Injury  had  occurred  24  to  48  hours  prior  to 
treatment. 

Examination  revealed  a discolored  3x3  cm 
reddened  area,  15  x 15  cm  back  of  the  left  thigh  just 
above  the  popliteal  space.  Shock  was  administered 
twice  through  the  bite  area,  and  cross  shocks  twice 
each  way. 

Three  days  later,  the  dark  area  measured  5 x 5 cm 
and  the  red  area  16  x 18  cm.  The  lesion  was  shocked 
as  before.  Examination  thirteen  days  later  revealed 
infection  since  the  last  visit.  The  patient  was  treated 
with  cephalexin  and  cortisone.  There  was  no  pain  in 
the  4x4  cm  red  area.  Eight  days  later  the  red  area 
measured  4x4  cm,  with  1x2  cm  dark  area.  After 
another  eleven  days,  the  crusted  area  measured 
1 x 1.5  cm  and  the  darker  area  5 x 3.5  cm.  The  patient 
was  dismissed. 
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Case  8.  A 43-year-old  white  female  presented 
with  a bite  on  the  inner  right  thigh,  first  noticed  24 
hours  prior  to  examination,  and  now  more  typical  in 
appearance.  She  was  referred  by  her  physician.  A red 
area  6.5  x 5.5  cm,  with  punctures  in  the  center,  was 
noted.  The  right  thigh  measured  53  cm,  left  thigh 
52  cm.  The  bite  area  was  shocked  through  the  center 
twice  with  ground  on  opposite  side  of  leg,  then  cross 
shocked  twice  each  way.  Tetanus  toxoid  booster  was 
given  and  methylprednisolone  tablets  prescribed. 
One  week  later  the  lesion  was  dry,  lxl  cm,  with 
each  thigh  measuring  51  cm.  The  patient  was 
dismissed. 

Case  9.  A 21-year-old  white  female  presented 
with  a bite  on  her  left  leg,  anterior  surface,  30  cm 
above  medial  malleolus.  The  bite  had  occurred  four 
days  prior  to  examination.  Medication  was  started 
(cephradine  and  methylprednisolone  tablets).  The 
lesion  measured  6x7  cm  and  was  painful.  The  left 
calf  measured  35  cm,  the  right  34  cm.  The  lesion  was 
shocked  twice  through  center,  then  cross  shocked 
twice  each  way.  After  five  days,  the  left  calf  measured 
34  cm,  the  right  34  cm.  The  lesion  measured  2x2  cm. 
The  patient  reported  relief  occurred  within  two 
hours  of  treatment. 

Case  10.  A 67-year-old  white  male  presented 
with  a bite  received  9 to  10  hours  prior  to  examina- 
tion. The  patient  was  seen  in  consultation  at  the 
hospital  and  was  admitted  with  fever.  He  had  a 
lesion  on  the  right  flank,  with  a 5 mm  vesicle  in  the 
center  of  a 13.5  x 7.5  cm  red  tender  area,  diagnosed 
as  spider  bite.  High  voltage  DC  shock  was  adminis- 
tered twice  through  the  center  of  the  lesion,  followed 
by  cross  shocks  twice  each  way.  The  patient  had  some 
pain  relief  in  5 minutes.  His  temperature  returned 
to  normal  within  four  hours  after  shock  treatment, 
and  he  had  a comfortable  night.  He  was  discharged 
the  following  day  by  the  attending  physician,  with  a 
small  (less  than  1 cm)  crusted  lesion. 

Case  11.  A 30-year-old  white  male  presented 
with  what  he  thought  was  a spider  bite,  first  noticed 
24  hours  prior  to  examination.  The  lesion  had  begun 
itching  12  hours  later,  and  a generalized  rash  was 
noted.  The  patient  was  given  a prescription  for 
prednisolone,  10  mg,  #30,  to  take  in  decreasing  doses 
over  12  days.  An  injection  also  was  administered.  The 
lesion,  on  the  left  axillary  line,  measured  15x6  cm 
with  a dark  area  5x2  cm.  It  was  shocked  through 
twice,  then  cross  shocked  twice  each  way. 

Two  days  later  the  lesion  was  12  x 5 cm,  lighter 
in  color,  and  more  superficial;  the  dark  area  was 
5x2  cm,  more  superficial,  and  lighter  in  color.  The 


Figure  3A.  Case  4 — On  examination  three  days  after  bite  occurred, 
site  measured  15  x 15  cm,  with  a dark  center. 


Figure  3B.  Two  days  after  treatment,  lesion  measured  23  x 20  cm,  with 
some  purpura. 


Figure  3C.  Six  days  after  treatment,  lesion  measured  3x2  cm,  with 
mild  induration  and  a small  central  crust. 


lesion  was  shocked  twice  end  to  end,  making  the 
patient  more  comfortable. 

Case  12.  A 27-year-old  white  female  presented 
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with  a “bite”  and  itching  on  the  back  of  her  right 
thigh,  first  noticed  one  day  prior  to  examination.  The 
patient  reported  the  lesion  was  larger  at  examina- 
tion. She  had  a red  area  12  x 6 cm,  with  a darker 
central  area  2x3  cm.  The  lesion  was  shocked  twice 
through  the  center,  then  cross  shocked  twice  each 
way.  Methylprednisolone  tablets  were  prescribed. 

Three  days  after  the  initial  visit,  the  red  area  was 
4x2  cm.  The  patient  was  comfortable  (no  soreness) 
and  was  subsequently  dismissed. 

Case  13.  A 44-year-old  white  male  presented 
with  a brown  recluse  spider  bite  (vector  indentified 
by  patient)  at  the  junction  of  the  right  shoulder  with 
the  base  of  the  neck.  The  lesion  measured  3x5  cm. 
The  bite  occurred  at  approximately  2 AM  and  the 
patient  was  examined  approximately  nine  hours 
later.  The  lesion  was  shocked  through  twice  and  cross 
shocked  twice.  The  patient  did  not  return  but  five 
days  later  reported  by  telephone  that  pain  had 
subsided  and  disappeared  the  day  of  treatment  and 
that  tissue  reaction  had  subsided  so  that  no  tissue 
loss  or  residual  damage  was  present. 

Case  14.  A 47-year-old  white  female  first  noticed 
stinging  in  her  right  thigh  at  mid-afternoon  while 
working  in  an  old  house.  Stinging  was  repeated  in 
the  same  area.  No  vector  was  seen.  A red,  itching 
area  was  noted.  The  area  was  larger  the  next  morn- 
ing and  had  increased  in  size  by  the  time  patient 
was  examined,  approximately  24  hours  after  the 
injury  occurred.  The  area  of  redness  and  induration 
on  the  lateral  mid-thigh  measured  4x4  cm.  The 
lesion  was  shocked  through  the  center  twice  and 
cross  shocked  twice  each  way.  Two  days  after  treat- 
ment, the  patient  reported  some  “itching,”  but 
looked  and  felt  better.  The  lesion  was  2 x 2.5  cm. 
Upon  follow-up  examination  five  days  after  treat- 
ment, the  lesion  measured  2x2  cm.  The  patient 
reported  no  problems  and  was  released. 

Case  15.  A 22-year-old  white  female  presented 
with  a bite  received  two  days  prior  to  examination. 
The  wound  had  begun  itching  the  next  day  and 
swelling  that  evening.  It  was  painful  at  examination. 
The  lesion  was  on  the  medial  aspect  of  the  upper  left 
calf  and  measured  9 x 10  cm;  the  calf  measured 
44  cm.  The  lesion  was  shocked  through  twice,  then 
cross  shocked  twice  each  way.  Tetanus  toxoid  was 
administered  and  doxycycline,  100  mg  twice  a day, 
was  prescribed.  One  day  after  treatment  the  patient 
was  comfortable  when  still  but  had  “burning”  when 
up  and  walking.  The  calf  measured  44  cm,  with  red 
area  12  x 14  cm.  The  lesion  was  shocked  as  before. 
Methylprednisolone  tablets  and  warm  packs  were 


prescribed.  At  an  office  visit  three  days  later,  patient 
reported  no  pain  since  last  treatment.  There  was 
some  itching  and  superficial  slight  redness.  The 
lesion  measured  7 x 12  cm,  with  the  central  lesion 
0.5  x 0.5  cm.  The  patient  was  released. 

Case  16.  A 26-year-old  white  female  presented 
with  a bite  that  occurred  on  the  right  thigh,  medial 
aspect,  lower  one-third  area,  24  to  48  hours  prior  to 
examination.  The  lesion,  4x4  cm,  was  shocked 
twice,  then  cross  shocked  twice  each  way.  Tetanus 
toxoid,  0.5  ccm,  was  administered  and  the  patient 
was  told  to  return  in  four  days.  Six  days  later,  on  the 
telephone,  she  reported  “itching.”  She  did  not  return 
for  follow-up. 

Case  17.  A 28-year-old  white  female  presented 
with  a questionable  spider  bite  injury  received  “one 
month  ago.”  Examination  revealed  a red,  tender 
lesion  on  the  lower  abdomen  measuring  3.5  x 2.5  cm 
with  a 1 x 1 cm  central  area.  The  lesion  was  shocked 
through  the  center'and  cross  shocked  twice  each  way. 
Five  days  later  the  patient  reported  having  no  sore- 
ness since  the  day  after  treatment.  The  lesion  was 
3x3  cm,  with  less  redness,  and  the  central  area 
measured  0.5  x 0.7  cm.  The  patient  was  released. 

Case  18.  A 39-year-old  white  male  presented 
with  a lesion  and  some  itching,  which  he  had  noticed 
on  his  back  that  morning.  The  lesion  measured 
5x5  cm,  with  central  puncture  marks  but  no  pain. 
It  had  been  diagnosed  as  spider  bite  by  the  referring 
physician.  The  lesion  was  shocked  through  twice  and 
cross  shocked  twice  each  way.  Four  days  later  the 
patient  was  itching  and  had  superficial  redness, 
which  measured  8x9  cm.  The  lesion  was  shocked 
twice  each  way.  Methylprednisolone  tablets  were 
prescribed  and  tetanus  toxoid,  0.5  ccm,  was  adminis- 
tered. One  week  after  initial  treatment,  the  lesion 
measured  7x9  cm.  It  was  superficial,  with  less 
redness  and  no  itching.  The  patient  was  released. 

Case  19.  A 12-year-old  white  female  presented 
with  a wolf  spider  bite  (positive  vector  identification) 
on  the  palmar  surface,  proximal  phalanx,  of  the  left 
little  finger.  The  patient  was  examined  three  hours 
after  the  bite  occurred;  she  had  pain  and  slight 
swelling.  The  area  of  swelling  was  shocked  twice 
through  the  finger.  The  patient  was  more  comfortable 
in  15  minutes.  Forty-eight  hours  later,  the  patient 
was  seen  with  nausea,  vomiting,  and  bellyache. 
Hard,  tight,  painful  recti  were  noted.  Symptoms 
were  relieved  by  intravenous  calcium  (2  gm  in  di- 
vided doses).  The  patient  had  no  swelling  of  the  hand. 

Case  20.  A 52-year-old  white  male  presented 
with  spider  bite.  (Spider  was  brought  in;  it  was 
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neither  a brown  recluse  nor  a black  widow  (La- 
trodectus  mactans ]).  The  patient  had  an  itching, 
tender  area  on  his  left  thigh,  posteriomedial  surface 
at  the  junction  of  the  middle  and  lower  third.  There 
was  no  visible  damage.  The  area  of  the  bite  was 
shocked  twice  through  the  thigh.  The  patient  was  to 
check  back  regarding  tetanus,  but  reported  on  the 
telephone  three  days  later  that  he  was  completely 
asymptomatic. 

Case  21.  A 35-year-old  white  male  presented 
with  a bite  on  the  back  of  his  right  arm,  above  the 
elbow,  which  was  first  noticed  by  his  wife  the  day 
before.  The  patient  complained  of  itching,  with  a 
tight  feeling  in  his  arm  and  hand.  The  bite  area 
measured  5x4  cm.  It  was  shocked  through  twice, 
then  cross  shocked  twice  each  way.  Methylpredni- 
solone  tablets  were  prescribed;  the  patient  said  he 
was  “current  on  tetanus.” 

Two  days  after  treatment,  the  lesion  was  5x4  cm 
and  superficial,  with  less  discoloration.  Discomfort 
(tightness)  stopped  within  6 to  8 hours  after  treat- 
ment and  did  not  recur.  The  patient’s  last  tetanus 
inoculation  was  six  years  earlier,  so  tetanus  toxoid, 
0.5  ccm,  was  administered  intramuscularly.  The 
patient  was  dismissed. 

In  addition  to  these  cases,  three  hymenopterous 
insect  stings  — one  bee  sting,  one  bumble  bee  sting, 
and  one  red  wasp  sting  — responded  to  similar 
treatment  with  immediate  relief  of  itching  and 
reversal  of  tissue  reaction. 

Discussion 

Loxosceles  reclusa  venom  consists  of  at  least  10  to  12 
proteins,  but  no  fraction  has  been  isolated  that 
produces  the  sequence  of  events  that  gives  rise  to  the 
characteristic  necrotic  lesion.  Latrodectus  mactans 
venom  consists  chiefly  of  proteins,  a few  of  which  are 
enzymatic.4  The  beneficial  effects  of  high  voltage 
direct  current  shock  in  the  treatment  of  snake  bite 
has  been  established.2 

C.  Koregel  and  K.H.  Meyer-zum  Buschemfelde, 
in  a 1986  letter  in  Lancet /’  said,  “We  conclude  that 
electrical  current  may  directly  modify  the  toxicity  of 
animal  venoms.  Three  different  mechanisms  seem  to 
be  responsible: 

“(1)  The  current  will  influence  the  hydrogen 
bonds  of  the  enzymes,  destroying  their  secondary 
and  tertiary  structure. 

“(2)  The  high  voltage,  low  amperage  current 
applied  will  reduce  metal  ions  and  zinc,  copper, 
magnesium,  iron,  or  calcium  ions  are  firmly  bound 


to  some  venom  enzymes  and  are  mandatory  cofactors 
for  these  enzymes. 

“The  electric  particles  interfere  with  the  mem- 
brane as  well  as  the  positive  charged  polypeptides 
decreasing  their  cytotoxic  properties.” 

As  with  any  bite  or  injury,  early  treatment  offers 
the  best  results  (Case  1),  but  even  late  treatment 
(Cases  2 and  17)  may  be  beneficial.  Due  to  the  habits 
of  the  brown  recluse  spider,  most  people  are  not 
aware  of  the  bite  at  the  time  of  occurrence. 

Five  of  the  bites  (Cases  1,  5,  13,  19,  and  20)  had 
positive  identification  of  a spider  as  the  vector,  with 
the  remainder  diagnosed  on  the  appearance  of  the 
lesions.  Most  cases  received  cortisone,  but  the 
marked  immediate  pain  relief  cannot  be  attributed 
to  cortisone  alone. 

Spider  bites  are  a vexing  clinical  problem  in 
primary  care  medicine,  as  they  sometimes  lead  to 
skin  necrosis  and  sloughing,  and  sometimes  to  an 
uncomfortable  syndrome  of  chills,  fever,  and  malaise. 
Envenomation  is  highly  variable  within  and  between 
species  of  spiders,  and  a prognosis  on  first  examina- 
tion is  difficult.  Many  bites  heal  without  morbidity 
or  skin  damage,  and  this  complicates  the  evaluation 
of  therapies  aimed  at  preventing  the  skin  necrosis 
and  malaise  sometimes  resulting  from  spider  bites. 

In  this  series,  no  case  showed  any  extension  of 
tissue  damage  after  shock  was  administered.  Shock 
was  repeated  where  there  was  any  question  of 
residual  venom  activity.  The  treatment  quickly 
relieved  pain  in  every  case. 

Conclusion 

High  voltage,  low  amperage  direct  current  shock 
appears  to  be  an  effective,  basically  safe,  mildly 
uncomfortable  first  aid  emergency  measure  or  sup- 
plement to  conventional  therapy  for  venomous  bites 
and  stings  of  all  kinds.  CJ) 
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Uptake  of  Trimethoprim  and  Metronidazole  in  the 
Seminal  Vesicle:  Experimental  Study 

V.M.  Fiorica,  MD;  D.D.  Albers,  MD;  Yu-Hsing  Tu,  PhD;  Loyd  V.  Allen,  Jr.,  PhD 


A rat  model  for  determining  drug  levels  in  the 
seminal  vesicle  was  developed.  In  separate  studies, 
trimethoprim  and  metronidazole  were  injected 
intravenously  into  rats  and  assays  of  seminal  vesicle, 
plasma,  and  prostate  performed.  Drug  levels  were 
detected  early  in  both  the  seminal  vesicle  and  pros- 
tate. This  appears  to  be  the  first  study  to  report  drug 
levels  in  the  seminal  vesicle.  Metronidazole  levels  in 
the  seminal  vesicle  were  very  low  and  short  lived. 

Prior  to  the  advent  of  the  antibiotic  era,  drainage 
of  abscesses  in  the  region  of  the  seminal  vesicle 
and  prostate  was  not  uncommon.  The  diagnosis  of 
seminal  vesiculitis  continued  into  the  antibacterial 
and  antibiotic  era,  but  on  vague  clinical  criteria. 
Currently,  effective  treatment  for  some  types  of 
prostatitis  has  been  established  and  it  is  assumed 
seminal  vesiculitis  coexists,  although  laboratory 
diagnosis  is  lacking  due  to  difficult  specimen  isola- 
tion. It  also  is  assumed  that  treatment  of  prostatitis 
includes  the  seminal  vesicles,  although  up  to  this 
time  no  study  has  determined  that  antibiotic  levels 
are  achieved  in  the  seminal  vesicles.1  A previous 
study2  reported  metronidazole  levels  in  seminal 
fluid,  but  there  is  no  assurance  the  seminal  vesicles 
contributed  to  that  level.  Investigations  have  relied 
on  measurements  of  whole  semen,  prostatic  fluid,  or 
prostate  tissue. 


From  the  University  of  Oklahoma  Health  Sciences  Center  College  of  Pharmacy  and 
Department  of  Urology,  and  the  Oklahoma  City  Clinic. 
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This  study  was  designed  primarily  to  determine 
drug  level  measurements  in  the  rat  seminal  vesicle. 
Detailed  studies  of  the  levels  of  trimethoprim  in  the 
rat  prostate,  but  not  in  the  seminal  vesicles,  have 
been  reported.3  There  have  been  several  anecdotal 
beneficial  responses  of  chronic  prostatitis  seminal 
vesiculitis  to  metronidazole.  We  elected  to  include 
that  drug  in  the  study  to  see  if  therapeutic  concentra- 
tions were  reached. 

Materials  and  Methods 

A single  dose  of  25  mg/kg  of  trimethoprim  (TMP) 
(Sigma  Chemical  Company,  St.  Louis,  Mo,  Lot  125F- 
0687)  or  metronidazole  (Aldrich  Chemical  Company, 
Inc.,  Milwaukee,  Wise,  Lot  03512KT)  was  adminis- 
tered intravenously  to  male  Sprague-Dawley  rats 
weighing  250  to  300  gm  under  ether  anesthesia.  At 
the  designated  time,  each  rat  was  anesthetized  and 
blood  samples  were  collected  into  heparinized  tubes. 
After  euthanization,  all  four  lobes  of  the  prostate 
and  the  seminal  vesicles  were  obtained.  All  experi- 
ments were  carried  out  in  duplicate  for  each  sampl- 
ing time  period.  All  samples  were  rinsed  to  0.9% 
NaCl  solution,  weighed,  and  immediately  stored  at 
- 20°C  until  analyzed.  The  primary  goal  was  to 
determine  if  the  drug  was  concentrated  in  the  rat 
seminal  vesicle,  realizing  the  whole  organ  study 
included  tissue  and  secretions. 

Trimethoprim  in  plasma  and  homogenized  tissue 
samples  was  extracted  from  alkalinized  dichloro- 
methane  by  centrifugation,4  and  metronidazole  was 
extracted  from  ethyl  acetate  by  centrifugation.  The 
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extracts  were  then  analyzed  using  high-performance 
liquid  chromatography  (HPLC). 

A reverse-phase  HPLC  system  equipped  with  a 
dual  piston  pump  (Model  6000A,  Waters  Associates, 
Milford,  Mass),  a loop  injector  (Altex  210A,  Beckman 
Instruments,  Inc.,  San  Ramon,  Calif),  a variable  UV 
absorption  detector  (Model  450,  Waters  Associates, 
Milford,  Mass)  set  at  201  nm  for  trimethoprim  and 
254  nm  for  metronidazole,  and  a NOVA  PAK  Clg 
column  (3.9  mm  x 15  cm  with  5 p.m  packing,  Waters 
Associates,  Milford,  Mass)  for  trimethoprim  and  a 
p,-Bonapak  C18  column  (3.9  mm  x 30  cm  with  10p,m 
packing,  Waters  Associates,  Milford,  Mass)  for  met- 
ronidazole was  employed.  The  mobile  phase  was  a 
mixture  (v/v)  of  40%  methanol  and  60%  0.005M 
heptane  sulfonic  acid  sodium  salt  solution  at  pH  3.06 
for  trimethoprim  and  a mixture  (v/v)  of  47% 
methanol  and  53%  ammonium  carbonate  (0.1%)  for 
metronidazole.  The  flow  rate  was  set  at  1.3  ml/min 
for  trimethoprim  and  1.0  ml/min  for  metronidazole 
and  the  absorption  recorded  on  a strip  chart  recorder 
(Omniscribe,  Houston  Instruments,  Austin,  Tex).  A 
peak  height  ratio  method  was  used  to  calculate  the 
trimethoprim  and  metronidazole  concentration  in 
reference  to  the  internal  standards,  chlorphenesin 
carbamate,  and  acetophenetidin,  respectively. 

Results 

The  levels  of  trimethoprim  detected  at  timed  inter- 
vals for  seminal  vesicle,  prostate,  and  plasma  are 
shown  in  Figure  1.  At  peak  concentrations,  the 
tissue-plasma  drug  concentration  ratio  was  3.3  to  1 


Figure  1.  Concentration  of  trimethoprim  as  <1  function  of  lime  for 
□ plasma,  A prostate,  and  ♦ seminal  vesir  le. 


for  seminal  vesicle  and  6.2  to  1 for  prostate.  Metroni- 
dazole (Fig  2)  achieved  lower  concentrations,  1 to  2 
in  the  prostate,  and  1 to  5 in  the  seminal  vesicle. 

Discussion 

Numerous  studies  in  the  human  and  in  experimental 
animals  have  elucidated  the  concentration  of  tri- 
methoprim in  prostate,5  6 prostatic  fluid,7  8 and  semi- 
nal plasma.9  No  report  to  date  has  investigated  the 
concentration  of  trimethoprim  or  other  antibacte- 
rials in  the  seminal  vesicle.  This  lack  of  information 
has  been  due  in  part  to  the  difficulty  of  obtaining 
isolated  seminal  vesicle  fluid  for  study.  The  rat  was 
selected  as  an  experimental  model  in  view  of  its 
large  genital  organs,  especially  seminal  vesicles. 

Currently,  infections  of  the  seminal  vesicle  prob- 
ably masquerade  clinically  as  prostatitis,  and  em- 
piric therapy  for  one  entity  may  adequately  treat  the 
other.  Seminal  vesiculitis,  though  well  known  in 
other  species,10  has  been  difficult  to  document  in 
humans.  Although  correlation  to  the  human  situa- 
tion is  unknown,  we  have  shown  in  our  rat  model 
that  trimethoprim,  widely  used  for  prostatic  infec- 
tions, achieves  significant  tissue  levels  in  the  rat 
seminal  vesicles.  This  finding  suggests  that  current 
treatment  of  bacterial  prostatitis  with  trimethoprim 
might  treat  bacterial  seminal  vesiculitis  as  well. 

With  the  advent  of  prostatic  ultrasonography, 
imaging  of  the  seminal  vesicles  may  now  be  achieved, 
and  with  experience,  seminal  vesiculitis  diagnosed. 
Consequently,  it  is  important  to  understand  which 
antimicrobials  achieve  adequate  concentrations  in 


Figure  2.  ( one  miration  of  metronidazole  as  a function  of  time  for 
I I plasma,  A prostate,  and  ♦ seminal  vesic  le. 


If. 
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the  seminal  vesicle  so  that  therapy  may  be  appro- 
priately based. 

Due  to  the  lower  levels  of  metronidazole  in  the 
seminal  vesicle,  the  anecdotal  benefit  of  this  drug  is 
not  confirmed  in  this  experimental  study.  (J) 

References 

1.  Meares  EM  Jr.  Prostatitis  and  related  disorders.  In  Walsh  PC,  Gittes  FR,  Perlmutter 
AD.  and  Stamey  TA,  eds.  Urol.  Vfolume  I,  Chapter  17,  Philadelphia,  PA:  W.B 
Saunders  Co.;  1986:868-887 

2.  Gray  MS,  Kane  PO,  Squires  S.  Further  observations  on  metronidazole.  BrJ  Venereal 
Dis  1961;  37:278-279 

3.  Levy  BJ,  Fair  WR.  The  location  of  antibacterial  activity  in  the  rat  prostatic 
secretions.  Invest  Urol  1973;  11:173-177. 

4.  ChenG.Tu  YH,  Allen  LV  Jr.  Wang  DP  Determination  of  trimethoprim  in  rat  blood, 
plasma,  prostate  gland  and  seminal  vesicles  by  high  performance  liquid  chromatog- 
raphy Int  J Pharm  1988;  46:89-93. 

5.  Dabhoiwaia  NF,  Bye  A,  Claridge  M A study  of  concentrations  of  trimethoprim- 
sulfamethoxazole  in  the  human  prostate  gland.  Br  J Urol  1976;  48:77-81. 

6.  Oosterlinck  W,  Defoort  R,  Renders  G.  The  concentration  of  sulfamethoxazole  and 


trimethoprim  in  human  prostate  gland.  Br  J Urol  1975;  47:301-304. 

7.  Madsen  PO,  Kjaer  TB,  Bownueller  A.  Prostatic  tissue  and  fluid  concentrations  of 
trimethoprim  and  sulfamethoxazole.  Urol  1976;  8:129-132. 

8.  Neilson  ML,  Hansen  I.  Trimethoprim  in  human  prostate  tissue  and  prostatic  fluid. 
Scand  J Urol  Nephrol  1972;  6:244-248. 

9.  Gnarpe  H,  Firberg  J.  The  penetration  of  trimethoprim  into  seminal  fluid  and  serum. 
Scand  J Infect  Dis  1976;  Suppl,  8:50-53. 

10.  Carroll  EJ,  Ball  L,  Young  S.  Seminal  vesiculitis  in  young  beef  bulls.  JAVMA  1968; 
152:1749-57 

The  Authors 

V.M.  Fiorica,  MD,  was  was  senior  resident  in  the  Department  of 
Urology,  University  of  Oklahoma  Health  Sciences  Center 
(OUHSC)  in  Oklahoma  City  at  the  time  of  the  study.  He  is  now 
with  Carney,  Stunk  and  Warikoo,  in  Johnstown,  Penn. 

D.D.  Albers,  MD,  is  emeritus  clinical  professor  in  the  Depart- 
ment of  Urology,  OUHSC. 

Yu-HsingTu,  PhD,  is  a research  associate  in  the  Pharmaceu- 
tics Section,  College  of  Pharmacy,  OUHSC. 

Loyd  V.  Allen,  Jr.,  PhD,  is  professor  and  head  of  the  Pharmaceu- 
tics Section,  College  of  Pharmacy,  OUHSC. 


Coming  next  month 

Manuscripts  being  prepared  for  publication  in  February 
include  a report  on  renin-secreting  tumors,  an  analysis  of 
methicillin-resistant  Staphyloccocus  aureus  among  veterans, 
and  a commentary  on  cocaine  babies  in  Oklahoma. 
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Another  Complication  of  Intravenous 
Catheterization:  A Case  Report 

Mark  B.  Smith,  MD 


The  list  of  possible  complications  following  central 
vein  catheterization  has  been  well  described.1  A 
technique  for  placement  of  a catheter  into  a central 
vein  has  to  be  learned  by  the  individual  following 
guidelines  dictated  by  anatomical  understanding, 
literature  reporting,  and  other  practitioners'  previ- 
ous experience.  We  report  here  another  complica- 
tion of  intravenous  catheterization  where  the  first 
catheter  is  severed  completely  by  a second,  larger 
needle. 

More  doctors  and  paramedical  staff  are  being 
required  to  start  intravenous  infusions.  The 
possible  complications  of  venous  cannulation  may 
not  be  fully  appreciated.  We  report  here  a complica- 
tion of  multiple  attempts  at  venopuncture  at  the 
same  site. 

Case  Report 

A 27-year-old  male  was  scheduled  for  tendon  transfer 
surgery.  The  palmaris  longus  tendon  of  the  left  hand 
was  to  be  grafted  into  the  flexor  digitoum  tendons  of 
the  first  and  second  fingers  of  the  right  hand.  The 
patient  was  fit  and  well  and  gave  no  history  of 
complications  or  contraindications  to  the  planned 
general  anesthesia.  Because  of  the  bilateral  upper 
limb  surgery,  venous  access  presented  a problem. 

Direct  correspondence  to  Mnrk  B.  Smith,  MD,  4 Gordon  Avenue,  Donnington, 
Chichester,  West.  Sussex,  England  PO  19  2QW 


The  external  jugular  vein  on  the  left  side  was 
selected  as  a suitable  alternative  to  a peripheral 
vein. 

After  sterile  skin  preparation  and  local  anes- 
thesia to  the  area,  the  patient  was  positioned  in  a 
slight  trendellenberg.  A 1.5"  (32  mm)  18  g intrave- 
nous catheter  was  used  to  attempt  venopuncture. 
Despite  a flashback  of  blood  and  a seemingly  easy 
advancement  of  the  catheter,  when  the  needle  was 
withdrawn  completely  there  was  no  return  of  blood 
even  when  syringe  suction  was  applied.  The  assump- 
tion was  made  that  the  catheter  had  passed  through 
the  vein  and  was  lying  subcutaneously  and  extravas- 
cularly.  It  was  left  in  situ  to  minimize  hematoma 
formation. 

A second  attempt  was  made,  this  time  using  a 
1.25"  (30  mm)  16  g intravenous  catheter,  anteriorly 
and  medially  to  the  first.  Access  to  the  external 
jugular  vein  was  achieved  without  difficulty  and  the 
catheter  was  secured  in  position. 

The  original  18  g catheter  was  then  removed. 
However,  only  the  hub  and  W'  of  the  catheter  was 
removed  intact,  the  proximal  end  being  cut  and 
frayed.  Anterioposterior  and  lateral  X-rays  were 
taken  (Fig).  The  cut  distal  end  of  the  catheter  was 
identified  in  the  neck  and  presumed  to  be  extravascu- 
lar. 

Consent  was  obtained  from  the  patient  for  surgi- 
cal removal  of  the  catheter  remnant  during  general 
anesthesia  for  the  primary  procedure.  The  cut  end  of 
the  catheter  was  removed  from  the  subcutaneous 
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Figure  1A.  Anterioposterior  view  shows  intravenous  catheter  in 
external  jugular  vein,  with  cut  catheter  alongside. 


tissue  through  a 1 cm  incision  over  the  puncture  site. 
The  fragment  was  completely  extravascular.  Surgery 
to  the  tendons  proceeded  without  problems  and 
recovery  was  uneventful. 

Discussion 

Until  the  recent  introduction  of  double  and  triple 
lumen  catheters  for  intravenous  access,  it  was  com- 
mon practice  to  put  multiple  catheters  into  the  same 
large  vein.  Cutting  the  indwelling  catheter  was  a 
recognized,  although  rare,  complication. 

The  complications  of  central  venous  catheteriza- 
tion are  well  known  and  recorded.  Hematoma  forma- 
tion, infection,  pneumothorax,  intra-arterial 
catheterization,  and  any  combination  of  these  are 
the  more  expected  problems. 

Manufacturers  repeatedly  advise  against  the 
reintroduction  of  the  needle  into  the  catheter  for  fear 
of  cutting  the  catheter. 

The  risk  of  cutting  the  catheter  is  greater  when 
using  a catheter-through-needle  device  as  opposed 


Figure  IB.  Lateral  view 


to  a catheter-over-needle  technique  because  the 
cutting  edge  of  the  needle  is  wider  than  the  catheter. 
The  withdrawal  of  an  epidural  catheter  through  an 
in  situ  Tuohy  epidural  needle  is  not  recommended 
because  of  the  risk  of  cutting  the  catheter. 

In  our  case  the  use  of  a second  needle  and  catheter 
larger  than  the  first  was  not  logical  because  the 
cutting  edge  of  the  second  needle  was  larger  than 
the  first  catheter.  It  is  logical,  however,  to  leave  a 
catheter  in  place  if  the  vein  wall  has  been  traversed, 
in  the  hope  that  hematoma  formation  will  be  reduced. 

The  retrieval  of  large  fragments  of  cut  catheters 
from  the  great  veins  of  the  chest  via  the  femoral 
veins,  under  radiological  fluoroscopic  control,  is  a 
relatively  simple  and  safe  operation  not  infrequently 
performed. 

A small,  cut  segment  released  into  the  venous 
system  has  a final  resting  place  in  the  pulmonary 
arterial  tree,  unless  there  is  an  intrathoracic  vascu- 
lar anomaly.  Pulmonary  particles  can  be  left  alone 
as  long  as  no  complications,  such  as  infection,  hemor- 
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rhage,  or  flow  obstruction,  occur.  Subcutaneous 
debris,  if  not  infected,  also  can  be  left  undisturbed. 
We  removed  this  cut  catheter  because  it  was  im- 
mediately accessible  and  a general  anesthetic  was 
to  be  administered  for  the  primary  surgical  proce- 
dure. 

In  summary,  we  present  a case  of  catheter  frag- 
mentation as  a cautionary  tale  and  a reminder  of  a 
complication  of  unisited  multiple  venopuncture.  (J) 


Reference 

1.  Kaye  CG,  Smith  DR.  Complications  of  central  venous  cannulation.  Editorial.  British 
Medical  Journal  1988;  297:572. 

The  Author 

Mark  Boraston  Smith,  MD,  FFARCS,  was  a visiting  assistant 
professor  in  the  Department  of  Anesthesiology  at  the  University 
of  Oklahoma  Health  Sciences  Center  when  this  paper  was 
written.  He  earned  his  medical  degree  in  London,  England,  and 
is  a fellow  of  the  Faculty  of  Anaesthetists  of  the  Royal  College  of 
Surgeons. 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.  Paul  J.  Kanaly,  M.D. 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
Fellows  of  the  American  College  of  Surgeons 

24  Hour  Consultation  and  Referral 

Cardiac  Surgery  * Vascular  Surgery  * Thoracic  Surgery 


20 


/ ( )kh  .Sidle  Mod  Assoc,  Vol  83,  lanuary  1990 


These  physicians  and  their  staffs  enjoy  the  many  benefits  of  UPAL  membership  from  group  purchasing  of  supplies  to  a variety  of 
financial  services,  such  as  pension  and  nonpension  investment  options. 
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News 


Jack  Spears  named  honorary  member 

OSMA  trustees  adopt  retirement  plan  during  November  meeting 


A retirement  plan  for  members  was  endorsed  by  the 
Oklahoma  State  Medical  Association  (OSMA)  Board 
of  Trustees  at  its  November  19  meeting  in  Tulsa. 

The  board  approved  a recommendation  from  the 
OSMA  Council  on  Member  Services  to  join  the 
Investment  and  Retirement  Program  of  the  Amer- 
ican Medical  Association.  Under  the  licensing  agree- 
ment, which  commits  the  OSMA  to  no  financial 
obligation,  the  OSMA  agrees  to  promote  the  plan  to 
its  members.  The  association  will  receive  a royalty 
of  Vi  of  1%  per  annum  of  the  aggregate  daily  net 
asset  value  managed  by  the  AMA  for  Oklahoma 
physicians. 

In  other  action,  the  board  voted  to  amend  the 
Articles  of  Incorporation  of  the  Physicians’  Liability 
Insurance  Company  (PLICO)  in  order  to  comply  with 
new  legislation.  The  new  law  allows  PLICO  to  des- 
ignate its  advisory  board  members  as  directors. 

Awards.  OSMA  President  John  R.  Alexander, 
MD,  Tulsa,  presented  an  OSMA  Honorary  Member- 
ship to  Jack  Spears,  former  executive  director  of  the 
Tulsa  County  Medical  Society.  Spears,  who  retired 
in  December  1985,  served  as  TCMS  executive  direc- 
tor for  44  years.  His  tenure  is  believed  to  have  been 
the  longest  of  any  medical  society  executive  in  the 
United  States. 

Report  of  the  President.  Dr  Alexander  re- 
ported he  met  with  Senator  David  Boren  and  AMA 
Executive  Vice  President  James  Sammons,  MD,  to 
lobby  against  expenditure  targets  (ETs)  and  to 
encourage  eliminating  or  altering  the  cap  on  bal- 
anced billing,  and  the  geographic  variations  in 
Medicare  reimbursement  to  physicians  — both  the 
national  variations  and  rural/urban  differentials. 
He  said  Senator  Boren  was  supportive  of  the  OSMA 
position  and  the  RBRVS  being  considered  at  that 
time,  explaining  that  the  ET  issue  was  replaced  by 
a Medicare  Volume  Performance  Scale  (MVPS) 
proposed  by  Senator  Rockefeller. 

Dr  Alexander  said  that  a joint  OSMA/Health 
Sciences  Center  PPO  Committee  has  been  developed 
to  help  work  out  problems  relating  to  the  Oklahoma 


Jack  Spears,  former  executive  director  of  the  Tulsa  County 
Medical  Society,  thanks  the  OSMA  Board  of  Trustees  for  his 
honorary  OSMA  membership.  President  John  R.  Alexander, 
MD,  (seated)  presented  the  award. 

State  Employees  Group  Insurance  Board  health  care 
plan  that  potentially  covers  over  200,000  Oklaho- 
mans. OUHSC  proposes  to  develop  an  Exclusive 
Provider  Organization  (EPO)  and  limit  its  patient 
participation  to  15,000  and  also  will  consider  consul- 
tative services  contracts  in  the  areas  of  special 
coverage.  This  will  allow  all  physicians  and  hospitals 
to  participate  at  some  level  if  they  agree  to  the  limits 
of  the  plan,  which  will  be  the  same  for  all  partici- 
pants. 

Report  of  the  Secretary-Treasurer.  OSMA 
Secretary-Treasurer  James  Funnell,  MD,  Oklahoma 
City,  reported  an  OSMA  non-member  physician 
count  of  849,  the  largest  ever,  but  said  the  records 
also  indicate  the  highest  number  of  members  ever. 
Many  of  the  non-members,  he  said,  are  government 
physicians,  Health  Sciences  Center  physicians,  and 
residents  and  students.  ( continued ) 
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Trustees  (continued) 
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PLICO  Report.  PLICO  President  C.  Alton 
Brown,  MD,  Oklahoma  City,  announced  that  there 
will  be  no  increase  in  premiums  for  professional 
liability  in  1990. 

VIP  Program.  OSMA  Executive  Director  David 
Bickham  noted  that  many  of  the  physicians  in  the 
state  who  received  cards  asking  about  their  interest 
or  participation  in  the  VIP  program  have  not  yet 
returned  those  cards.  He  said  the  OSMA  is  compiling 
a list  of  VIP  physicians  that  is  to  be  used  exclusively 
for  VIP  referral  and  emphasized  that  it  will  not  be 
made  available  to  the  general  public.  The  purpose  of 
the  program,  he  explained,  is  to  assist  the  elderly  in 
finding  a VIP  physician. 

Council  on  Public  and  Mental  Health.  Coun- 
cil Chairman  Robert  Mahaffey,  MD,  Tulsa,  reviewed 
a council  resolution  calling  for  the  OSMA  to  partici- 
pate in  the  planning  of  proposals  designed  to  provide 
perinatal  care  for  all  pregnant  women  in  Oklahoma. 
The  resolution  will  be  presented  at  the  OSMA 
Annual  Meeting  in  May.  He  also  announced  that 
under  this  council  an  Alcohol  and  Drug  Education 
Task  Force  has  been  formed,  with  Dr  John  Alexander 
as  chairman. 

Council  on  Medical  Services.  Mr  Lyle  Kelsey 
presented  the  council’s  report;  it  noted  that  the 
council  is  receiving  requests  from  smaller  hospital 
medical  staffs  to  review  medical  charts  on  specific 
physicians  and  that  an  ad  hoc  committee  has  been 
appointed  to  recommend  policy  for  the  OSMA  in 
such  reviews. 


On  the  road,  OSMA  Executive  Director  David  Bickham 
(r)  visits  with  Norman  physician  George  H.  Hulsey  at  the  fall 
meeting  of  the  Cleveland-McClain  County  Medical  Society. 
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Mr  Kelsey  reported  that  the  council  had  reviewed 
seven  of  the  OSMA  policy  statements  presented  at 
the  August  board  meeting.  On  the  issue  of  surgeons 
utilizing  physician  assistants  as  assistant  surgeons 
and  billing  insurance  carriers  for  the  assistant 
surgeon  fee,  the  council  was  unanimous  in  its  oppos- 
ition and  plans  to  study  the  issue  further. 

Executive  Director’s  Report.  In  discussing 
PLICO,  Mr  Bickham  said  that  the  OSMA  had 
petitioned  Insurance  Commissioner  Grimes  to  con- 
sider whether  PLICO  could  limit  its  writings  to 
OSMA  members  only  and  had  received  no  reply.  He 
explained  that  informal  inquiries  have  continued, 
noting  that  a quick  decision  is  preferable  to  discour- 
age legislation  requiring  PLICO  to  insure  DOs. 

Regarding  regulations  on  physician  advertising 
of  board  certification,  Mr  Bickham  referred  to  infor- 
mation from  the  Board  of  Medical  Licensure  and 
Supervision  which  is  being  reviewed  before  being 
sent  to  the  Legislature  for  consideration.  Revisions 
are  underway  and  Dr  Mark  R.  Johnson,  Oklahoma 
City,  will  develop  a rule  for  the  Legislature’s  final 
approval. 


Mr  Bickham  asked  for  a vote  and  the  board 
approved  the  Shangri-La  resort  near  Afton,  Okla,  as 
the  site  of  the  1991  Annual  Meeting  of  the  OSMA 
House  of  Delegates. 

Membership  Applications.  The  board  ap- 
proved Life  Membership  status  for  the  following 
physicians:  Nolan  L.  Armstrong,  MD,  Emil  P.  Farris, 
MD,  James  B.  Pitts,  Jr.,  MD,  and  Robert  Sukman, 
MD,  Oklahoma  City;  Glen  L.  Berkenbile,  MD, 
Robert  H.  Chappell,  MD,  and  Robert  G.  Perryman, 
MD,  Tulsa;  Joe  E.  Collins,  MD,  Edmond;  Martin  J. 
Fitzpatrick,  MD,  Muskogee;  and  Robert  W.  King,  Sr., 
MD,  Bella  Vista,  Ark.  (J) 


9W  ANNUAL  HBSHNQ 
OSHfi  [jowit  *>(  D ibttyXtA 
M*?  3-S,  1M0 


DRIVE  A VOLVO  BECAUSE  REPLACEMENT  PARTS  ARE  HARD  TO  FIND. 
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Always  on  call 


For  over  20  years,  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.’-  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA  endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY 

INTEHMATIONAL  INSURANCE  FACILITIES  V 

Insurance  Counselors  to  the  OSMA 
P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 
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Oklahoma  delegate  John  A.  McIntyre,  MD,  (I)  Enid, 
and  OSMA  President  John  R.  Alexander,  MD,  Tulsa,  listen  to 
discussions  at  the  December  interim  meeting  of  the  American 
Medical  Association  in  Honolulu. 


Under  30  years  of  age 

Breast  cancer  in  younger  women 
merits  a conservative  approach 

Because  breast  cancer  in  women  under  age  30  is 
rare,  breast  masses  appearing  in  young  women 
should  be  managed  conservatively,  says  a study  in 
November’s  Archives  of  Surgery. 

The  authors,  Charles  M.  Ferguson,  MD,  and 
Waldo  Powell,  MD,  of  the  Department  of  Surgery, 
Emory  University  School  of  Medicine,  Atlanta, 
reviewed  breast  biopsy  records  of  751  patients  aged 
40  years  or  younger.  There  was  no  cancer  found  in 
the  178  patients  under  age  20  who  underwent  biop- 
sies. Of  150  patients  aged  21  to  25  years,  two  had 
cancer.  Beginning  at  age  26,  there  was  a steady  rise 
in  the  incidence  of  cancer  detected  via  biopsy.  In  the 
36-  to  40-year  age  group,  cancer  was  seen  in  24.4% 
of  biopsies. 

“A  low  rate  of  malignancy  in  young  women  helps 
to  justify  a noninvasive  approach  to  the  evaluation 
of  breast  masses . . . consisting  of  aspiration  cytology 
and  possibly  mammography  before  excisional 
biopsy,”  the  authors  write.  They  also  report  finding 
a higher  incidence  of  nonspecific  fibrocystic  disease 
than  cancer  on  biopsy.  In  456  patients  younger  than 
age  31,  the  authors  found  eight  cases  of  cancer,  while 
102  had  nonspecific  fibrocystic  disease. 

“We  are  now  cautiously  substituting  aspiration 
cytology  for  formal  biopsy  in  women  under  the  age 
of  30  with  dense  fibrocystic  disease  and  indistinct 
breast  masses,”  they  write.  tj) 


Improvement  significant  in  85% 

Outlook  good  for  majority  of 
anorexic  adolescent  patients 

The  majority  of  adolescent  girls  who  suffer  from  the 
eating  disorder  anorexia  nervosa  will  return  to 
normal  weight  and  resume  normal  menstrual 
periods  after  treatment,  says  a study  in  November’s 
American  Journal  of  Diseases  of  Children. 

The  report,  by  Richard  E.  Kreipe,  MD,  of  the 
Department  of  Pediatrics,  University  of  Rochester 
Medical  Center,  NY,  and  colleagues,  describes  the 
long-term  outcome  of  49  adolescent  girls  hospitalized 
for  the  treatment  of  anorexia  nervosa.  Patients  were 
interviewed  an  average  of  80  months  after  hospitali- 
zation. The  mean  age  at  follow-up  was  22.7  years. 
From  admission  and  follow-up,  body  weight  in- 
creased from  72%  to  96%  of  ideal  body  weight. 
Menstrual  functioning  returned  to  normal  and  no 
patient  reported  infertility.  Fewer  than  15%  of  pa- 
tients had  severe,  ongoing  problems  with  their 
eating  disorder.  The  researchers  also  found  that 
educational  and  employment  achievements  were  not 
affected  by  the  disorder. 

“Our  data  suggest  that  adolescents  with  anorexia 
nervosa  can  be  treated  successfully  with  a develop- 
mentally  oriented,  multidisciplinary  approach  that 
includes  inpatient  and  outpatient  management 
based  in  pediatrics,”  the  authors  conclude.  (J 


US  Senator  David  L.  Boren  (r)  enjoys  a physician 
reception  held  in  his  honor  November  12  at  the  Waterford 
Hotel  in  Oklahoma  City.  With  him  are  Dr  Kenneth  W.  Whit- 
tington (I),  Bethany,  and  Dr  Larry  L.  Long,  Oklahoma  City. 
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From  The  OSDFI 


Methicillin-resistant  Staphylococcus  aureus  attracting  attention 


Issues  surrounding  outbreaks  of 
0 ^ infections  caused  by  methicillin- 

^ resistant  Staphylococcus  aureus 
I p I (MRSA),  as  well  as  admissions  into 
^ M extended  and  acute  care  facilities 

and  treatment  of  patients  with  these 
infections,  became  a national  public  health  concern 
in  1989.  At  the  annual  meeting  of  the  Council  of 
State  and  Territorial  Epidemiologists  held  in  Okla- 
homa City  in  May  1989,  the  council’s  president,  Greg 
Istre,  MD,  state  epidemiologist,  proposed  a resolution 
to  be  forwarded  to  the  Centers  for  Disease  Control, 
Atlanta,  recommending  development  of  national 
guidelines  addressing  treatment  and  prevention  of 
MRSA. 


In  June  1989,  Presbyterian  Hospital  hosted  a 
meeting  of  physicians,  infection  control  practition- 
ers, laboratory  technologists,  state  and  county  health 
department  representatives,  and  nurses  from  ex- 
tended and  acute  care  facilities  with  the  following 
purposes:  (1)  Identification  of  Oklahoma  health  care 
professionals  interested  in  the  control  of  MRSA; 

(2)  discussion  of  the  options  available  for  planning 
statewide  guidelines;  and  (3)  development  of  a plan 
for  future  meetings. 

The  key  problems  identified  by  this  group  of 
health  care  professionals  included:  the  need  for  open, 


comprehensive,  and  frank  communications  between 
extended  and  acute  health  care  facilities;  the  increas- 
ing incidence  of  MRSA  colonization  and  infection  in 
patients  from  both  types  of  facilities;  the  need  for 
education  about  MRSA  for  health  care  professionals 
in  all  types  of  health  care  facilities;  the  epidemiolog- 
ical necessity  of  viewing  acute  and  extended  care 
facilities  together  in  the  overall  provision  of  patient 
care;  and  the  need  to  develop  guidelines  to  control 
the  spread  of  MRSA. 

Currently,  “Guidelines  for  the  Control  of 
Methicillin-Resistant  Staphylococcus  aureus  in 
Acute  and  Extended  Care  Facilities”  is  in  its  second 
draft  form,  with  the  third  draft  to  be  finalized  this 
month.  The  core  committee  established  to  write  the 
MRSA  guidelines  is  meeting  this  month  to  review 
the  third  draft. 

Physicians  who  would  like  the  opportunity  to 
help  mold  this  developing  public  health  policy  docu- 
ment, and  who  would  be  willing  to  spend  time  to 
review  and  comment  on  the  guidelines,  should 
contact  Patrice  Boden,  RN,  epidemiologist,  Okla- 
homa State  Department  of  Health,  phone  (405) 
271-4060.  The  Oklahoma  State  Department  of 
Health  is  interested  in  comments  from  all  parties 
concerned  with  this  problem. 

[See  related  article  in  next  month’s  JOURNAL ./(J) 


Six-day  critical  care  course  to  be  conducted  in  Oklahoma  City 


The  17th  Annual  Critical  Care  Medicine  Course  will 
be  held  Sunday  through  Friday,  March  4-9, 1990,  at 
the  Holiday  Inn  Airport  West  in  Oklahoma  City;  it 
will  be  an  extensive  six-day  educational  experience. 

Reputed  to  be  the  second  longest  running  course 
of  its  kind  in  the  country,  it  will  cater  to  physicians 
who  wish  to  expand  their  knowledge  in  the  field  of 
critical  care  medicine  or  who  wish  to  review  and 
update  current  critical  care  philosophies  and  re- 
search areas. 

An  excellent  buy,  with  tuition  this  year  set  at 
$600,  the  course  includes  five  continental  breakfast 
buffets  and  five  “Question  and  Answer”  luncheons 
in  addition  to  daily  didactic  presentations,  afternoon 
and  evening  workshops,  panel  discussions,  small 
group  discussions,  and  demonstrations,  plus  a syl- 
labus to  minimize  note  taking,  a Learning  Resources 
Center  (multimedia  self-teaching  program),  and  an 

28 


optional  pre-  and  post-course  exam.  House  staff 
tuition  is  $500  and  must  be  accompanied  by  a letter 
from  the  director  of  the  training  program.  Physician 
Assistants  and  registered  nurses  with  interest  and 
knowledge  in  the  critical  care  area  also  are  welcome 
to  register. 

Accreditation  by  the  American  Medical  Associa- 
tion, the  American  Academy  of  Family  Physicians, 
the  American  Osteopathic  Association,  and  the 
American  College  of  Emergency  Physicians  has 
been  approved. 

For  further  information  please  contact  D.  Robert 
McCaffree,  MD,  course  director,  or  Dora  Lee  Smith, 
course  coordinator,  at  (405)  271-5904  or  write  to: 
Critical  Care  Medicine  Course,  University  of  Okla- 
homa Health  Sciences  Center,  Room  3 SP  400, 

PO  Box  26901,  Oklahoma  City,  OK  73190. 

(J) 
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I lAVE  YOU  E\’ER  had  second  thoughts  about  what  you’re  driving? 

The  Mercedes-Benz  190  E is  the  car  you  buy  after  you’ve  weighed  all  the  facts. 
You'll  find  it  easy  to  handle,  incredibly  safe  and  solid.  Even  the  size  is  right. 

So  before  you  make  up  your  mind,  make  an  appointment  to  see 
the  190 E 2.6. 

Take  a look  at  one  now  LIKE  NO  OTHER  DEALERS  IN  THE  WORLD. 


JAGUAR 


1225  N BROADWAY 


C 1989  Authorized  Mercedes-Benz  Draltn 
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OKLAHOMA  CITY 


(405)  236-1224 


OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  M.D.*  John  S.  Chaffin,  M.D.* 

David  W.  Vanhooser,  M.D. 

*Diplomates  American  Board  of  Thoracic  and  Cardiovascular  Surgery 
*Diplomates  American  Board  of  Surgery 

Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 

3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 

(405)  945-4278  1 -800-522-6525 

24  Hour  Referral  and  Consultation 
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Off  Duty 


Kingfisher  family  practitioner  says  he  enjoys  running  for  his  life 


Stephen  R.  Arthurs,  MD, 
has  developed  his  hobby  of 
distance  running  so  well 
that  he  has  qualified  for 
the  prestigious  Boston 
Marathon  two  times,  and 
finished  both  races  with 
good  performance  times  of 
2:53  and  2:56. 

Dr  Arthurs,  a family 
practitioner  and  OSMA 
member  who  practices  in 
Kingfisher,  has  been  exer- 
cising his  hobby  of  dis- 
tance running  for  about 
five  years.  While  the 
running  began  as  a health 
tune-up  exercise,  the 
regimen  has  grown  into 
an  interesting  avocation, 
with  emotional  rewards  far  beyond  the  major  health 
benefits  gained.  And  he  has  trophies  to  display. 

Dr  Arthurs  attends  distance  race  events  eight  to 
ten  times  a year  and  competes  in  races  ranging  from 
10  kilometers  up  to  the  full  marathon  distance  of  26 
miles  385  yards.  In  addition  to  the  classic  Boston 
races,  he  has  competed  in  four  other  organized 
competition  marathon  events  in  Tulsa  and  Dallas, 
and  twice  in  Oklahoma  City. 

A rigorous  training  program  is  necessary  to 
maintain  the  conditioning  required  to  perform  at 
these  intensities,  and  Dr  Arthurs  schedules  at  least 
an  hour  of  running  every  day.  As  much  as  three  hours 
a day  is  required  when  preparing  for  certain  special 
races.  Dr  Arthurs  customarily  devotes  his  noon 
lunch  hour  to  running  and  ordinarily  traverses  nine 
to  ten  miles  each  day.  His  “day  off”  is  sometimes 
spent  on  longer  runs.  He  reports  that  his  longest  run 
was  28  miles. 

Dr  Arthurs,  often  called  Steve,  has  successfully 
integrated  his  rigorous  training  schedule  with  his 
active  practice  of  family  medicine.  At  those  times 
when  he  is  on  call  and  his  training  regimen  requires 
running,  he  merely  straps  on  a beeper  and  runs  near 
the  hospital  so  he  can  respond  within  a minute  or 
two  to  a pager  call.  One  Code  Blue  has  already 
received  a timely  response  with  this  method,  and 
Steve  believes  that  a real  emergency  can  be  correctly 
treated  by  a physician  in  running  gear. 


Dr  Arthur’s  wife,  Peggy,  and  children,  Jason, 
Ryan,  and  Stephanie,  enjoy  and  support  the  training 
and  competitive  events.  The  children’s  extracurricu- 
lar activities  are  carefully  given  equal  time  and  the 
younger  son,  Ryan,  enjoys  running  with  his  dad.  The 
out-of-town  racing  events  are  made  into  family 
outings  when  possible.  Dr  Arthurs  reports  that 
Peggy  is  sometimes  called  on  to  transport  him  to  the 
neighboring  town  of  Hennessey,  so  he  can  run  back 
to  Kingfisher.  Always  running  with  the  wind,  he 
adds. 

When  asked  about  unusual  events  while  running, 
Steve  notes  that  he  never  sees  damsels  in  distress, 
and  only  on  rare  occasion  has  met  an  irritable  dog 
or  skunk.  Occasionally  a veering  auto  has  sent  him 
to  the  ditch,  but  the  most  memorable  practice  run 
he  recalls  is  the  time  he  was  caught  in  a hail  storm. 
Steve  observes  that  running  offers  a special  perspec- 
tive on  both  countryside  and  city,  and  he  sometimes 
runs  in  cities  he  visits  in  order  to  learn  more  about 
them.  While  he  often  listens  to  a radio  while  running, 
Steve  also  notes  that  he  does  “my  thinking”  while 
running. 

Patients  and  friends  often  comment  about  seeing 
him  on  his  training  runs  and  encourage  him  to  “win 
the  marathon.”  Steve  reports  that  running  gives  him 
a positive  emotional  experience.  Although  he  has 
never  experienced  a runner’s  euphoria,  there  is  a 
definite  anti-anxiety  and  relaxing  effect  from  the 
exercise.  His  physical  status  has  been  markedly 
improved  by  the  regimen,  with  a weight  loss  of  15 
pounds,  a reduction  of  resting  heart  rate  from  78  to 
48,  and  a marked  increase  in  endurance. 

Steve  Arthurs  believes  running  is  great  for  your 
health,  and  he  hopes  to  continue  his  hobby  for  many 
years.  (J) 
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Organ  Sharing  Network 
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Deaths 


Edmund  Gordon  Ferguson,  MD 
1900  - 1989 

OSMA  Life  Member  E.  Gordon  Ferguson,  MD,  died 
November  17,  1989,  in  Oklahoma  City.  A retired 
ophthalmologist,  Dr  Ferguson  was  bom  in  Cameron, 
Tex,  and  graduated  from  the  University  of  Oklahoma 
School  of  Medicine  in  1929.  He  was  a clinical  profes- 
sor of  ophthalmology  at  his  alma  mater  and  had 
numerous  professional  and  civic  affiliations. 


In  Memoriam 

1988 


Peter  A.  MacKercher,  MD 
Haskell  Smith,  MD 
William  Eldon  Wendel,  MD 
Tullos  Oswell  Coston,  MD 
Frank  Herbert  Austin,  MD 
Lyman  Cunningham  Veazey,  MD 
Loyd  Lee  Long,  Jr.,  MD 
Michael  W.  Brown,  MD 
Charles  Nathaniel  Atkins,  MD 
French  LaZelle  Worthen,  MD 


September  17 
September  27 
October  5 
October  21 
November  11 
November  11 
December  6 
December  25 
December  28 
December  28 


1989 

John  Hoyle  Carlock,  Jr.,  MD  January  19 
Michael  Bailey  McCarty,  MD  January  22 
Alexander  Shadid,  MD  February  2 

Moorman  Paul  Prosser,  MD  February  12 

Robert  Vem  Weger,  MD  February  18 

William  Lawrence  Bond,  MD  March  26 

Mary  Edna  Sippel,  MD  April  10 

Ruben  Hilton  Mayberry,  MD  April  20 

Norman  Eugene  Deambarger,  MD  May  6 
Gordon  Kent  Jimerson,  MD  May  6 

Orville  McClure  Woodson,  MD  May  11 

Robert  Sears  Davis,  Jr.,  MD  May  13 

James  Richard  Riggall,  MD  May  30 

Howard  Choice  Martin,  MD  July  23 

D.  Evelyn  Miller,  MD  July  30 

Nevin  Wilson  Dodd,  MD  July  31 

Alwyn  Travers  Komblee,  MD  August  7 

Edward  Keats  Norfleet,  MD  August  13 

Wayman  Jackson  Thompson,  M D September  20 
Rheba  L.  Huff  Edwards,  MD  September  30 
George  Harry  Garrison,  MD  October  5 

Edmund  Gordon  Ferguson,  MD  November  17 


For  better  patient  care 

Thirteen  hospitals  in  OKC  begin 
new  year  with  no-smoking  rule 

On  January  1,  1990,  thirteen  member  hospitals  of 
the  Greater  Oklahoma  City  Hospital  Council  became 
smoke-free  facilities.  All  patients,  visitors,  physi- 
cians, employees,  and  volunteers  at  the  hospitals 
have  been  asked  to  assist  in  creating  a smoke-free 
environment. 

The  participating  hospitals  are:  Baptist  Medical 
Center,  Bethany  General  Hospital  & Pavilion,  Chil- 
dren’s Hospital  of  Oklahoma,  Deaconess  Hospital, 
Hillcrest  Health  Center,  Logan  Hospital  and  Medical 
Center,  Mercy  Health  Center,  O’Donoghue  Rehabili- 
tation Institute,  Oklahoma  Memorial  Hospital, 
Presbyterian  Hospital,  South  Community  Hospital, 
the  US  Air  Force  Hospital  at  Tinker  Air  Force  Base, 
and  the  Veterans  Administration  Medical  Center. 

Deaconess  Hospital  went  smoke-free  on  January 
1, 1989.  The  Veterans  Administration  Medical  Center 
adopted  a smoke-free  policy  on  July  4,  1989. 

The  hospitals  also  will  prohibit  tobacco  sales  on 
their  campuses. 

“As  leaders  in  our  healthcare  community,  we 
must  provide  the  active  support  necessary  for  the 
successful  implementation  of  a smoke-free  environ- 
ment for  the  betterment  of  patient  care  as  well  as 
employee  health  and  safety,”  said  Richard  Luttrell, 
executive  director,  Greater  Oklahoma  City  Hospital 
Council. 

The  hospitals  are  making  smoking  cessation 
programs  available  to  employees  and  their  families 
to  assist  them  in  adjusting  to  the  policy  change. 

“Compliance  with  the  policy  is  expected  based 
upon  the  importance  of  our  example  to  our  patients 
and  the  public,”  Luttrell  said.  “The  hospitals  will 
exercise  compassion,  tact,  diplomacy,  and  appro- 
priate judgment  in  implementing  this  policy.” 

The  hospitals  account  for  3,670  of  the  licensed 
hospitals  beds  in  the  metropolitan  Oklahoma  City 
area.  (J 


Oklahoma 

AIDS  Information  Line 
1-800-522-9054 
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Book  Shop 


Review  of  Pathophysiology.  Edited  by  Christian 
E.  Kaufmann,  Jr.,  and  Solomon  Papper.  Boston  and 
Toronto:  Little,  Brown  and  Co.,  1983,  $24.95. 

Review  of  Pathophysiology  was  designed  to  fur- 
nish the  second-year  medical  student  with  a base  of 
clinical  information  on  which  to  build  during  sub- 
sequent years.  In  attempting  to  span  the  gap  between 
the  basic  sciences  and  bedside  observation,  the 
editors  have  attempted  to  create  a useful  format  for 
students,  house  staff,  and  practicing  clinicians 
seeking  a discussion  of  pathophysiology  that  is  less 
detailed  than  that  available  in  the  standard  text. 
Most  of  the  contributors  are  members  of  the  faculty 
of  the  University  of  Oklahoma  College  of  Medicine. 

The  text  focuses  on  the  principal  disorders  con- 
sidered by  the  clinical  disciplines  by  organ  systems 
and  major  syndromes  — aging,  cardiovascular  dis- 
ease, metabolism,  gastroenterology,  hematology, 
immunology,  nutrition,  pulmonary  diseases,  surgery, 
and  trauma.  Each  chapter  begins  with  a brief  review 
of  common  or  classic  disease  processes.  As  might  be 
expected  in  a book  with  multiple  authors,  the  treat- 
ment of  some  topics  is  uneven.  There  are  questions 


at  the  end  of  each  chapter  with  answers  and  analysis 
and  an  appendix. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


MEDICAL  ONCOLOGIST:  Private  Practice  opportunity  in 

a new,  custom  built  Cancer  Treatment  Center.  Midwestern  loca- 
tion of  50,000  offers  a fine  living  environment  for  family  with  ex- 
cellent schools.  Fully  equipped  office  in  255  bed  regional  referral 
hospital  with  a service ^area  of  100,000.  Reply  Journal  Box  35, 
c/o  OSMA. 


General  Surgery/Family  Practice  — Well  established  prac- 
tice, located  in  southern  Oklahoma  near  Texas  border  with  gross 
collections  in  excess  of  $800,000.  Full  x-ray  and  lab.  1 FP  and  1 GS 
planning  their  retirement  — seeking  physician(s)  interested  in 
purchasing  practice.  Both  doctors  willing  to  remain  working  in 
practice.  Contact  Karen  at  1-800-933-0911  or  reply  Practice 
Dynamics,  PO.  Box  821398,  Houston,  TX  77282. 


( continued) 


GET  MORE  FOR 
YOUR  RESIDENCY. 


Become  an  Air  Force  sponsored  resident 
and  remain  in  your  training  program 
while  you  enjoy  the  pay  and  benefits  of 
an  Air  Force  officer.  Then  serve  two 
years  as  an  Air  Force  physician  or  spe- 
cialist...enjoying  a great  start  without  the 
financial/administrative  burden  of  start- 
ing a practice.  Find  out  how  to  qualify  for 
Air  Force  residency.  Call 

SSGT  PRIDDY 
Station  To  Station  Collect 
405-232-5957 


Never  pay 
malpractice 
insurance 
again. 

At  Prime  Health,  a nationally  prominent 
HMO  in  Kansas  City,  we  take  care  of 
malpractice  insurance  for  you.  We  also  take 
care  of  administrative  details  and  out-of- 
pocket  expenses.  So  you  can  devote  your 
time  to  giving  your  patients  the  care  they 
deserve. 

We  have  immediate  and  future  openings 
for  PHYSICIANS  in  a wide  range  of 
specialty  services,  including  psychiatry, 
internal  medicine,  family  practice,  OB/ 
GYN,  and  orthopedic  surgery. 

These  positions  are  located  in  Kansas  City, 
Missouri.  With  a population  just  under  2 
million,  our  fine  theaters,  the  Nelson-Atkins 
Museum  of  Art,  major  league  sports,  the 
nation’s  first  outdoor  shopping  mall,  an 
abundance  of  lakes  and  parks,  and  thriving 
nightlife  make  Kansas  City  a very  liveable 
city.  Tree-lined  boulevards,  rolling  hills, 
and  the  low  cost  of  living  make  this  fun, 
friendly  city  a prime  place  to  live  and 
work. 

We  offer  competitive  compensation  levels 
and  health,  life,  and  disability  insurance. 
For  consideration,  please  submit  your  CV 
to:  Martha  Coodall,  Prime  Health,  6801  E. 
117th  St.,  Kansas  City,  Mo.  64134,  816-765- 
6200.  Equal  Opj  )ortunity  Employer. 


Prime  Health 


Physicians  Wanted  (continued) 


Oklahoma,  Ada:  Emergency  staff  position  in  well-equipped 
Valley  View  Regional  Hospital.  Annual  ED  volume  is  12,000.  Open 
24  hours/seven  days  per  week.  We  offer  competitive  remuneration, 
occurrence  malpractice  insurance  coverage,  CME,  licensing,  and 
certification  reimbursement.  Will  need  ACLS.  Ada  is  80  miles  from 
Oklahoma  City  and  has  a population  of  35,000.  Oklahoma  East 
Central  University  is  nearby.  Contact  Ron  Hamilton,  Spectrum 
Emergency  Care,  Inc.,  P.O.  Box  27352,  St.  Louis,  MO  63141;  1-800- 
325-3982,  ext.  3049. 


Oklahoma,  Elk  City:  Full-time  emergency  medicine  oppor- 
tunity available.  78-bed  community  hospital.  Department  open  24 
hours/seven  days  with  an  annual  volume  of  5,000.  Physician  sees 
an  average  15  patients  per  day.  Attractive  package  includes  funds 
for  CME,  licensing,  and  certification  reimbursement,  plus  occur- 
rence malpractice  insurance.  ACLS  requirement.  Elk  City  is  about 
two  hours  from  Oklahoma  City  on  Interstate  40.  Contact  Ron 
Hamilton,  Spectrum  Emergency  Care,  Inc.,  P.O.  Box  27352,  St. 
Louis,  MO  63141;  1-800-325-3982,  ext.  3049. 


BC  M.D.  Gen  Surg  and  BC  D.O.  GP  desire  BC  M.D./D.O.  FP 

to  form  prof  assn.  Must  do  OB.  Female  preferred.  1st  yr  guarantee 
175K  gross  should  net  150K.  Respond  with  C.V.  to  Box  267,  Fred- 
erick, Oklahoma  73542. 


For  Sale 


Secluded  3,600  sq  ft  brick;  5 acres,  trees,  wildlife;  4 lg  bdrms, 

super  closets,  master  w/fp;  fp,  lg  bkcase  in  great  rm;  fml  dining; 
kit  w/dining,  lg  pantry;  3 and  V2  baths;  utility;  2 heat-a/c;  lg  shop; 
near  3 major  golf  courses.  Near  Guthrie/Edmond,  30  min  N.  OKC. 
Pho.:  405-282-7257. 
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We  take 

the  pain 

out  of  job 

search! 

Since  1970  we’ve 

united  over  7500 

— 

physicians  with 
medical  facilities. 

Let  our  professionals 

serve  your  needs. 

- 

Recruitment 

- 

Locum  Tenens 

J 

n 

Consulting 

Consolidated  Pliysician 
Relocation  Services 

2651  Park  St./Jacksonville,  FL  32204 

1-800-733-7999 

1-904-389-7400 

YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a - 1 5a -20B-  17a -hydroxy  Yohimbme-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  mdolalkylamme 
alkaloid  with  chemical  similarity  to  reserpme  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydnatnc  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  '•3-4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon?  1/12  gr  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  .,  p.  176-188 
McMillan  December  Rev.  1/85 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


Professional 

help 

for  health 
professionals. 


c 

L^Jubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROFESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 


AMA/NET  Simplifies  the  Task 
of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network 
sponsored  by  the  AMA,  it's  easy  to  keep  up  with  the  latest 
clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the 
information  you  need.  . . when  you  need  it.  . . with  just 
your  computer,  a modem  and  your  phone.  No  computer 
expertise  required! 

■ Literature  Searches 

EMPIRES/Excerpta  Medica  • Disease  Information 
MEDLINE  • Social  & Economic  Aspects  of  Medicine 

■ Associated  Press  Medical  News  Service 

■ Professional  Programs 

DXplain’”  - A new  medical  resource  to  expand  the 
physician's  diagnostic  considerations.  From  the 
Massachusetts  General  Hospital  (A 

MEDICOM"  Drug  Interaction 
Database  - The  only  on-line, 
generic  ingredient-based  drug 
interaction  database.  From 
Professional  Drug  Systems,  Inc. 

■ Public  Information  Services 

■ Electronic  Communications 

For  Immediate  Sign-Up 
Call  1-800-426-2873 

Sponsored  by  the  American  Medical  Association 

AMA/Nf  T is  a servireol  SoltSearch  ln(  and  Ament  an  Medic  al  ( (imputing  Lid  a subsidiars  ot  the  AMA 


* V. 


OKLAHOMA  LUNG  FUNCTION 
LABORATORY,  INC. 

R.J.  Dougherty,  MD 

□ Oxygen  saturation  by  oximetry 
(To  meet  Medicare  criteria  for 
continued  reimbursement  for  home 
oxygen  use) 

□ Arterial  blood  gas  analysis 

□ Clinical  spirometry 

□ Lung  volumes 

□ Diffusing  capacity 

□ Diagnostic  skin  testing 


1111  North  Lee,  Pasteur  Building  224 
235-3338  235-1701 


MULTI  SPECIALTY  CLINICAL  HEALTHCARE 
FOR  SOUTHEASTERN  OKLAHOMA 

INTERNAL  MEDICINE 

SURGERY 

FAMILY  MEDICINE 

STACY  R.  HARDY,  M.D. 

WILLIAM  G.  BLANCHARD,  M.D. 

BRUCE  W.  BENNETT,  M.D. 

R.  KERN  JACKSON,  M.D. 

DAVID  T MACMILLAN,  M.D. 

JOHN  B.  COTTON,  M.D. 

KENNETH  R.  MILLER,  M.D. 
LEROY  M.  MILTON,  M.D. 

ALLERGY 

LARRY  D.  LEWIS,  M.D. 
WILLIAM  E.  GUPTON,  M.D. 

GASTROENTEROLOGY 

JAMES  A.  GOLLA,  M.D. 

PAUL  S.  THOMAS,  M.D. 

RADIOLOGY 

OBSTETRICS-GYNECOLOGY 

DAVID  L.  DOYLE,  M.D. 

OPHTHALMOLOGY 

ROBERT  G.  CASE,  M.D. 

BRUCE  H.  BROWN,  M.D. 

CARDIOLOGY 

L.  DWAIN  DOYLE,  M.D. 

W.  RILEY  MURPHY,  JR.,  M.D. 
STEPHEN  J.  RIDDEL,  M.D. 

PEDIATRICS 

DELTA  W.  BRIDGES,  M.D. 

(POSITION  AVAILABLE) 

NEUROLOGY 

ORTHOPEDICS 

PAUL  S.  THOMAS,  M.D. 

(POSITION  AVAILABLE) 

(POSITION  AVAILABLE) 

OTOLARYNGOLOGY 

UROLOGY 

ADMINISTRATOR 

(POSITION  AVAILABLE) 

(POSITION  AVAILABLE) 

PAUL  B BISHOP 

The  McAlester  Clinic,  ] 

Inc.  \ii 

1401  E VAN  BUREN  AVE  • PO 

BOX  908  • McALESTER  OK  74502  • 918  426-0240  .X  T 

k 
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The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway,  Oklahoma  City,  Oklahoma  (405)  949-3349 


Nazih  Zuhdi,  MD 

DIRECTOR 

Transplant  Surgeon-in-Chief 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  Greer,  MD 
John  Chaffin,  MD 
David  Cooper,  MD,  PhD 
Dimitri  Novitzky,  MD 


Kidney  Transplantation 

E.N.  Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 


Oklahoma's  Premiere  Transplant  Facility 

OKLAHOMA  TRANSPLANTATION 

INSTITUTE 

at  Baptist  Medical  Center  of  Oklahoma 


OKLAHOMA 
"■■■  HEALTHCARE 

CORPORATION 


VH-A 


Member  ot  the  Voluntary 
Hospitals  ot  America  System 
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Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
♦Stephen  Tkach,  MD,  FACS 
♦Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
♦Edwin  E.  Rice,  MD,  FACS 
* Warren  G.  Low,  MD,  FACS 
Thomas  C.  Howard,  MD  FACS 
♦David  H.  Holden,  MD 
Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 

John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
♦Richard  J.  Hess,  MD,  FACP 
♦ Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
♦Larry  G.  Willis,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

♦Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

OMC  gEtSl 

adults  and  children. 

ZL_f ' Founded  1925 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MD|* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDf° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDf° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  f* 

(405)  235-0040 

John  S.  Irons,  MDf° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  f* 

Mercy  Doctors  Tower 

James  R.  Claflin,  MDf° 

4200  W.  Memorial  Rd.,  Suite  112 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 

George  L.  Winn,  MDt 

Baptist  Medical  Plaza  North 

3433  N.W.  56th,  Suite  870 

f Diplomate  American  Board  ol  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

* Diplomate  American  Board  of  Internal  Medicine 

(405)  235-0040 

Diplomate  American  Board  of  Pediatrics 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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The  (hind  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


F*  SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ y A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

fP*  SOUTHERN  PLAINS 
J U MEDICAL  CENTER  / Chickasha 

OBSTETRICS  AND 

UROLOGY 

PLASTIC  & RECONSTRUCTIVE 

GYNECOLOGY 

K.T  Varma,  M D 

SURGERY  (Part-time) 

2222  Iowa  — 224-8111 

Nancy  W Dever,  M.D 
Alan  J Weedn,  M D 

ORTHOPEDIC  SURGERY 

E C.  Duus,  M D 

FAMILY  PRACTICE 

David  Rumph,  M D 

J.E.  Winslow,  M.D. 

ONCOLOGY  (Part-time) 

J W McDonlel,  M D 

Bill  Ohl,  PA 

R G Gamck,  M D 

JO  Wood,  Jr.  M.D. 

NEUROLOGY  (Part-time) 

L M Bowen,  M D 

Andrew  Gin,  M.D. 

CLINICAL  PSYCHOLOGY 

INTERNAL  MEDICINE 

J.M.  Ross,  Ph  D. 

fp*  SOUTHERN  PLAINS 
J U MEDICAL  CENTER  / Duncan 

WS  Harrison.  M D 

GENERAL  & 

D L.  Stehr.  M D. 

VASCULAR  SURGERY 

RADIOLOGY 

2515  West  Elk  — 252-6080 

Don  R Hess.  M D 

Linda  M Johnson,  M D 

T.J.  Williams,  M D 

R.L.  Jenkins.  MD. 

Virginia  L.  Harr,  M.D. 

FAMILY  PRACTICE 

L V Deck,  M D 

Myra  Campbell,  PA 

SPEECH  PATHOLOGY 

Christopher  M Herndon,  M D 

R C Talley,  M D 

Colette  Ellis,  M Ed.,  C.C.C.  Jeff  Jones,  M.D. 

THORACIC  & 

CARDIOLOGY 

VASCULAR  SURGERY 

DERMATOLOGY 

ALLERGY  (Part-time) 

JoeT  Bledsoe,  M D 

Paul  B Loh,  M.D. 

Linda  A Reinhardt,  M.D. 

R E Herndon,  M D 

GASTROENTEROLOGY 

OPHTHALMOLOGY 

ALLERGY 

fpm  SOUTHERN  PLAINS 
J J AMBULATORY  SURGERY  CENTER 

C K Su.  M.D. 

John  R Gearhart,  M.D 

R E Herndon,  M.D. 

WS  Harrison,  M D 

2222  Iowa  — Chickasha,  OK 

PEDIATRICS 

ANESTHESIOLOGY 

MEDICARE  Approved 

R E Herndon,  M.D. 

T.  Gowlikar,  M.D 

PHYSICAL  MEDICINE 

E.  Ron  Orr,  M D 

Gideon  Lau,  M.D. 

& REHABILITATION 

ADMINISTRATION 

J E Freed,  M D 

M M.  Vaidya,  M.D. 

Kumudini  Vaidya,  M D 

James  W Loy 

Pilar  Escobar,  M.D 

Daniel  N Vaughan 

Donald  E Haslam.  M D 

ACUTE  CARE  & 

NEUROSURGERY  (Part-time)  ; 

OCCUPATIONAL  MEDICINE 

R E.  Woosley.  M D 

C R Gibson,  M.D 
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Pasteur  Medical  Bldg. 

Room  301  East 
1111  N.  Lee 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 

(918)  747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LAB  1 

ALL  OKLAHOMA  CITY  LOCATIONS  239-7111 


THE 

Independent 

FWHDLDBY 
INSTITUTE.  INC 


A 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 


OKLAHOMA  UROLOGY  CENTER 


CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


Jm  The  Bethany 
C)  Pavilion 

ADULT,  ADOLESCENT 
AND  CHILD  PSYCHIATRY 

Thomas  W.  Lucas,  M.D. 

Nawal  Mishkhas,  M.D. 

Pamela  G.  Hamilton,  M.D. 

1316  South  Cornwell 

Stephen  B.  Hopper,  M.D. 

Yukon.  OK  73099 

Mike  Kampschaefer,  Psy.D. 

7330  N.W.  23rd 

(405)354-8916 

Bethany.  OK  73008 

Rebecca  Feliciano,  M.D. 

(405)787-2662 

4614  N.  MaeArthur.  #232 
Oklahoma  City.  OK  73122 

James  M.  Gilbert,  M.D. 
William  H.  Scimeca,  M.D. 

(405)787  6060 

Jose  Chioco,  M.D. 

Sally  Varghese,  M.D. 

Carmen  Warren,  M.D. 

4301  N.W.  63rd.  Suite  #110 

Champa  Ranebenur,  Ph.D. 

Oklahoma  City.  OK  73116 

7530  N.W.  23rd 
Bethany,  OK  73008 
(405)495-6340 

(405)840-5270 

7600  N. 

W.  23rd 

Bethany,  OK  73008 

(405)495-2870 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N 

SARATOGA  P O BOX  849 

SHAWNEE.  OKLAHOMA  74801  / Phone 

405-273-5801 

ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M Bell.  MD* 

Michael  W.  Butcher,  MD* 

T.  A Balan,  MD.  FAAOS* 

William  Phillips,  MD* 

Merle  L.  Davis,  MD 

R M Kamath,  MD,  MS*  (Ortho) 

Robert  G.  Wilson,  MD* 

Larry  D.  Fetzer,  MD 

S M.  Waingankar,  MD,  MS*  (Ortho) 

Cranfill  K.  Wisdom,  MD* 

DERMATOLOGY 

Eldon  V.  Gibson,  MD* 

Carl  Frix  III.  DO 

D.  A.  Mace.  MD 

J.  B Jarrell,  MD* 

OTORHINOLARYNGOLOGY 

INFECTIOUS  DISEASE 

S.  P Shetty,  MD* 

S.  Rishi,  MD*.  MS,  FACS 

William  A.  Chapman,  MD 

GENERAL  SURGERY 

Frank  H.  Howard,  MD* 

Gary  D.  Myers,  MD* 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

R.  K.  Mohan,  MD 

David  L.  McBride,  MD* 

W.  J.  Birney 

INDUSTRIAL  MEDICINE 

A.  M Bell,  MD 

OBSTETRICS 

PEDIATRICS 

‘Board  Certified 

GYNECOLOGY 

A.  M Bell,  MD* 

Richard  E.  Jones,  MD* 

R.  K.  Mohan,  MD* 

Stephen  E.  Trotter.  MD* 

W.  A.  Chapman,  MD* 

Donald  E.  Loveless,  Jr.,  MD* 

ORTHOPEDIC  ASSOCIATES,  IIMC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12 
(405)947-0911 


David.  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 
General  Orthopedic  Services 


— 
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DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MRI 
Radiation  Therapy 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 
MICHAEL  A.  SARTIN,  M.D. 

JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 

DONALD  P.  MUELLER,  M.D. 

CAROL  K.  YATES,  M.D. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N W 56TH,  SUITE  C-10 
TELEPHONE  (405)  945-4750 


204  MEDICAL  TOWER  BLDG 
3141  NORTHWEST  EXPRESSWAY 
TELEPHONE  (405)  848-7741 


206  NORTHWEST  MEDICAL  CENTER  BLDG 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  946-8999 


BAPTIST  HOSPITAL 
TELEPHONE  (405)  949-3202 


DEACONESS  HOSPITAL 
TELEPHONE  (405)  949-6107 


niv'PI 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 


CT  SCAN 

Head 
Spine 
Total  Body 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


OKLAHOMA  HAND  1==— ^si-i 
SURGERY  CENTER,  INcThg  | 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 


Kenneth  A.  Hieke,  MD 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Sllversteln,  MD,  FACS 

J.  Michael  Kelly.  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 


ALLERGY 


ADULT  & ADOLESCENT  ALLERGY 

V.O.  LAING,  MD.  FACP  BOARD  CERTIFIED  ALLERGIST 

Children  & Adults  — Hay  Fever  — Asthma 
Blood  & Skin  Testing 

253  Utica  Square  Medical  Bldg.  ■ 21st  and  Utica 
Tulsa,  OK  74114  • (918)  747-8775 


JAMES  A.  MURRAY,  MD,  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  ol  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

Suite  101  5465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


OKLAHOMA  ALLERGY  CLINIC.  INC. 

Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 

Roberts. Ellis, MDf  John  R Bozalis,  MDf 

Lyle  W Burroughs,  MDf  John  S Irons,  MDt° 

Charles  D Haunschild,  MDf  " Warren  V Filley,  MDf 

James  H Wells,  MDf  James  R Claflin,  MDf 

Senior  Consultants:  George  S Bozalis,  MD;  George  L.  Winn,  MDf 
t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St  3433  NW  56th 

Okla  City.  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Penpheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J.J  Donnell,  MD  947-2556  ‘G  L Homck,  MD  943-8428 
•J  L.  Bressie,  MD  946-0568  A.F  Elliott,  MD  943-8421 
A S Dahr,  MD  947-2321  Gary  Worcester,  MD  943-4134 
•Jan  Voda,  MD  947-1297  Stanley  A Horst.  MD  946-0606 
'Certified  by  the  Amencan  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N.W.  56th  ’ Oklahoma  City,  Oklahoma  73112 


Galen  P Robbins.  MD 
Williams  S.  Myers,  MD 
Lawrence  M Higgs,  MD 
Ronald  H White,  MD 


CARDIOVASCULAR  CLINIC 
William  J.  Fors,  MD 
W.  H.  Oehlert.  MD 
Charles  F.  Bethea.  MD 


Fred  E.  Lybrand,  MD 
Mel  Clark,  MD 
Jerome  L.  Anderson.  MD 
Santosh  T.  Prabhu,  MD" 


Senior  Consultant:  Wm  Best  Thompson,  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W.  Memonal,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interst  in  Skin  Surgery 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC. 


John  L.  Davis,  M D 
3330  N.W.  56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Suite  602 


RONALD  W GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER.  INC. 

C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W  56,  Oklahoma  City  (405)  946-5678 


OSMA  toll-free  number 
1-800-522-9452 
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ENDOCRINOLOGY 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


M.  GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS.  Inc. 

Diseases  and  Surgery  of  (he  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON.  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC 
Baptist  Medical  Center  - South  Building 
3435  N W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631 -HAND 


OSMA  News 

Another  OSMA  member  service 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  , MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memonal  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


E.  IDE  SMITH,  MD’  WM.  P TUNELL,  MD-  DAVID  W.  TUGGLE,  MD- 

940  NE  13th  Street.  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
'American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


RAYMOND  J DOUGHERTY,  MD 

Diplomate  Amencan  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 


Now  available 
1990-1991 

OSMA  MEDICAL  DIRECTORY 
Another  OSMA  member  service 
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NORMAN  K IMES.  MD 
DENNIS  M PARKER,  MD 
JOHN  E HUFF.  MD 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

Diplomates  American  Board  ol  Internal  Medicine 
Amencan  Board  of  Internal  Medicine  • Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

PARAMJIT  S BAJAJ.  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Btvd  235-6671 

Suite  304  Oklahoma  City,  Okla  73106 

3330  N W 56  Street  (405)  949-9400 

Oklahoma  City,  Oklahoma  73112 

WILLIAM  J FORREST,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  T omocraphy 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

HERBERT  M KRAVITZ,  MD,  FACS 

13301  N Meridian  Bldg  300  1125  N Porter 

Oklahoma  City,  Oklahoma  73120  Norman,  Okla  73071 

(405)  752-0186  (405)  364-1071 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City.  Oklahoma  73116 

| UROLOGY 

Praclice  Limited  To  CT  Scanning 

A de  QUEVEDO.  MD,  Inc 
Diplomate  of  the  American  Board  of  Urology 

V C.  Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 

Suite  606 

1211  N Shartel  Oklahoma  City.  Oklahoma  73103  232-1333 

Diplomates  American  Board  of  Radiology 

RHEUMATOLOGY  1 

BARNEY J LIMES.  MD.  FACS 
1211  N Shartel,  Suite  208 
Oklahoma  City,  Okla  73101 
Phone  235-0315 

THE  ARTHRITIS  CLINIC 

2801  Parklawn  Dr , Suite  300 
Midwest  City,  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 

Lloyd  G McArthur,  PhD,  MD  Winfred  L Medcalf.  MD 

Robert  C Troop,  PhD,  MD 
207  C Street  NW  Ardmore.  OK  73401 

Phone  405-223-5180 

Diplomate  American  Board  of  Urology 

JOSEPH  D PARKHURST,  MD,  FACS 
Diplomate  American  Board  of  Urology 

SURGERY,  HAND  1 

2345  N Tompkins  1309  S.  Holly 

Bethany,  OK  73008  495-6134  Yukon,  OK  73099 

G.  M.  RAYAN,  MD,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 

CHARLES  L REYNOLDS,  JR  , MD.  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  Of  the  KIDNEY,  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY.  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 

HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

VIP  materials 

1044  S W 44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631 -HAND 

Another  OSMA  member  service 
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Instructions  For  Authors 

Contributions 

Articles  submitted  tor  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  Footnotes,  bibliog- 
raphies, and  legends  for  illustrations  should  be  typewritten, 
double-spaced,  on  separate  sheets.  References  are  to  be 
listed  in  the  order  of  their  appearance  in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

Back  Issues 

Microfilm  copies  of  back  issues  of  the  Journal  can  be  pur- 
chased from  University  Microfilms  International,  300  North 
Zeeb  Road,  Ann  Arbor,  Michigan  48106. 
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Auxiliary 


Make  a Choice! 

The  potential  to  MAKE  A DIFFERENCE  in  the 
legislative  arena,  as  medical  legislation  con- 
tinues to  be  a prime  target  in  our  state  legislatures 
as  well  as  in  Congress,  has  led  to  wider  participation 
by  auxilians  across  the  nation.  Jean  Hill,  AMA 
Auxiliary  president,  in  her  inaugural  address  this 
past  summer,  said,  “As  partners  with  the  medical 
profession  we  must  be  united  ...  so  that  we  use  the 
power  that  is  within  the  auxiliary  to  be  the  deciding 
factor  in  areas  where  we  have  special  influence.” 
The  OSMA-OSMA  Auxiliary  relationship  of 
working  together  in  legislative  efforts  can  certainly 
be  the  key  in  effecting  legislation  that  affects  the 
medical  practice  parameters  within  which  our  physi- 
cians must  work.  Our  joint  efforts  will  help  to  ensure 
that  physicians  can  continue  to  provide  the  high 
quality  of  medicine  their  patients  expect  . . . and 
deserve. 

As  members  of  the  medical  community,  we  are 
faced  with  many  responsibilities  . . . but  two  of  these 
involve  our  efforts  in  the  legislative  area  — one,  as 
voters;  and  second,  as  a knowledgeable  resource  on 
today’s  healthcare  issues.  Who  better  to  articulate 
medicine’s  concerns  than  those  who  live  it  on  a daily 
basis? 

Politics  and  legislation  have  become  so  tightly 
entwined  that  success  in  one  does  not  come  without 
involvement  in  the  other.  Recognizing  this  fact,  the 


OSMA  and  OMPAC,  together  with  AMPAC,  have 
coordinated  a special  education  program  to  provide 
you  with  legislative  understanding  and  grassroots 
skills  in  one  day-long  seminar.  It  will  be  conducted 
by  nationally  recognized  political  consultant  Michael 
E.  Dunn  of  Washington,  DC.  The  seminar  focuses  on 
how  physicians  and  spouses  can  develop  a high- 
quality  relationship  with  lawmakers,  communicate 
effectively,  and  become  political  players  on  behalf  of 
medicine. 

This  Constituent  Skills  and  Political  Education 
Seminar  will  take  the  place  this  year  of  Medicine 
Day  at  the  Capitol.  The  seminar  (offered  to  you  free 
of  charge)  will  be  held  in  Oklahoma  City  on  March 
7,  1990,  and  in  Tulsa  on  March  8,  1990.  You  may 
attend  either  one  (but  only  one).  It  will  begin  with 
registration  at  8:30  AM  and  will  adjourn  at  4:30  PM. 
Mark  your  calendars  now  to  attend  the  seminar  of 
your  choice. 

The  second  session  of  the  42nd  Legislature  begins 
February  5.  Political  campaigns  have  already  begun. 
You  have  the  opportunity  to  make  an  impact  on 
medicine’s  course  in  Oklahoma  — but  only  if  you  let 
your  voice  be  heard.  MAKE  A CHOICE  TODAY  - 
TO  MAKE  A DIFFERENCE  TOMORROW! 

— Sherry  S.  Strebel 
OSMAA  Legislation  Chairman 
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The  Last  Word 


■ The  1990-1991  Directory  of  the  Oklahoma 

State  Medical  Association  (OSMA)  was  released  last 
month,  and  complimentary  copies  were  mailed  to  all 
member  physicians.  Additional  copies  are  available 
to  members  for  $15  per  copy.  Non-members  may 
purchase  directories  for  $30  per  copy,  with  the  charge 
dropping  to  $15  per  copy  for  bulk  orders  of  ten  or 
more.  All  orders  must  be  prepaid.  Checks  should  be 
made  payable  to  OSMA  and  mailed  to  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118. 

■ Warren  G.  Gwartney,  MD,  a Tulsa  family 
practitioner,  has  been  named  Alumnus  of  the  Year 
by  Northeastern  State  University  in  Tulsa  and  was 
honored  in  special  homecoming  activities  in  October. 
After  completing  his  studies  at  NSU,  Dr  Gwartney 
earned  his  medical  degree  at  the  University  of 
Oklahoma  College  of  Medicine  in  1950. 

■ Tulsa  cardiologist  Lofty  L.  Basta,  MD,  will  be 

the  local  director  of  a national  study  on  the  efficacy 
of  a new  cholesterol-lowering  medication.  The  study 
is  being  coordinated  nationally  by  a steering  commit- 
tee at  Harvard  University  Medical  School  and  will 
follow  4,000  patients  over  a five-year  period.  One 
hundred  to  200  of  these  patients  will  be  from  the 
Tulsa  area. 

■ Stillwater  dermatologist  Robert  Allan  Breed- 
love, MD,  was  the  featured  luncheon  speaker  during 
the  78th  Annual  Meeting  of  the  Oklahoma  Academy 
of  Science.  The  title  of  Dr  Breedlove’s  45-minute  talk 
and  color  slide  presentation  was  “Skin  for  the  90’s.” 
Over  200  scientists  attended  the  November  10  meet- 
ing, held  on  the  Central  State  University  campus  in 
Edmond. 

■ The  American  Medical  Association  (AMA) 

has  established  a toll-free  telephone  number,  1-800- 
AMA-3211,  for  Oklahoma  physicians  calling  its 
Chicago  headquarters.  The  service  was  begun  for 
Oklahoma  and  Kansas  physicians  in  December  and 
will  be  gradually  expanded  to  include  all  AMA 
members  by  December  1990. 

■ The  leaders  and  executive  staff  of  the  Okla- 
homa State  Medical  Association  are  scheduling 
appearances  at  county  medical  society  meetings 
across  the  state  in  an  effort  to  share  information  and 
update  members  on  OSMA  activities.  Topics  of 
discussion  can  range  from  state  and  federal  politics 
to  physician  reimbursement  to  tort  reform  to  the 


OSMA  Physician  Recovery  Program.  County 
societies  wishing  to  schedule  a visit  may  do  so  by 
calling  OSMA  headquarters,  (405)  843-9571  or 
1-800-522-9452. 

■ Edmond  physician  William  J.  Hale  and  his 

wife,  Sandy,  were  honored  November  27  with  a 
“point  of  light”  award  from  President  George  Bush. 
The  new  White  House  program,  which  salutes  out- 
standing volunteers,  recognized  the  Hales  for  their 
work  in  establishing  and  operating  a free  medical 
clinic  near  downtown  Oklahoma  City.  The  Hales, 
both  of  whom  have  multiple  sclerosis,  have  been 
directing  the  clinic  since  1973.  The  Hales’  award  is 
the  second  presented  thus  far  in  the  program,  which 
will  bestow  approximately  1,000  “points  of  light”  by 
the  end  of  President  Bush’s  term. 

■ A $925,000  award  for  compensatory  damages 

granted  to  a former  Accutane  (isotretinoin/Roche) 
patient  in  June  1989  after  a lengthy  jury  trial  was 
overturned  in  November  in  a post-trial  motion.  The 
patient  had  alleged  that  after  being  treated  with 
Accutane  she  suffered  headaches,  confusion,  and 
comalike  seizures  that  led  to  hospitalization.  The 
June  verdict  was  overturned  for  two  reasons:  the 
court  held  (1)  that  the  jury  did  not  have  adequate 
proof  that  Accutane  caused  the  seizures  the  plaintiff 
claimed,  and  (2)  that  the  prescribing  physician  also 
knew  all  of  the  relevant  facts  about  Accutane  prior 
to  treating  the  plaintiff. 

■ The  National  Coalition  on  AIDS  has  recog- 
nized Edward  N.  Brandt,  Jr.,  MD,  executive  dean  of 
the  University  of  Oklahoma  College  of  Medicine,  by 
naming  an  annual  award  in  his  honor.  The  first 
Edward  N.  Brandt  Jr.  Award  will  be  presented 
during  the  coalition’s  next  annual  meeting  in 
November  1990  in  Washington,  DC.  Dr  Brandt, 
former  US  Assistant  Secretary  for  Health,  was  the 
coalition’s  founding  chairman  in  1986.  He  held  that 
position  until  July  1989  and  remains  a member  of 
the  coalition’s  board  of  directors.  The  committee 
pointed  out  that  the  federal  response  to  AIDS  began 
under  Dr  Brandt’s  leadership.  The  award  will  honor 
an  outstanding  corporate  or  business  leader  for 
accomplishments  in  response  to  the  HIV  epidemic. 

■ The  Journal  is  continuing  to  accept  photo- 

graphs and  slides  from  OSMA  members  for  possible 
use  on  its  cover.  For  details  call  the  Journal  office, 
(405)  843-9571  or  1-800-522-9452.  (J) 
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“I  think  I need  lessons  in  eating.” 


Putting  good  dietary  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community,  the 
beef  industry  faced  the  challenge  of 
change  several  years  ago.  We  reaffirmed 
Diet-Health  Principles  that: 

□ Support  a moderate  and 
balanced  consumption  of 
all  foods. 

□ Foster  new  breeding 
and  feeding  techniques 
to  produce  leaner 
animals. 

□ Encourage  retailers  to 
promote  lean  cuts  of  closely 
trimmed  beef. 

This  continuing  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

A lean,  trimmed,  cooked  3-ounce 


serving  of  beef  can  be  included  in  meal 
plans  that  meet  the  dietary  advice  of 
most  leading  health  authorities. 

“Mealstyles”  is  a new  booklet  for 
consumers.  It  provides  practical  lessons 
for  including  beef,  a food  Americans 
truly  enjoy,  in  ways  that  recognize  the 
needs  of  changing  lifestyles  to  control 
total  fat,  saturated  fatty  acids,  dietary 
cholesterol  and  sodium. 

A free  copy  of  “Mealstyles”  is  avail- 
able for  your  review  and  comments 
immediately.  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

When  your  patients  recognize  the 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles”  to  provide  specific 
how-to’s  to  guide  your  patients  in  mak- 
ing moderate,  balanced  food  selections  a 
part  of  their  everyday  eating  styles. 


Please  send  “Mealstyles 
and  the  beef  industry ’s 
Diet-Health  Principles. 


Name. 


Address. 
City 


State  _ 

Mail  to:  Oklahoma  Beef  Commission 
312  N.E.  28th 


©1988 


Oklahoma  City,  OK  73105 
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Is  Your  Practice 
Driving  You  Crazy? 


Jf  your  medical  practice  is  operating  in 
overdrive,  and  getting  away  from  the  office 
leaves  you  spinning  your  wheels,  call  Pro- 
fessional Office  Management,  the  practice 
management  specialists. 

Our  professional  staff  has  the  knowledge 
and  experience  to  keep  the  business  as- 
pects of  your  practice  running  smoothly, 
handling  those  responsibilities  that  no  one 
told  you  about  in  medical  school.  With  POM 
in  the  driver’s  seat,  your  accounts  will  be 
handled  efficiently  and  accurately,  even 
when  you  need  to  be  out  of  town  or  out  of 
the  office. 


From  personnel  management  to  insur- 
ance coding  and  filing  to  compliance  with 
rules  and  regulations,  POM  has  the  infor- 
mation you  need  to  control  your  practice. 


!Ah> 


"*fO/ 


POM . . . steering  you  in  the  right  direction. 


OKLAHOMA  STATE  MEDICAL 
FEBRUARY  1990 


>SOCIATION 
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Louis  S.  Frank,  MD,  Oklahoma  City 


Multiple  Specially  Clinics 


Ambulatory  Care 

271-2728 

Kent  C.  Hensley,  M.D. 
Leslie  A.  Arneson,  M.D. 

Aviation  Medicine 

271-2728 

Leslie  A.  Arneson,  M.D. 
Behavioral  Medicine 

271-2453 

Luden  D.  Rose,  Ph.D. 
William  J.  Shaw,  Psy.D. 

Cardiology 

271-2733 

Charles  W Cathey,  M.D. 
Charles  W.  Robinson,  M.D. 
Thomas  R.  Russell,  M.D. 
Paul  C.  Houk,  M.D. 

Alan  R.  Puls,  M.D. 

Card  iovascu  lar- 
Thoradc  Surgery 

271-2733 

R.  Nathan  Grantham,  M.D. 
R.  Mark  Bodenhamer,  M.D. 

Dermatology 

271-2794 

Michael  D.  John,  M.D. 
Endocrinology 

271-2717 

James  L.  Males,  M.D. 
Ronald  P.  Painton,  M.D. 
Jonathon  L.  Davis,  M.D. 

Family  Medidne 

271-2717 

Steven  A.  Crawford,  M.D. 
James  R.  Kimball,  M.D. 
Robert  E.  Terrell,  M.D. 
Paul  D.  Johnson,  M.D. 

Gastroenterology 

271-2747 

David  A.  Neumann,  M.D. 
Robert  S.  McFadden,  M.D. 

General  Surgerv 

271-2747 

Frank  G.  Gatchell,  M.D. 
Jay  P.  Cannon,  M.D. 

Hematologv-Oncologv 

271-2744 

Ralph  G.  Ganick,  M.D. 

L.  Michael  Bowen,  M.D. 
Gregory  A.  Parker,  M.D. 

Hepatology 

271-2747 

Robert  S.  McFadden,  M.D. 
Infectious  Diseases 

271-2717 

Clifford  G.  Wlodaver,  M.D. 
James  L.  Kirk,  M.D. 

Internal  Medicine 

271-2717 

Donald  G.  Preuss,  M.D. 
Earl  S.  Elliott,  M.D. 

Brian  P.  Levy,  M.D. 

Charles  D.  Arnold,  M.D. 
James  C.  Lorentzen,  M.D. 
Michael  K.  Crawford,  M.D. 
Gregory  M.  Spencer,  M.D. 
David  W.  Rader,  M.D. 
Terry  N.  Copeland,  M.D. 
Peter  S.  Young,  M.D. 

Neonatology 

271-2788 

Sylvia  Lopez,  M.D. 

An  and  B.  Mahajan,  M.D. 

Obstetrics  and  Gvnecologv 

271-2771 

Roger  D.  Quinn,  M.D. 
Thomas  R.  Bryant,  M.D. 
John  D.  Dachauer,  M.D. 
Robert  S.  Ryan,  M.D.,  Ph.D. 
Jennifer  K.  Nelson,  M.D. 

Ophthalmology 

271-2858 

David  K.  Linn,  M.D.,  Ph.D. 
Orthopedic  Surgerv 

271-2766 

J.  Pat  Livingston,  M.D. 

Otolaryngology 
Head  and  Neck  Surgerv 

271-2791 

C.  Joseph  Wine,  M.D. 
Joseph  E.  Leonard,  M.D. 
Willard  B.  Moran,  Jr.,  M.D. 

Pediatrics 

2ZL-2788 

Hal  B.  Vorse,  M.D. 

William  J.  Knise,  M.D. 

Gary  D.  McGann,  M.D. 

Mickey  E.  Crittenden,  M.D. 

Don  L.  Wilber,  M.D. 

Charles  A.  (Tony)  Leveridge,  M.D. 

David  H.  Cheatham,  M.D. 
Andrea  L.  Key,  M.D. 

Robert  W.  Nickeson,  M.D. 
Martha  A.  Brehm,  M.D. 
Maribel  Diaz-Esquivel,  M.D. 

701  N.E.  10th 

Oklahoma  City,  OK  73104 
271-2700 
1-800-522-0224 

11  Locations  Across  The  State 


Pediatric  Rheumatology 271-2788 

Robert  W.  Nickeson,  M.D. 

Podiatry 271-2513 

W.  Bradley  Johnston,  D.P.M. 


Pulmonary  Disease/ 
Critical  Care 


William  W.  Cook,  M.D. 
Mark  S.  Fixley,  M.D. 
Steven  R.  Smith,  M.D. 

Radiolog 


271-2933 


logy 

J.  Kent  Chesnut,  M.D. 
Alan  M.  Effron,  M.D. 
Carol  V.  Sheldon,  M.D. 
Thomas  W.  White,  M.D. 
Clark  A.  Ward,  M.D. 
Ruth  G.  Brush,  M.D. 

Rheumatology 


271-2755 


Robert  F.  Hynd,  M.D. 

Urology 


271-2728 


271-2725 


William  F.  Barnes,  M.D. 
Richard  E.  Herlihy,  M.D. 

Family  Medicine-Elk  City 
Dennis  J.  Friesen,  M.D. 
John  R.  Perkins,  M.D. 
Craig  A.  Phelps,  M.D. 


225-8131 


Family  Medicine-Physicians 
and  Surgeons  Clinic 

of  Holdenville 


379-3321 


Royce  C.  McDougal,  M.D. 
Thomas  H.  Osborn,  D.O. 


Executive  Director 


A.  Wayne  Coventon 


Diabetes  Management  Center  271-2604 


Oklahoma  Arthritis 
Care  Center 


271-CARE 


Sexual  Health  Center 


271-7553 


Nutrition  Counseling  and 

Weight  Control  Programs 271-26Q4 


Accredited 

Accreditation  Association 
for  Ambulatory  Health  Care  Inc. 


Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help.. .the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  w eight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 

For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 


TRAINING  MANI  ACS 


Medifast  will  work  for  you,  too. 
Patients  lose  w eight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 

The  Medifast  Program  includes: 

* Training  - Comprehensive  training 
manuals  wTitten  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 

* Medifast  Supplements  - Extremely 
high  quality;  Medically  formulated. 


Nutritionally  complete. 

* Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

* Clinical  Consultation  - Medical 
and  technical  support  specialists 

av  ailable  daily'  at  our  toll-free  number. 

* Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  display  s,  posters,  waiting  room 
brochures,  and  advertising. 


* National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles,  PATIENT  SUPPORT 


You  know,  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
ov  erweight  threatens  your  patient’s 
health.  Primary'  Care  Physicians  of 
every'  specialty'  recognize  Medifast  to 
be  an  important  addition  to  their 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 
For  complete  information  call  toll-free 


1-800  658  7867 


r 


For  more  information  about  the  Medifast 
Program,  please  send  this  coupon  to: 

The  Nutrition  Institute  of  Maryland 
William  J.  Vitale,  M.D. 

Director,  Clinical  Services 
1840  York  Road,  Suite  H 
Timonium,  MD  21093 
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The  Physicians  Answer  In  Weight  Control. 


CJason  Pharmaceuticals  1989 


For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


With  Human  Insulin 


/Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


HumulinX 


human  insulin 
[recombinant  DNA  origin] 


Leadership 
In  Diabetes  Qi 


© 1989,  ELI  LILLY  AND  COMPANY  HI-2914-B  949334 


“Okay  so  I know 
I need  iron. 
Where  do  I get  it? 


Paced  with  a Recommended  Daily  Dietary 
Allowance  of  18  mg,  the  question  is  a good  one 
for  women  aged  19-50.  Iron  is  one  of  the  nutri- 
ents most  often  lacking  in  the  American  diet. 

Low  intakes  of  iron  over  prolonged  time  can  lead 
to  iron  deficiency  anemia. 

In  the  1986  USDA  Continuing  Survey  of 
Food  Intakes  by  Individuals' , women  of  child- 
bearing years  reported  a mean  intake  of  1588 
calories  a day.  Since  the  American  diet  averages 
about  6-7  mg  of  iron  per  1000  calories,  it’s  not 
surprising  that  the  same  survey  found  that  most 
of  these  women  are  getting  about  60  percent  of 
their  RDA  for  iron. 

Yet  consider,  one  three-ounce  serving  of 
lean  sirloin  contains  2 .8  mg  of  iron,  about  forty  to 
sixty  percent  of  which  is  heme  iron,  the  most 
bioavailable  form.  In  addition,  the  presence  of 
beef  or  other  meats  in  a meal  increases  the 
bioavailability  of  nonheme  iron  from  foods  such 
as  vegetables  and  grains. 

Importantly,  lean  beef  can  also  meet  fat 
and  cholesterol  guidelines  of  most  leading  heart 
and  health  authorities.  The  how-to’s  are  good 


advice  for  almost  anyone. 


Start  with  “The  Skinniest  Six”  shown 
below.  None  is  more  than  180  calories  per  three- 
ounce  cooked,  trimmed  serving.  All  are  easy  to 
specify  at  the  meat  counter. 

These  six  cuts  also 
simplify  portion  control. 

Four  ounces  uncooked 
equals  about  three 
ounces  cooked.  Grill- 
ing, broiling  and 
roasting  add  no  extra 
fat  in  cooking.  And  the 
taste  of  beef  makes  it 
easy  to  dispense  with 
fat-laden  sauces. 

Carefully  chosen,  pre- 
pared and  served,  “The  Skinniest  Six” 
provide  an  impressive  list  of  essential  nutrients 
for  under  180  calories  per  three-ounce  serving. 

And  as  part  of  a specific  plan  to 
increase  dietary  iron , in  a balanced  BEEF 
diet  beef  can  be  one  of  the  best-tasting 
recommendations  you  ’ 11  ever  make . \l 


rife 

Eye  of  Round  Round  Tip 

1.65mgirm  2.50mgiron 

155  calories  162  calories 

5.5gtotalfat  6.4  g total  fat 

(2  lg  saturated fat)  (2.3  g saturated  fat) 
59  mg  cholesterol  69  mg  cholesterol 


‘ ‘The  Skinniest A Six  ’ ’ * 

Top  Loin  Top  Round 

2.  lOmgiron  2.45mgiron 

172  calories  162  calories 

7. 6 g total  fat  5. 3 g total fat 

(3.0 g saturated fat)  (1. 8 g saturated fat) 
65  mg  cholesterol  72  mg  cholesterol 


Sirloin  Tenderloin 


2.85mgiron  3.05mgiron 

1 77  calories  1 74  calories 

7.4  g total fat  7.9  g total fat 

(3.0  g saturated  fat)  (3.  lg  saturated  fat) 
76  mg  cholesterol  72  mg  cholesterol 


Composite  of  cooked  retail  cuts  of  beef* 

Protein 

25.9  g 

Iron 

2.7  mg 

Zinc 

6.0  mg 

Vitamin  B-12 

2.28  meg 

Thiamin 

.08  mg 

Niacin 

3.6  mg 

Sodium 

55  mg 

Total  Fat 

8.7  g 

(Saturated  Fat) 

(3.4  g) 

Cholesterol 

76  mg 

Calories 

189 

1 United  States  Department  of  Agriculture, 1 Nationwide  Food  Consumption  Survey,  Continuing  Survey  of  Food  Intakes  by  Individuals.  (NFCS,  CSFII)"Report  No.86-1.  'Nutrients  in  3 oz.  trimmed  and  cooked:  USDA  Flandbook  8-13,  Rev  1986 


Oklahoma  Beef  Commission,  312  N.E.  28th,  Oklahoma  City,  OK  73105,  405-521-4022 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

Quality  lifestyle,  quali- 
ty practice 

30  days  vacation  with 
pay  per  year 
Support  of  skilled 
professionals 
Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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Family  therapy 
for  colic. 


The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 


Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.1 


Frequency  of  crying  attacks 


Amplitude  of  crying  attacks 


§ 1234567^1234567 

Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  - Not  significant  *p<  005  tp<  0 02  tp<  001 

Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it's  naturally  flavored- 
something  else  they’ll  appreciate. 


NEW 


Phazyme 
Drops 

Helps  you  through 
the  colic  phase. 


(simethicone/ 

antigas) 


1 Kanwaljit  SS,  Jasbir  KS  Simethicone  in  the  management  of  infant  colic 
Practitioner  1988:232  508 
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Editorial 


On  Cranberry  Juice 

Nearly  everyone  practices  medicine  now,  or  at  least 
many  folks  offer  medical  advice  when  a conversation 
turns  to  human  complaints.  When  health  is  dis- 
cussed, few  can  resist  the  opportunity  to  say:  “You 
need  cranberry  juice,”  or  “You  need  to  see  a special- 
ist.” 

This  friendly  order  to  “see  a specialist”  has 
become  today’s  platitude  for  any  or  all  medical 
quandaries.  It  is  tossed  out  frequently  and  casually, 
even  in  cases  that  are  already  under  the  care  of  the 
finest  experts.  Physicians,  too,  may  engage  in  this 
gambit  when  medical  progress  ceases  or  patient 
dissatisfaction  surfaces.  Even  the  specialists  partici- 
pate in  the  game  for  the  same  reasons,  and  the  word 
specialist  has  come  to  be  used  as  if  it  invoked  a magic 
wand  of  healing  — an  instant  visit  to  the  Oracle  of 
Delphi. 

The  need  to  attend  a “specialist”  results  from  the 
worried  patient’s  insecurity  when  seeking  healing 
from  finite  human  physicians.  Mortals  are  being 
asked  for  certainty  in  an  uncertain  world.  Thus  it  is 
that  any  physician  who  can  be  successfully  labeled 
“specialist”  may  then  be  entrusted  with  the  most 
desperate,  or  the  most  complex,  of  medical  situa- 
tions. 

These  optimistic  attributions  of  omnipotence  to 
the  “designated  specialist”  have  led  to  an  unseemly 
desire  in  some  physicians  to  become  specialists  for 
covetous  goals.  Without  having  any  real  interest  in 
the  specialty’s  subset  of  cases,  some  physicians 
admire  the  specialty’s  approved  charges,  and  then 
select  the  specialty.  Today’s  entrepreneurial  physi- 
cian may  have  a monetary  temptation  to  become  a 
boarded  “specialist.”  Current  medical  advertising 
usually  includes  the  words  Board  or  Specialist. 

While  a patient’s  friends  may  — and  often  do  — 
recommend  their  “specialists”  randomly  without 
thought  of  academic  qualifications,  the  ethical 
physician  has  a moral  duty  to  the  patient  to  make 
specialist  referrals  primarily  on  qualifications.  The 
specialist  selected  should  be  appropriate  by  training 
and  personality  for  the  needed  task,  and  the  referring 
physician  legally  is  partially  responsible  for  the  ill 
effects  of  an  improperly  selected  specialist. 

So  the  medical  profession  has  now  assumed  a 
responsibility  to  the  public  to  train  properly  and  to 
credential  those  physicians  who  will  handle  the 
difficult,  complex,  or  anxious  cases.  Most  physicians 


handle  these  referrals  well,  but  our  profession  now 
has  an  increasing  credibility  problem  from  the 
proliferation  of  specialty  “boards.” 

Specialty  boards  have  been  organized  and  func- 
tioning for  many  years  to  delineate  the  specialties, 
recommend  training  and  educational  programs,  and 
provide  credentials  to  their  successful  diplomates. 
Twenty-three  boards  have  been  recognized  by  the 
American  Board  of  Medical  Specialties.  Many  more 
groups  have  formed  as  self-designated  boards  and 
presently  function  at  variable  levels  of  effectiveness 
without  recognition  by  organized  medicine.  Some 
boards  insist  in  high  qualifications,  and  some  are 
little  more  than  special  interest  clubs. 

Some  “boards”  require  only  the  payment  of  a fee 
and  perhaps  a weekend  retreat  to  bestow  a “board 
certification”  that  is  to  the  average  patient  indistin- 
guishable from  another  board  that  requires  three 
years  of  rigorous  scientific  training  and  a comprehen- 
sive cognitive  examination  for  certification. 

The  public  presently  has  scant  knowledge  to  use 
to  select  either  a physician  or  specialist.  Confusion 
reigns  among  patients  regarding  the  functional 
qualifications  of  various  board  specialists.  Unfortu- 
nately, medical  advertising  exploits  this  confusion 
by  sometimes  overemphasizing  the  unrecognized 
self-designated  board  and  the  non-specific  use  of  the 
label  “specialist.” 

The  time  is  past  due  for  ethical  physicians  and 
organized  medicine  to  unravel  the  confusion  between 
the  training-based  AMA-recognized  specialist  and 
those  others  of  shadowy  credentials.  The  Oklahoma 
Board  of  Medical  Licensure  and  Supervision  has  laid 
the  foundation  for  a rational  solution  by  adopting  a 
rule  that  a physician  may  claim  the  label  “board 
certified”  only  when  certified  by  a member  board  of 
the  American  Board  of  Medical  Specialties  or  equiva- 
lent. 

This  rule  may  be  the  lighthouse  needed  by  the 
ethical  physician.  Certainly  some  objective  external 
criterion  is  now  needed  in  designating  a “specialist” 
and  in  accepting  ethical  advertising  material. 

Even  cranberry  juice,  if  it  is  to  be  prescribed, 
should  be  correctly  prescribed. 

i t )K  '(SL&u,  K & 
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PRESIDENT'S  PAGE 


Unrivaled  Value 

The  Physicians  Liability  Insur- 
ance Company  (PLICO)  is 
almost  ten  years  old,  and  it  is 
time  to  review  its  importance  to 
the  Oklahoma  State  Medical 
Association.  The  company  we 
started  in  1980  has  guaranteed 
us  a stable  professional  liability 
insurance  market.  By  contrast, 
physicians  in  other  states  and 
osteopathic  physicians  in  Oklahoma  have  gone 
without  insurance  for  some  periods  of  time  during 
the  last  decade  and  now  pay  premiums  two  to  three 
times  higher  than  we  pay.  Furthermore,  they  cannot 
buy  occurrence  insurance,  only  the  inferior  claims- 
made  policy. 

When  we  formed  PLICO,  none  of  us  dreamed  that 
the  occurrence  policy  would  vanish  from  the  commer- 
cial marketplace,  but  it  has.  Without  PLICO,  we 
could  not  have  preserved  it.  When  we  formed  PLICO, 
none  of  us  would  have  dreamed  that  commercial 
carriers  would  be  attaching  endorsements  that 
restricted  coverage  for  antitrust  and  restraint  of 
trade  suits;  coverage  that  related  to  the  activity  of 
physicians  on  behalf  of  their  associations  or  on 
hospital  peer  review  boards;  and  coverage  for  spuri- 
ous claims  where  drug  and  alcohol  abuse  or  sexual 
harassment  was  alleged.  Because  we  own  our  own 
insurance  company  we  have  been  able  to  preserve  all 
this  coverage  and,  at  the  same  time,  conservatively 
save  our  members  more  than  $30,000,000. 

In  1982,  we  added  the  Health  and  Accident 
Program.  At  that  time,  Blue  Cross/Blue  Shield  had 
terminated  their  group  arrangement  with  us  and 
many  physicians  were  unable  to  buy  health  insur- 
ance at  any  price  from  any  market.  Who  would  have 
dreamed  then  that  the  PPOs  and  HMOs  would 
appear  or  that  they  would  sell  insurance  at  less  than 
cost  until  many  of  them  went  broke  and  others  were 
forced  to  increase  their  premiums  dramatically.  Who 
could  have  anticipated  in  1982  that  medical  inflation 
would  progress  at  18%  or  more  a year  through  the 
rest  of  the  decade,  and  who  could  have  anticipated 
that  the  Oklahoma  economy  would  have  suffered  as 
it  did.  Yet  all  of  these  things  did  happen,  and  the 
result  has  been  a health  and  accident  insurance 
marketplace  almost  as  fickle  and  unreliable  as  the 
professional  liability  marketplace  that  existed  in 
1980  in  our  state.  We  see  health  and  malpractice 
insurance  companies  cancelling  their  insureds  the 


first  time  they  file  a claim,  or  increasing  their  pre- 
miums to  a level  tantamount  to  cancellation. 

Only  PLICO  Health  and  Accident  is  left  selling 
a policy  that  guarantees  insurability  to  an  OSMA 
member  so  long  as  you  continue  to  pay  your  premium 
and  the  association  votes  to  keep  the  PLICO  Health 
Plan. 

PLICO  Health  and  Accident  insurance,  because 
of  its  guaranteed  insurability  feature,  has  become  as 
unique  as  PLICO  Professional  Liability  and  its 
occurrence  insurance  policy.  Furthermore,  all  PLICO 
insurance,  whether  it  be  professional  liability  or 
health  and  accident,  is  sold  at  cost  to  OSMA  mem- 
bers. It  is  one  of  the  tremendous  benefits  that  we 
enjoy  from  our  association,  but  it  depends  on  us.  We 
need  to  recognize  the  value  of  what  we  have.  Had  we 
not  formed  our  own  professional  liability  insurance 
company,  the  commercial  market  would  have  ruth- 
lessly taken  advantage  of  the  hiatus  in  competition. 
Had  we  not  formed  PLICO  Health,  our  doctors  would 
have  paid  many  times  what  they  are  paying  now  for 
health  insurance,  and  only  those  of  us  whose  health 
continued  good  would  still  be  able  to  purchase  insur- 
ance at  all. 

This  year  the  cost  of  our  professional  liability 
insurance  will  not  increase,  but  the  cost  of  our  health 
insurance  must  as  medical  inflation  continues  and 
premiums  for  all  health  insurers  continue  to  rise. 
Don’t  make  the  mistake  of  cancelling  your  PLICO 
Health  policy.  If  you  do  cancel,  you  cannot  come  back 
without  providing  evidence  of  insurability.  Only 
PLICO  offers  the  unique  opportunity  to  buy  insurance 
without  fear  of  cancellation  or  selective  rating. 

None  of  us  knows  the  outcome  of  the  nationwide 
health  insurance  dilemma  and  the  steady  and  dra- 
matic increases  in  cost,  but  we  can  be  assured  that 
as  long  as  we  have  PLICO,  we  can  protect  ourselves 
against  loss  of  our  insurance  or  profiteering. 

We  have  an  unrivaled  value  in  PLICO  Health, 
but  like  any  other  enterprise,  it  must  pay  its  own 
way.  Remember  what  you  have,  guaranteed  insur- 
ability and  a fair  price.  Don’t  go  back  to  the  vicis- 
situdes of  a fickle  commercial  marketplace  because 
when  they  cancel  you  or  increase  your  premiums, 
you’ll  have  to  prove  your  insurability  to  come  home 
to  PLICO  the  second  time. 
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Renin-Secreting  Tumors 

Robert  H.  Roswell,  MD 


Hypertension  resulting  from  a renin-secreting  tumor 
was  first  reported  in  1967  by  Robertson  et  al.1  Kihara 
and  coworkers2  subsequently  coined  the  term 
juxtaglomerular  cell  tumor  for  a similar  tumor  in  a 
young  woman  with  hyperreninemic  hypertension. 
Since  the  description  of  these  first  two  cases,  it  has 
become  clear  that  renin-secreting  tumors  of  both 
renal  and  nonrenal  origin  can  cause  surgically  cura- 
ble hypertension.  Primary  reninism  has  been 
suggested  as  a more  appropriate  term  for  the  clinical 
syndrome  associated  with  renin-secreting  tumors, 
both  renal  and  extrarenal,  whether  benign  or 
malignant.3,4 

enin-secreting  tumors  may  be  categorized  as 
tumors  arising  from  the  juxtaglomerular  appa- 
ratus of  the  kidney,  other  renal  tumors  which  have 
acquired  the  ability  to  secrete  renin,  and  tumors  of 
extrarenal  origin. 

The  original  reports  of  renin-secreting  tumors 
described  tumors  of  the  juxtaglomerular  apparatus. 
These  tumors  are  often  referred  to  as  renal  heman- 
giopericytomas since  they  are  derived  from  special- 
ized pericytic  cells  of  the  afferent  arteriole.  However, 
hemangiopericytomas  also  may  originate  from 
extrarenal  sites  and  secondarily  involve  the  kidney; 
thus  juxtaglomerular  cell  tumor  appears  to  be  a more 
accurate  name  for  renin-secreting  tumors  arising 
from  the  juxtaglomerular  apparatus.  To  date,  only 
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22  cases  of  this  type  of  tumor  have  been  reported  in 
the  literature.4-5-6  A variety  of  other  tumors  also  have 
been  reported  to  produce  renin,  resulting  in  the 
development  of  the  same  clinical  syndrome  as- 
sociated with  juxtaglomerular  cell  tumors.  Found  in 
this  category  are  a number  of  renal  tumors  including 
Wilms’  tumor,710  renal  cell  carcinoma,1113  and  meso- 
blastic  nephroma,14  as  well  as  several  nonrenal 
tumors  including  ovarian  and  paraovarian  carci- 
noma,1517 oat  cell18  and  adenocarcinoma19  of  the  lung, 
pancreatic  adenocarcinoma,20  metastatic  chemodec- 
toma  or  glomangiosarcoma,21  hepatic  hamartoma,22 
and  an  orbital  hemangiopericytoma.23  These  tumors, 
like  juxtaglomerular  cell  tumors,  are  exceedingly 
rare. 

Clinical  Presentation 

The  typical  presentation  of  a patient  with  a renin- 
secreting  tumor  includes  the  triad  of  hypertension, 
hypokalemia,  and  elevated  plasma  renin  activity. 
While  considerable  variability  is  present,  the  hyper- 
tension is  usually  severe  with  diastolic  blood  pres- 
sures as  high  as  150  mmHg.  In  one  review  of  15 
patients,6  the  mean  blood  pressure  was  215/141. 
The  hypertension  typically  has  been  present  for  a 
short  time  prior  to  discovery  of  the  tumor,  but  occa- 
sionally patients  have  been  noted  to  be  hypertensive 
for  more  than  five  years.  Hypokalemia  resulting 
from  secondary  aldosteronism  also  may  be  severe, 
with  occasional  values  below  2.0  mEq/1.1  Plasma 
renin  levels  are  often  quite  elevated,  varying  from 
two  to  seven  times  the  upper  limit  of  normal  in 
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patients  with  juxtaglomerular  cell  tumors,  and  as 
high  as  50  times  the  upper  limit  of  normal  in  patients 
with  extrarenal  renin-secreting  tumors.15  Due  to  the 
large  amount  of  inactive  renin  produced  by  some 
tumors,  renin  elevations  may  be  even  greater  if 
assays  are  used  which  measure  both  inactive  and 
active  renin.  A number  of  other  clinical  symptoms 
including  thirst,  polyuria,  nocturia,  and  headache 
may  be  seen  in  addition  to  hypertension,  hypo- 
kalemia, and  hyperreninism,  but  they  are  neither 
constant  nor  specific. 

Juxtaglomerular  cell  tumors  most  commonly 
occur  during  the  second  decade,  and  20  of  22  cases 
reported  occurred  in  individuals  under  age  40. 4,5,6  In 
contrast,  other  renin-secreting  tumors,  particularly 
those  of  nonrenal  origin,  may  occur  in  older  individu- 
als. Both  males  and  females  are  affected  approxi- 
mately equally,6  although  slightly  more  females 
have  been  reported  with  renin-secreting  tumors. 

Diagnosis 

The  diagnosis  of  a renin-secreting  tumor  should  be 
considered  in  all  patients  with  hypokalemia,  hyper- 
tension, and  hyperreninemia;  however,  other  etiol- 
ogies of  high  renin  hypertension  must  be  excluded. 
These  include  renal  artery  stenosis,  which  is 
excluded  by  renal  arteriography,  and  accelerated  or 
malignant  hypertension. 

Several  maneuvers  have  been  utilized  in  an 
attempt  to  facilitate  the  diagnosis  of  a renin- 
secreting  tumor.  A number  of  author's  have  used 
captopril  to  inhibit  angiotensin  converting  enzyme 
(ACE).5,24  Most  patients  with  juxtaglomerular  cell 
tumors  subjected  to  ACE  inhibition  have  failed  to 
demonstrate  the  expected  rise  in  plasma  renin 
activity,  suggesting  these  tumors  have  lost  the 
normal  feedback  inhibition  of  renin  release  exerted 
by  angiotensin  II.  However,  some  patients  retain 
renin  responsiveness  to  ACE  inhibition. 

Many  patients  with  juxtaglomerular  cell  tumors 
retain  the  normal  postural  response  of  plasma  renin 
activity,5,2526  suggesting  sympathetic  stimuli  are 
still  operative,  but  again,  renin  unresponsiveness  to 
postural  stimulation  also  has  been  reported.24,27 
Similar  variable  responses  have  been  seen  with  the 
administration  of  beta  blockers,  saralasin,  and 
vasodilators.  Thus,  it  appears  that  pharmacologic 
testing  is  not  likely  to  elicit  diagnostic  results  in  this 
disorder. 

An  increased  ratio  of  inactive  to  active  renin 
secretion  has  been  reported  and  suggested  as  a 
useful  diagnostic  finding.24  However,  recently  a 
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patient  has  been  reported  with  much  lower  inactive 
renin  levels,  casting  doubt  on  the  usefulness  of  this 
finding.5  It  would  therefore  appear  that  definitive 
diagnosis  requires  demonstration  of  the  renin- 
secreting  tumor. 

Tumor  Localization 

Three  methods  have  been  routinely  employed  in  the 
localization  of  renin-secreting  tumors.  The  first 
involves  the  demonstration  of  an  elevated  plasma 
renin  activity  in  the  renal  vein  effluent  of  the  in- 
volved kidney  during  selective  renal  vein  sampling. 

A plasma  renin  ratio  of  at  least  1.5  to  1 of  the  involved 
to  uninvolved  side  has  been  considered  diagnostic. 
Unfortunately,  several  cases  of  confirmed  juxta- 
glomerular cell  tumors  have  been  reported  which 
failed  to  demonstrate  an  elevated  ratio  or  even 
incorrectly  localized  the  tumor  to  the  contralateral 
kidney.6,28 

The  second  method  of  tumor  localization  is  by 
radiographic  visualization  of  the  tumor.  Renal  ar- 
teriography will  usually  reveal  a hypovascular  or 
avascular  cortically  situated  tumor.  Because  these 
tumors  may  be  less  than  a centimeter  in  size,  even 
this  technique  may  be  inaccurate  on  occasion.  Re- 
sults may  be  enhanced  by  obtaining  several  oblique 
views  of  the  kidney.  Renal  ultrasound  and  com- 
puterized tomography  also  have  been  found  to  be 
helpful  in  tumor  localization  as  well  as  in  excluding 
a renal  cyst  which  is  avascular  on  renal  arteriog- 
raphy. 

The  third  method  of  tumor  localization  is  surgical 
exploration;  however,  because  of  the  small  size  of 
some  tumors,  even  careful  palpation  of  the  surface 
of  both  kidneys  may  not  reveal  the  tumor  location. 
Thus,  preoperative  localization,  though  difficult,  is 
imperative  for  ideal  patient  management. 

Pathology 

Juxtaglomerular  cell  tumors  are  solitary,  well  cir- 
cumscribed tumors  that  are  usually  small,  with 
several  reported  tumors  less  than  one  centimeter  in 
diameter.29,30  Most  are  encapsulated  and  cortically 
situated.  Histologically,  the  tumors  consist  of  epithe- 
lioid cells  approximately  10  pm  in  diameter  with 
many  endothelial-lined  blood  spaces.6  Some  tumors 
may  contain  numerous  mast  cells,  although  this  is 
not  a consistent  finding.28 

The  diagnostic  ultrastructural  features  of  juxta- 
glomerular tumors  are  polygonal  or  rhomboidal 
granules  with  a crystalline  matrix  present  in  mod- 
ified pericytic  cells  which  have  surrounding  basal 
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lamina.  The  rhomboid  granules  apparently  repre- 
sent the  immature  protogranule  of  renin,  whereas 
the  larger,  more  numerous  granules  with  an  amor- 
phous matrix  and  irregular  shape  represent  the 
mature  but  less  diagnostic  storage  form  of  renin.8 

Treatment 

The  treatment  of  choice  for  juxtaglomerular  cell 
tumors  is  partial  nephrectomy.  If  only  lateralization 
is  possible  because  of  the  small  size  of  many  juxta- 
glomerular cell  tumors,  total  nephrectomy  may  be 
the  only  practical  alternative  if  there  is  a functioning 
contralateral  kidney.  Medical  treatment  of  renin- 
secreting  tumors  is  not  particularly  effective  since 
most  patients  have  severe  hypertension  that  is 
refratory  to  antihypertensive  therapy.  While  a 
number  of  patients  have  been  reported  to  respond  to 
angiotensin-converting  enzyme  inhibition  with 
captopril  or  other  agents,  blood  pressure  is  rarely 
normalized  with  this  type  of  therapy.5-24  Nifedipine 
also  has  been  shown  to  acutely  lower  blood  pressure 
in  a patient  with  a renin-secreting  tumor,  but  long- 
term effectiveness  of  this  agent  has  not  been  demon- 
strated.5 

Following  surgical  removal  of  renin-secreting 
tumors,  blood  pressure  falls  rapidly  to  normal  levels 
and  remains  normal  in  most  cases.  However,  approx- 
imately 25%  of  patients  will  exhibit  sustained  mild 
hypertension,6  which  is  apparently  the  result  of 
hypertension-induced  vascular  damage.  Following 
successful  removal  of  a juxtaglomerular  cell  tumor, 
recurrence  or  metastasis  has  not  been  reported. 
Thus,  the  long-term  prognosis  for  this  disorder 
appears  excellent  following  adequate  survival 
therapy. 

Summary 

Renin-secreting  tumors  are  a rare  but  potentially 
curable  cause  of  hypertension.  Diagnosis  is  difficult 
but  should  be  pursued  in  young  patients  with  hyper- 
tension, hypokalemia,  and  hyperreninism.  Tumor 
localization  is  necessary  and  best  accomplished  by 
careful  radiographic  studies.  Because  patients  do  not 
respond  well  to  antihypertensive  therapy  including 
ACE  inhibition,  definitive  treatment  is  surgical.  (J) 
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Concern  over  complications  of  a potentially  large 
outbreak  of  methicillin-resistant  Staphylococcus 
aureus  (MRSA)  prompted  intensive  monitoring  and 
establishment  of  effective  communication  lines 
between  infection  control  practitioners,  nurses, 
physicians,  and  microbiology  personnel.  From 
October,  1986,  through  September,  1987, 77  patients 
at  the  Veterans  Administration  Medical  Center  in 
Oklahoma  City  had  MRSA.  Charts  were  available  for 
review  on  63  of  these  patients.  When  those  with 
charts  available  were  reviewed,  41  patients  had 
nosocomial  (NC)  and  22  had  community-acquired 
(CA)  MRSA.  Of  the  41  NC  patients,  34  were  infected 
(of  which  17  died  during  hospitalization)  and  7 
colonized  (3  died).  Of  the  22  CA  patients,  15  were 
infected  (4  died)  and  7 colonized  (2  died).  Length  of 
stay  was  NC-infected,  mean  51.8  days;  NC-colonized, 
38.9  days;  CA-infected,  14.9  days;  and  CA-colonized, 
16.1  days.  This  study  shows  the  importance  of  NC 
MRSA,  especially  as  it  relates  to  hospital  costs  and 
care  of  many  extended  stay  patients. 

Many  Veterans  Administration  medical  centers 
(VAMCs)  began  reporting  methicillin-resistant 
Staphylococcus  aureus  (MRSA)  around  1979  to 
1980.'  Although  occasional  isolates  of  MRSA  have 
occurred  at  this  institution  since  1975  or  earlier,1'7  it 
was  not  until  June  1986  that  we  noticed  a dramatic 
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increase.  Both  infection,  as  a common  immediate 
cause  of  death,8  and  S aureus,  as  one  of  the  most 
common  isolates  in  our  patients,910  heralded  the 
potential  for  a serious  outbreak.  Since  this  was 
perceived  as  a possible  long-term  problem,  extensive 
effort  was  exerted  to  set  up  an  ongoing  system  for 
handling  patients  with  MRSA.  This  report  sum- 
marizes our  experience  with  MRSA  (including 
length  of  hospital  stay,  LOS)  and  was  presented  as  a 
poster  at  the  15th  Annual  Educational  Conference, 
Association  for  Practitioners  in  Infection  Control, 
May  6,  1988,  Dallas,  Texas. 

Our  study  is  perhaps  different  from  many  other 
reports,  because  it  was  not  focused  on  a narrowly 
defined  hospital  or  community-acquired  outbreak  of 
MRSA,  but  rather  on  a primarily  endemic  situation. 

Materials  and  Methods 

The  VAMC  in  Oklahoma  City  is  a 389-bed  acute 
tertiary  care  general  medical  and  surgical  hospital 
serving  primarily  adult  male  patients  throughout 
Oklahoma  and  north  central  Texas."  The  study 
period  (12  months)  was  from  October  1986  through 
September  1987. 

The  following  parameters  were  studied:  age,  sex, 
length  of  hospital  stay,  site  of  infection,  transfers 
from  nursing  homes,  hospital  service  and  unit, 
medical  history  risk  factors,  community  versus 
hospital  acquired,  infection  versus  colonization, 
primary  diagnosis,  mortality,  and  antimicrobial 
therapy. 

This  was  a descriptive  study  of  VAMC  patients 
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with  MRSA.  Of  the  77  patients  with  MRSA,  63  for 
which  charts  were  available  were  included  and  the 
remaining  14  were  excluded.  A microbiology  report 
on  MRSA  from  these  and  subsequent  patients  with 
MRSA  is  the  subject  of  another  paper. 

Disc  agar  diffusion  (DAD)  antimicrobial  suscepti- 
bility testing  was  used  to  detect  MRSA  from  patient 
specimens  (12)  and  was  performed  according  to 
standard  methods.  Routine  drugs  tested  were  penicil- 
lin (10  units/disc),  chloramphenicol  (30  mcg/disc), 
clindamycin  (2),  erythromycin  ( 15),  gentamicin  ( 10), 
oxacillin  (1),  sulfamethoxazole-trimethoprim  (25), 
tetracycline  (30),  vancomycin  (30),  and  cephalothin 
(30).  Additional  drugs  tested  were  amoxicillin/ 
clavulanic  acid  (20/10),  cefoperazone  (75),  imipenem 
(10),  cefotaxime  (30),  ticarcillin/clavulanic  acid 
(75/10),  rifampin  (5),  and  bacitracin  (10). 

Nasal  and  rectal  swabs  were  collected  for  MRSA 
screening  on  those  patients  with  confirmed  MRSA 
infestation.  Their  main  purpose  was  to  confirm 
eradication  of  MRSA  from  a given  site  or  sites.  Swab 
specimens  were  inoculated  onto  mannitol  salt  agar 
plates  containing  6 mcg/ml  of  oxacillin.  Plates  were 
incubated  48  hours  at  35°C  prior  to  interpretation. 
Typical-appearing  MRSA  colonies,  which  fermented 
mannitol,  were  confirmed  as  Staphylococcus  aureus 
using  a tube  coagulase  test. 

Results 

Figure  1 depicts  the  disposition  of  the  63  patients 
(whose  charts  were  available  for  review)  with  MRSA. 
Those  patients  with  nosocomial  MRSA  experienced 
a higher  mortality  than  those  with  community- 
acquired  MRSA.  The  sites  at  which  MRSA  infections 
were  found  are  illustrated  in  Figures  2 and  3.  For 
nosocomial  infection,  lower  respiratory  was  the 
predominating  site,  while  for  community  acquired, 
cutaneous  was  the  predominant  site. 

Length  of  hospital  stay  (LOS)  is  described  in 
Table  1.  Patients  with  nosocomial  MRSA  had  a much 
longer  length  of  stay  than  those  with  community- 
acquired  MRSA.  Of  those  41  patients  with  nosoco- 
mial MRSA,  83%  had  infections,  the  mean  LOS  was 
52  days,  and  the  mortality  rate  was  41%,  while  those 
17%  with  colonization  had  a mean  LOS  of  39  days 
and  a mortality  rate  of  8%.  Of  those  22  patients  with 
community-acquired  MRSA,  68%  were  infected,  the 
mean  LOS  was  15  days,  and  the  mortality  rate  was 
18%;  those  32%  with  colonization  had  a mean  LOS 
of  16  days  and  a mortality  rate  of  9%. 

Those  patients  with  nosocomial  infection  caused 
by  MRSA  had  the  following  health  risk  factors: 


Figure  1.  Disposition  of  63  patients  (100%)  with  MRSA.  Abbreviations 
are:  NC  — nosocomial,  CA  — community  acquired,  INF  — infected, 
and  COL  — colonized.  All  patients  were  males.  Mean  age  for  each 
group:  nosocomial  infected,  60.8  years;  nosocomial  colonized,  65.7; 
community  acquired  infected,  65.4;  community  acquired  colonized, 
69.0;  and  all  patients,  63.4  There  were  40  site  infections  in  the  34 
nosocomially  infected  patients  and  16  in  the  community  acquired 
infected  patients. 
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Figure  2.  Nosocomial  MRSA  infection  by  sites. 

hypertension,  chronic  obstructive  pulmonary  dis- 
ease, stroke,  cancer  from  mixed  sites,  peripheral 
vascular  disease,  diabetes  mellitus,  and  congestive 
heart  failure. 
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Figure  3.  Community-acquired  MRSA  infection  by  sites. 


An  increased  occurrence  of  MRSA  prompted  the 
formation  of  an  MRSA  subcommittee,  microbiologi- 
cal monitoring,  isolation  skills  laboratory,  case 
studies,  and  increased  educational  activities.  A list 
of  routine  actions  taken  is  presented  in  Table  2.  A 
form  was  attached  to  the  chart  of  all  patients  with 
MRSA.  The  purpose  of  the  form  was  to:  remind 
physicians  and  other  health  care  providers  that  the 
patient  had  MRSA  and  should  remain  in  a private 
room  until  two  cultures  from  the  original  site  (sepa- 
rated by  48  hours),  along  with  one  nares  and  one 
rectal  swab  were  negative  for  MRSA;  explain  how  to 
order  an  MRSA  screen  in  the  computer;  list  consul- 
tants available  for  diagnosis  and  treatment,  as  well 
as  resources  available  in  epidemiology  and  microbiol- 
ogy; and  emphasize  the  importance  of  good  technique 
when  caring  for  these  patients  and  their  secretions, 
etc. 

Recommendations  for  preventing  the  spread  of 
MRSA  included  continued  case  studies,  maintaining 
MRSA  segregation,  initiating  a program  for  environ- 
mental cleaning,  continued  microbiological  monitor- 
ing, and  educational  activities. 

Discussion 

Many  of  the  reports  on  patients  with  MRSA  deal 
with  epidemics  of  hospital  or  community-acquired 
infections.  However,  our  study  describes  a primarily 


Table  1.  Length  of  Hospital  Stay  in 

63  Patients  with  MRSA 

Category 

Mean  # of  days 

Admission 
to  MRSA 
Culture 

MRSA 
Culture  to 
Discharge 

Admission 

to 

Discharge 

Nosocomial  infected 

28.08 

23.79 

51.80 

Nosocomial  colonized 

26.80 

12.00 

38.90 

Community  infected 

NA 

NA 

14.90 

Community  colonized 

NA 

NA 

16.10 

NA  (not  applicable) 

endemic  situation  encompassing  hospital  and  com- 
munity-acquired infections  and  colonizations  over  a 
one-year  period. 

We  found  four  studies  which  provided  some 
comparable  data  on  nosocomial  infections  and  coloni- 
zation.1316 Of  the  patients  from  these  studies,  56%  to 
80%  had  infections,1316  a mortality  rate  of  4%  to 
32%, 13,15  and  a mean  LOS  from  59  to  104  days.1316 
Among  those  20%  to  44%  of  patients  who  were 
colonized,  the  mortality  rate  was  15%  (only  one 
reported13)  and  the  mean  LOS  43  to  65  days.13,16  In 
our  nosocomial  patients,  83%  were  infected,  the 
mortality  rate  was  41%,  and  the  mean  LOS  was  52 
days.  Seventeen  percent  of  our  patients  were  col- 
onized, with  an  8%  mortality  rate  and  a 39-day  LOS 
(Table  3).  It  is  difficult  to  compare  the  results  from 
the  reference  studies  with  ours,  however,  because 
other  factors,  such  as  underlying  illnesses,  age,  sex, 
hospital  bed  location  (ie,  intensive  care  versus  non- 
intensive  care),  and  service  (eg,  medicine  versus 
surgery)  could  have  influenced  these  results.  Also, 
comparing  the  LOS  data  may  be  misleading  because 
the  reference  studies  were  done  from  1981  to  1985 
when  a short  LOS  may  not  have  been  considered  as 
important  as  it  is  now. 

A study  of  seven  intravenous  drug  abusers  with 
community-acquired  MRSA  bacteremic  infections 
revealed  an  approximate  LOS  of  23  days  with  a 14% 
mortality  rate.17  Two  other  studies  of  community- 
acquired  MRSA  outbreaks  have  shown  that  85% 
yielded  infections  and  15%  colonizations;  LOS 
ranged  from  13  days  for  non-drug  abusers  to  30  for 
drug  abusers,  and  mortality  ranged  from  8%  for  drug 
abusers  averaging  32  years  old  to  19%  for  non-drug 
abusers  averaging  67  years  old.1819  These  results 
from  the  reference  studies  are  in  agreement  with  our 
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Table  2.  List  of  Actions  for  MRSA 

Responsible 

Party 

Action 

Day 

Microbiology 

• Detection  of  MRSA  on  DAD  plate 

1 

personnel 

• Notification  of  nurse 

epidemiologist 

• Notification  of  physician 

• Set  up  additional  antimicrobials 

1 

1 

on  DAD 

1 

• Notification  of  microbiology 

director 

1 

• Interpretation  of  additional  drug 

results 

2 

• Determination  of  MRSA  pattern’ 

• Notify  nurse  epidemiologist  of 

2 

MRSA  pattern 

2 

Nurse 

• Check  with  ward  to  ensure  the 

epidemiologist 

patient  is  in  a private  room 
and  ward  personnel  are  aware 
of  MRSA 

1 

• Place  special  MRSA  form  on 

patient's  chart* 

1 

Physician 

• Place  patient  in  a private  room 

• Order  MRSA  screens  to  determine 

1 

if  patient  is  still  shedding  MRSA* 

— 

DAD — Disc  Agar  Diffusion  Antimicrobial  Susceptibility  Test 
See  Materials  and  Methods  for  list  of  antimicrobials  tested 

•Not  all  MRSA  bacteria  are  the  same  strain 

tForm  content  described 

in  Results  section 

^Microbiological  procedures  for  nasal  and  rectal  screening  described  in 

Materials  and  Methods  section 

community-acquired  MRSA  patients,  who  had  a 
LOS  of  15  days  and  an  18%  mortality  rate.  Generally, 
community-acquired  MRSA  infections  do  not  appear 
to  be  as  devastating  as  hospital-acquired  infections. 
Undoubtedly,  other  factors,  such  as  those  mentioned 
in  the  preceding  paragraph,  influence  the  morbidity 
and  mortality  of  this  group  of  infections. 

It  would  appear  to  us  that  institutions  would  be 
well  advised  to  develop  long-term  programs  for 
handling  patients  with  MRSA.  Also,  it  would  be 
interesting  to  determine  if  all  categories  of  MRSA 


infestation  (ie,  nosocomial  versus  community- 
acquired  infections  versus  colonizations)  should  be 
treated  equally  in  regards  to  epidemiological  precau- 
tions. (J 
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Commentary 


Cocaine  Babies  in  Oklahoma 


George  P.  Giacoia,  MD 


Recreational  use  of  cocaine  has  resulted  in  a dramat- 
ic increase  in  the  incidence  of  fetal  exposure  to 
cocaine.  Increased  awareness  by  health  profession- 
als is  needed  to  determine  the  extent  of  the  problem 
in  Oklahoma. 

Hardly  a day  goes  by  without  news  of  cocaine 
seizures  in  different  parts  of  the  country  or 
continuous  reference  to  the  war  on  drugs  being 
waged  against  an  elusive  and  itinerant  enemy. 

In  recent  years,  Oklahoma  has  joined  a national 
trend  of  illegal  use  of  cocaine.  Statistics  from  the 
Oklahoma  State  Bureau  of  Investigation  reveal  that 
in  1988,  there  were  1,250,165  and  7,250  dosage  units 
of  cocaine  salt  and  alkaloid  cocaine,  respectively, 
(100  dose  units  = 1 gm  of  cocaine)  seized  in  the  state. 

Women  of  childbearing  age  comprise  an  increas- 
ing proportion  of  all  cocaine  abusers  in  this  country. 
Cocaine  is  now  the  leading  substance  of  abuse  among 
drug  abusing  pregnant  women  in  New  York  City. 

Figures  on  cocaine  abuse  by  pregnant  women  in 
Oklahoma  are  not  available  although  most  major 
hospitals  in  both  Tulsa  and  Oklahoma  City  have 
experienced  a sharp  increase  in  the  number  of 
infants  exhibiting  cocaine  withdrawal  symptoms. 

Fifteen  percent  of  women  of  childbearing  age  (15 
to  44  years)  cared  for  by  the  State  Department  of 
Mental  Health  abused  illicit  drugs  last  year.  The 
sample  size  included  4430  women  (77%  white,  11% 
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black,  and  10%  Indian).  The  corresponding  figures 
by  race  for  cocaine  use  were  16%,  52%,  and  11% 
respectively.  The  present  report  is  to  alert  physicians 
in  the  state  to  the  devastating  effect  cocaine  exposure 
has  on  the  lives  of  infants  bom  to  addicted  mothers 
and  to  heighten  the  awareness  of  a potential  public 
health  crisis. 

Cocaine  Formulation 

Cocaine  is  sold  as  a powder  of  the  hydrochloric  (HCL) 
salt  or  as  a precipitate  of  alkaloidal  cocaine  (free 
base  or  “crack”).  The  white  powder  of  cocaine  HCL 
is  diluted  with  inert  substances  and  is  known  in 
street  jargon  as  “coke,”  “snow,”  or  “lady.”  When 
inhaled  or  “snorted”  intranasally,  it  reaches  signifi- 
cant plasma  concentration  slowly  because  the  drug 
produces  vasoconstriction  of  nasal  mucosa. 

Alkaloidal  cocaine  is  prepared  by  adding  am- 
monia (with  or  without  sodium  bicarbonate)  to  the 
salt.  This  preparation,  also  known  as  free  base  or 
crack,  is  not  destroyed  by  heating,  and  therefore  can 
be  smoked  with  either  tobacco  or  marijuana.  Crack 
is  almost  pure  cocaine  and  is  extremely  addictive. 
Cocaine  users  employ  other  drugs  (eg,  heroin,  seda- 
tives, alcohol)  to  prolong  the  euphoric  state  and  to 
minimize  the  extreme  discomfort  of  the  dysphoric 
“crash”  which  occurs  after  the  euphoric  state. 

Cocaine  Effect  in  Pregnancy  and  Delivery 

Cocaine  is  metabolized  by  plasma  and  liver  cholines- 
terases to  water  soluble  metabolites  that  are  excreted 
in  the  urine.  Plasma  cholinesterase  activity  is  much 
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Table  1.  Cocaine  Withdrawal  Syndrome  Symptoms 


Irritability 
Hypertonia 
Tremors 
Loose  stools 
Decreased  sleep 
Poor  feeding 
Nasal  stuffiness 

Poor  organizational  response  to 
environmental  stimuli 
Gaze  aversion 
Visual  fudttion  disturbance 
Sudden  infant  death  syndrome 


lower  in  pregnant  women  and  their  fetuses.1  As 
cocaine  has  a low  molecular  weight  and  is  highly 
soluble  in  water  and  lipid,  it  crosses  the  placenta 
with  ease.  Cocaine  inhibits  dopamine  and  norepine- 
phrine re-uptake,  leading  to  increased  concentration 
of  plasma  catecholamines.  As  a result  of  this  action, 
cocaine  produces  vasoconstriction,  tachycardia,  and 
hypertension.  These  effects  have  been  produced  in 
pregnant  ewes  given  cocaine  equivalent  to  a recrea- 
tional use  dose  (0.5  to  2 p-g/kg)  of  cocaine  intraven- 
ously.2 Several  studies  have  demonstrated  abruptio 
placenta  after  intravenous  or  intranasal  use  of 
cocaine.3 

It  is  believed  that  chronic  use  of  cocaine  during 
pregnancy  produces  intrauterine  growth  retardation 
(IUGR)  by  decreasing  placental  blood  flow.4  It  is 
important  to  note  that  IUGR  has  not  been  noted 
when  cocaine  abuse  is  confined  to  the  first  trimester 
of  pregnancy.3 

Toxic  effects  ascribed  to  intrauterine  exposure  of 
cocaine  are  perinatal  brain  infarcts,  ileal  atresia, 
and  necrotizing  enterocolitis.  Teratogenic  effects  of 
cocaine  include  increased  incidence  of  genitourinary 
tract  malformations,6  and  neural  tube  defects.7  The 
life-style  of  crack  addicts  also  contributes  to  the  poor 
reproductive  outcome. 

Recognition  of  intrauterine  exposure  in  the 
newborn  requires  proper  maternal  history  taking, 
identification  of  signs  and  symptoms  of  drug  intoxi- 
cation and/or  withdrawal,  and  documentation  of 
cocaine  exposure  by  screening  both  mothers  and 
infants. 

A history  of  illicit  drug  intake  is  often  difficult  to 
obtain.  Telltale  signs  of  drug  abuse,  such  as  multiple 
needle  marks  and  increased  demands  for  narcotic 
analgesics  by  the  mother,  suggest  a need  to  screen 
the  urine  of  the  newborn.  There  is  a high  false 


negative  rate  in  cocaine  screens  of  urine  of  new- 
borns.” Testing  of  meconium  is  a better  alternative 
because  cocaine  can  be  detected  for  a longer  period 
of  time.9  Determination  of  cocaine  use  by  radio- 
immunassay  of  hair  is  an  attractive  alternative  since 
cocaine  may  persist  in  the  hair  of  mothers  and 
infants  for  several  weeks.1011  Further  studies  are 
necessary  to  establish  the  usefulness  and  cost  of  this 
technique  on  a large-scale  basis. 

Drug  addicts  abuse  other  licit  and  illicit  drugs  in 
addition  to  cocaine;  therefore,  drug  screens  must 
include  other  drugs.  The  bad  effects  of  cocaine  in  the 
newborn  may  be  due  to  either  intoxication  or  drug 
withdrawal,  and  distinction  between  the  two  syn- 
dromes is  not  absolute. 

Signs  of  intoxication  include:  microcephaly, 
brain  cavitary  lesions,  hypertension,  perinatal  brain 
infarcts,  neonatal  ventricular  tachycardia,  seizures, 
necrosis  of  fingers,  hypertension,  and  necrotizing 
enterocolitis.1215  An  interesting  ocular  abnormality 
in  cocaine  babies  is  dilated  and  tortuous  iris  vessels.16 
Drug  withdrawal  symptoms  are  rarely  due  to  cocaine 
alone,  as  most  addicts  are  polydrug  users.  Signs  of 
cocaine  withdrawal  are  listed  in  Table  1.  Evaluation 
for  signs  of  withdrawal  should  be  done  using  a 
standardized  scoring  system  such  as  the  one  reported 
by  Finnegan17  (Table  2).  This  scoring  has  been  widely 
used  for  evaluating  narcotic  withdrawal.  Newborns 
are  scored  from  two  hours  of  age  onwards  and  usually 
every  four  hours  thereafter.  Total  scores  averaging  8 
or  more  on  three  consecutive  evaluations  usually 
require  pharmacologic  intervention. 

Cocaine-exposed  newborns  exhibit  neurobehav- 
ioral  abnormalities  for  8 to  10  weeks  after  birth  or 
longer.  Irritability,  tremulousness,  and  deficiencies 
in  mood  are  characteristic  of  these  infants.1418  They 
are  not  easily  consoled  and  are  often  overloaded  by 
stimulation.  The  latter  is  sometimes  manifested  by 
a phenomenon  termed  “gaze  aversion”  (closing  of  the 
eyes  when  the  caretaker  tries  to  make  eye  contact). 

Infants  and  Toddlers 

Cocaine  intoxication  in  infants  can  occur  beyond  the 
neonatal  period.19-20  It  may  be  the  result  of  passive 
exposure  in  breast-fed  infants  since  cocaine  is  ex- 
creted in  breast  milk21  or  it  may  be  due  to  deliberate 
cocaine  administration  as  a form  of  child  abuse.22 

Infants  exposed  to  cocaine  in  utero  have  an 
increased  incidence  of  sudden  infant  death  syndrome 
(SIDS).  In  one  study,  the  incidence  of  SIDS  in  cocaine 
babies  was  15%. 14  The  long-term  outcome  of  “cocaine 
babies”  is  currently  being  evaluated.  The  emerging 
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picture  is  worrisome.  At  3 or  4 years  of  age,  these 
children  exhibit  attention  deficit,  are  unable  to 
interrelate  with  peers,  and  may  exhibit  abnormal 
play  patterns.21  They  also  are  extremely  vulnerable 
to  attitudes  of  caretakers. 

The  effect  of  the  environment  in  which  these 
children  grow  may  be  an  important  contributing 
factor  in  their  abnormal  development.  Addicted 


Table  2.  Finnegan's  Neonatal  Abstinence  Score17 

Signs  and  Symptoms 

Score 

Excessive  high  pitched  cry 

2 

Continuous  high  pitched  cry 

3 

SC 

u 

Sleeps  <1  hour  after  feeding 

3 

2 

Sleeps  <2  hours  after  feeding 

2 

ft- 

3 

Sleeps  <3  hours  after  feeding 

1 

in 

5 

Hyperactive  moro  reflex 

2 

E 

Markedly  hyperactive  moro  reflex 

3 

5» 

>> 

Mild  tremors  disturbed 

1 

</> 

3 

Moderate-severe  tremors  disturbed 

2 

o 

t 

Mild  tremors  undisturbed 

3 

Z 

Moderate-severe  tremors  undisturbed 

4 

w 

Increased  muscle  tone 

2 

u 

Excoriation  (Specify  area:  ) 

1 

Myoclonic  jerks 

3 

Generalized  convulsions 

5 

Sweating 

1 

Fever  <101  (99-100.8°F/37.2-38.2°C) 

1 

o 

S3 

Fever  <101  (38.4°C  and  higher) 

2 

*5. 

</> 

Frequent  yawning  (3>3-4  times/interval) 

1 

</> 

Mottling 

1 

II 

Nasal  stuffiness 

2 

5:  o 

#U 

1 

2 
aJ 

Sneezing  (> 3-4  times/interval) 

1 

Nasal  flaring 

2 

Respiratory  rate  >60/min. 

1 

s 

Respiratory  rate  >60/min.  with  retractions 

2 

Excessive  sucking 

1 

Poor  feeding 

2 

£ | 
.1  -e 

Regurgitation 

2 

Projectile  vomiting 

3 

**  </> 

</> 

<5  Q 

Loose  stools 

2 

Watery  stools 

3 

TOTAL  SCORE 

Reproduced  by  permission  of  B.C.  Decker  Inc,  publisher 


parents  lack  parental  skills  and  also  may  have 
impaired  mental  functioning  as  a consequence  of 
their  addiction. 

The  Situation  in  Oklahoma 

The  extent  of  the  problem  cannot  be  accurately 
assessed  because  of  a paucity  of  information.  Anec- 
dotal reports  of  increased  numbers  of  cocaine  babies 
abound,  but  accurate  data  are  missing.  Social  work- 
ers at  the  Department  of  Human  Services  describe 
increased  referrals  of  infants  with  positive  screening 
tests  for  cocaine,  but  no  statistics  are  available.  An 
anonymous  prevalence  study  of  positive  urine  screen 
for  drugs  in  low  birth  weight  infants  is  currently 
being  conducted  at  Children’s  Hospital  of  Okla- 
homa.24 

This  type  of  prevalence  study  needs  to  be  more 
comprehensive  and  be  linked  to  areas  of  the  state 
where  drug  abuse  (specifically  cocaine)  is  known  to 
be  high.  Self-reporting  studies  in  a population  known 
to  deny  drug  abuse  are  not  very  helpful.  The  problem 
is  particularly  acute  with  crack  because  the  drug  is 
so  potent  and  powerful  that  the  addiction  state 
totally  overpowers  the  maternal  instinct  to  protect 
the  unborn. 

Physicians  taking  care  of  infants  need  to  be 
aware  of  withdrawal  and  toxic  symtomatology  of 
cocaine  to  ensure  prompt  case  finding  and  documen- 
tation. Most  false  negative  urine  screen  tests  occur 
because  urine  specimens  are  collected  too  late.8  No 
plan  of  action  can  be  formulated  until  the  scope  of 
the  problem  is  clearly  defined.  Although  it  is  un- 
likely that  Oklahoma  will  reach  the  number  of 
“cocaine  babies”  reported  in  Florida  (10,000  in  1987), 
it  is  equally  unlikely  that  the  state  will  be  spared 
this  looming  epidemic.  A coordinated  effort  between 
agencies,  health  care  providers,  and  state  and  com- 
munity leaders  is  necessary  to  characterize  this 
potentially  devastating  health  problem.  (J) 
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Special 


Pioneer  in  Medicine:  Ralph  Winfrey  Holbrook,  MD 


Mary  Holbrook  Ferguson 


Dr  Holbrook  worked  in  this  new  country 
where  there  was  no  doctor,  no  telephone,  no 
electricity,  poor  roads,  and  hastily  constructed 
bridges,  or  no  bridge  at  all  . . . 


Ralph  Winfrey  Holbrook,  MD,  bom  December  24, 
1870,  graduated  from  the  University  of  St.  Louis 
in  1899  and,  on  his  way  to  California,  stopped  in 
Oklahoma  Territory.  He  wanted  to  see  his  father, 
Dr  Campbell  Rice  Holbrook,  who,  recently  retired, 
had  come  from  Kentucky  to  visit  this  new  land.  The 
train  came  as  far  as  Guthrie  and  the  young  doctor 
hired  a horse  and  buggy  to  carry  him  over  the  rough 
road,  hardly  more  than  a path  to  Perkins,  in  Payne 
County.  California  soon  receded  into  a dream  as  Dr 
Holbrook  worked  in  this  new  country  where  there 
was  no  doctor,  no  telephone,  no  electricity,  poor 
roads,  and  hastily  constructed  bridges,  or  no  bridge 
at  all. 

This  was  a pioneer  challenge  he  found  himself 
enjoying:  the  dream  of  a new  country,  people  coming 
from  all  directions  to  build  a new  life,  some  with  few 
possessions,  and  all  starting  together.  He  always  felt 
it  a privilege  to  work  with  and  for  these  people;  he 
knew  their  hopes,  sorrows,  ambitions,  and  happy 
contentments,  as  they  knew  his. 

68 


He  became  the  third  doctor  licensed  to  practice 
in  the  new  state  of  Oklahoma.  During  his  over  fifty 
years  of  practice  in  the  Payne,  Lincoln,  and  Noble 
County  area,  it  is  said  he  delivered  more  than  three 
thousand  babies.  And  seldom  did  he  ever  see  the 
mother  anticipate  any  problems.  The  delivery  was 
always  in  the  home,  with  the  kitchen  serving  as 
hospital  room  and  perhaps  a neighbor  farm  wife  as 
his  assistant.  Some  parents  asked  that  their  child  be 
named  for  him.  Consequently,  there  were  many 
Ralphs  and  Rays  in  Payne  and  the  surrounding 
counties,  not  all,  however,  a source  of  pride. 

One  night  he  was  called  to  a house  in  the  country 
to  help  a woman  in  difficult  labor.  The  sun  was  rising 
when  the  father  stepped  out  onto  the  porch  with  Dr 
Holbrook. 

“Doc,”  the  father  said,  “you,  my  wife,  and  baby 
have  had  a hard  time  tonight.  We  would  like  to  name 
the  baby  after  you.” 

“I  would  consider  it  an  honor  if  you  would  call 
him  Ray,”  he  answered.  But  it  did  not  turn  out  to  be 
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an  honor;  this  baby  who  had  a hard  time  coming  into 
the  world,  left  it  the  murdered  outlaw,  Ray  Terrill. 

On  October  28,  1908  Dr  Holbrook  married 
Florence  Eleanor  Hicks,  whose  father  had  come  from 
England  and  stayed  long  enough  to  help  organize  the 
First  National  Bank  in  Stillwater.  During  their 
marriage  ceremony  at  the  home  of  a friend,  heavy 
boots  were  heard  walking  across  the  porch,  and  then 
a fist  pounded  on  the  door. 

“Doc.  Doc,  you’ve  got  to  come  quick.  My  boy’s  been 
hurt  bad.”  The  boots  paced  back  and  forth  as  the 
minister  said  the  final  words.  Dr  Holbrook  grabbed 
his  bag  and  followed  the  man  to  his  home.  His  new 
wife  had  punch  and  wedding  cake  alone  with  the 
guests.  The  honeymoon  never  came;  there  were  other 
babies,  and  patients  with  long  illnesses,  and  soon 
his  own  growing  family. 

In  the  still  of  the  night  of  that  time  of  no  cars  nor 
airplanes,  Mrs  Holbrook  would  recognize  the  sound 
of  the  horses’  hooves  and  the  turn  of  the  buggy 
wheels  on  the  rattling  wooden  bed  of  the  Cimarron 
River  bridge.  She  knew  that  in  twenty  minutes  the 
horses  would  turn  the  comer  and  go  to  the  bam 
(which  is  now  on  a farm  south  of  Perkins),  and  she 
would  be  waiting  with  coffee.  In  times  of  bitter  cold 
she  had  wrapped  warm  cloths  around  her  husband’s 
hands  so  they  could  slowly  unbend  from  their  grip 
on  the  horses’  reins.  Later,  the  model  T Ford  bounced 
across  the  bridge  with  its  own  particular  rattles. 

It  took  long  hours  by  buggy  to  reach  a house  in 
the  country,  and  there  was  not  only  the  time  going 
but  the  time  returning.  Dr  Holbrook  trusted  his 
beloved  horse,  Sylvia,  and  she  never  failed  him. 

“She  was  smarter  than  most  people,”  he  would 
say.  “She  saved  my  life  many  times.  At  night  I would 
wake  up  in  the  bam.” 

Many  times  while  he  was  asleep  she  forded  the 
streams  or  walked  around  the  washes  in  the  road. 
Once,  in  the  grey,  early  morning  light,  he  awakened 
to  find  Sylvia  standing  before  a rushing  stream,  the 
bridge  gone;  she  knew  she  couldn’t  make  that  one. 
After  another  of  Oklahoma’s  sudden  pounding  rains, 
most  of  the  Cimarron  River  bridge  was  washed  away. 
Sylvia  took  him  to  the  north  side,  and  he  saw  on  the 
opposite  shore  a man  waiting  for  him  with  a team 
and  wagon.  He  crawled  on  his  hands  and  knees 
across  the  narrow  remaining  span,  pushing  his 
medicine  bag  before  him. 

In  the  early  days  of  cars,  he  took  his  family 
jerking  and  bouncing  over  the  hard,  rough  roads  to 
a remote  area  where  the  Indians  were  having  a pow 
wow.  They  knew  they  would  be  the  only  people  there 


not  members  of  the  tribe.  The  car  was  parked  at  a 
distance,  and  they  walked  to  a nearby  tree,  sat  under 
the  cover  of  its  branches,  and  watched  the  dances  as 
they  had  been  done  by  their  ancestors,  with  the 
bonfire  in  the  center  of  the  ring  and  the  moving 
figures  shoulder  to  shoulder  sliding  their  moccasined 
feet  in  an  almost  silent  shuffle.  The  elders  were  at 
the  drums,  and  the  chanting  measured  cadence  of 
their  beat  drifted  through  the  countryside. 

The  women,  staying  together,  joined  in  the  dances 
later;  the  papooses  were  still  carried  on  their  backs 
and  the  mothers  laid  them  on  the  ground  and  joined 
in  the  dancing.  Later  in  the  night  came  ritual  dances 
of  great  emotion,  building  to  a climax  with  speed 
and  grace  and  the  war  whoops  of  the  young  men,  like 
the  cries  of  animals. 

The  costumes  were  not  sophisticated,  and  were 
made  of  available  materials.  The  women  cured  the 
hides  and  did  the  beading;  the  feathers  were  from 
the  world  around  them.  It  was  an  extension  of  time 
from  the  past.  The  Holbrook  family  did  not  know 
they  were  seeing  the  last  act,  the  finale  of  a custom 
of  a people  who  were  seeing  their  land  slip  away  into 
a period  which  would  see  men  reach  one  of  their  gods 
— the  moon. 

The  Indians  often  pawned  their  blankets.  The 
women  wearing  moccasins,  long  calico  dresses,  long 
braids,  and  dangling  earrings  falling  from  pierced 
ears,  walked  to  the  door  of  Dr  Holbrook’s  home 
carrying  the  blankets.  The  men  sat  on  the 
springboards  of  their  wagons  holding  the  reins, 
high-top,  broad-rimmed  hats  atop  their  braids.  They 
looked  straight  ahead  with  expressionless  eyes,  and 
the  fat,  from  the  kind  of  life  that  made  impossible 
the  constant  moving  and  hunting  of  the  tribe,  was 
beginning  to  show. 

“Take  care  of  the  blankets,”  Dr  Holbrook  said. 
“They  will  return  for  them.” 

They  always  did. 


Anew  land  with  unorganized  law  enforcement 
made  it  easy  for  the  late  nineteenth  and  early 
twentieth  century  cattle  rustlers,  who  corralled  their 
stolen  cattle  in  Horse  Thief  Canyon,  near  Goodnight, 
and  for  the  bank  robbers,  and  the  highwaymen  who 
waited  on  dark  roads  for  their  prey.  There  were  real 
memories  of  the  Doolin  gang,  and  a house  in  Perkins 
was  pointed  to  with  a certain  mysterious  awe.  “It  was 
here  a member  of  the  Doolin  gang  lived.”  The  name 
came  out  in  a whisper. 

When  central,  the  telephone  operator,  received 
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Word  came  that  a bank  had  been  robbed  in 
a nearby  town  and  the  bandits,  it  was  thought, 
were  driving  toward  Perkins. 


some  news  of  importance,  it  was  a simple  matter  to 
see  that  the  information  was  spread  quickly.  A few 
well  placed  calls  took  care  of  that. 

On  this  summer  day,  sometime  shortly  after  the 
first  world  war,  word  came  that  a bank  had  been 
robbed  in  a nearby  town  and  the  bandits,  it  was 
thought,  were  driving  toward  Perkins.  The  town  had 
been  lucky,  but  it  seemed  its  day  had  come.  Instead 
of  running  and  hiding,  the  residents  lined  the  sides 
of  Main  Street  and  waited  for  the  first  sight  of  a car 
coming  up  the  river  road.  There  was  a hushed  silence, 
and  occasionally  a man  would  step  out  onto  the  road, 
shading  his  eyes  and  looking  intently  for  the  first 
sign  of  dust  or  the  sound  of  a car  motor.  They  were 
not  disappointed,  for  come  they  did. 

It  was  a long,  black  touring  car.  Three  men  were  in 
the  back  seat,  two  in  the  front.  As  they  reached 
the  block  of  the  bank,  they  slowed  down;  only  the 
clicking  noise  of  the  motor  could  be  heard.  The 
outlaws  stared  at  the  people  and  the  people  stared 
back.  When  they  came  to  the  Payne  County  Bank, 
the  car  turned  left,  and  the  outlaws  looked  at  the 
building  from  the  side.  They  turned,  shot  back  into 
Main  Street,  the  tires  screeching,  and  in  seconds 
were  going  north,  lost  in  whirling  dust. 

There  was  a silence,  then  a shuffling  of  feet  and 
voices  that  rose  from  a whisper.  The  Perkins  bank 
had  escaped.  An  audience  was  more  powerful  than  a 
posse  with  guns.  That  night  at  supper  Dr  Holbrook 
sat  down  with  his  family. 

“Do  you  know  who  was  in  town  today?”  he  asked. 
And,  not  waiting  for  an  answer,  he  continued,  “Ray 
Terrill  paid  a nice,  peaceful  call.” 

In  the  early  twenties  Dr  Holbrook  made  a call  on 
the  other  side  of  Drumright  and  took  his  brother 
Arthur  with  him  to  share  the  long  hours  of  the  drive. 
As  they  were  returning,  late  at  night,  a car  came  up 
behind  them  blasting  its  horn;  with  effort  they 
pulled  out  of  the  ruts  into  the  weeds  and  waited  for 
the  dust  to  settle. 

About  a half  mile  ahead  was  a sharp  turn  to  the 


left  and  then,  perhaps  two  hundred  feet  farther 
ahead,  a quick  turn  to  the  right  onto  a bridge.  As 
the  Holbrooks  turned  the  comer,  the  other  car 
reached  the  bridge,  and  in  the  same  second  fire  from 
guns  could  be  seen  coming  from  either  side  of  the 
road;  the  car  ahead  jerked  to  a stop  and  its  occupants 
returned  the  fire.  Their  car  lights  shone  on  a chain 
stretched  across  the  entrance  to  the  bridge  and  on 
the  bumpy,  uneven  slabs  of  wood  with  heavy  nails 
jutting  out.  From  the  car  and  from  the  bushes  that 
edged  the  bridge,  the  gunfire  continued.  What  was 
a few  minutes  seemed  a long  time  — then  there  was 
silence.  In  the  black  night  there  were  only  the  fading 
yellow  lights  looking  across  the  bridge. 

The  Holbrooks  sat  there,  not  moving,  not  speak- 
ing. Then,  they  left  their  car  and  walked  up  to  the 
Paige  touring  car.  Slumped  over  the  steering  wheel 
was  a dead  man,  and  in  the  bushes  were  the  bandits 
with,  so  far  as  they  knew,  pointed  guns.  They  slowly 
moved  forward,  found  one  of  them,  and  pulled  him 
toward  the  light;  from  a wound  in  his  stomach  blood 
oozed  with  each  weak  heartbeat.  He  looked  at  them, 
and  they  saw  the  set  of  death  come  into  his  eyes. 
There  had  to  have  been  two,  but  the  other  one  got 
away. 

Leaving  the  body  there  in  the  faint,  dimming 
lights,  the  Holbrooks  drove  to  the  sheriffs  office. 
Their  lives  had  been  saved  by  a driver  in  a hurry. 
The  days  of  the  hijacker  were  real. 

Every  generation  sees  the  world  with  its  wide- 
open  eyes  balanced  by  the  perspective  of  its  surround- 
ings, experiences,  and  prejudices.  Perhaps  these 
Payne  County  pioneers  stood  with  freedom  from  all 
past  associations  and  walked  on  land  that  had  only 
felt  the  soft  step  of  the  Plains  Indians  and  the  pound- 
ing hooves  of  literally  millions  of  buffalo;  the  waving 
grass  that  had  greeted  them  had  never  been  torn 
from  its  soil.  They  had  what  will  never  again  exist 
in  this  country  — land  that  had  been  waiting  for 
them  since  creation.  (I 

The  Author 

Mary  Holbrook  Ferguson,  the  daughter  of  Dr  Ralph  Holbrook, 
lives  in  Oklahoma  City. 
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ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 


James  E.  Cheatham,  Jr.,  M.D.  Paul  J.  Kanaly,  M.D. 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
Fellows  of  the  American  College  of  Surgeons 

24  Hour  Consultation  and  Referral 

Cardiac  Surgery  * Vascular  Surgery  * Thoracic  Surgery 


DRIVE  A VOLVO  BECAUSE  REPLACEMENT  PARTS  ARE  HARD  TO  FIND. 


JERRY  RUGG 

WV 


VOLKSWAGEN- VOL  VO 


VOLVO 

A car  you  can  believe  in 


907  SOUTH  BROADWAY 
EDMOND  . OKLAHOMA 
359-1234 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 

Professional  Staff 


William  D.  Hawley,  MD 
James  M.  Hartsuck,  MD 

Scott  K.  Lucas,  MD 

R.  Darryl  Fisher,  MD 
Marvin  D.  Peyton,  MD 

Diplomates  of 

American  Board  of  Surgery 
American  Board  of  Thoracic  and 
Cardiovascular  Surgery 

Specializing  in 
Cardiac,  Vascular 
and  Thoracic  Surgery 

Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1-800-522-6755 

(405)  946-0900 

OFFICES 

3433  N.W.  56TH,  SUITE  660 
1044  S.W.  44TH,  SUITE  520 

OKC,  OK  73112 
OKC,  OK  73109 

* 
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News 


Special  Guest  in  May 

AMA  trustee  from  Minnesota  to  speak  at  OSMA  Annual  Meeting 


A member  of  the  American  Medical  Association’s 
Board  ofTrustees  is  scheduled  to  address  the  OSMA 
House  of  Delegates  at  their  An- 
nual Meeting  in  May. 

William  E.  Jacott,  MD,  a 
family  physician  from  North 
Oaks,  Minn,  will  attend  the  Okla- 
homa City  meeting  and  speak  at 
the  Closing  Session  on  Saturday, 
May  5. 

Dr  Jacott  was  elected  to  the 
AMA  Board  ofTrustees  in  June 
1989.  After  22  years  of  private 
practice  in  Duluth,  Minn,  he  was  named  assistant 
vice-president  for  health  sciences  at  the  University 
of  Minnesota  in  Minneapolis  in  1987. 

First  elected  in  1981  and  twice  re-elected  to  the 
AMA  Council  on  Medical  Education,  Dr  Jacott  was 
the  chairman  of  the  council  from  1985  to  1987.  In 
addition  to  serving  on  the  council,  Dr  Jacott  rep- 
resented the  AMA  on  the  Accreditation  Council  for 
Continuing  Medical  Education  and  has  served  on 
the  Liaison  Committee  on  Medical  Education,  the 
American  Board  of  Medical  Specialties,  the  National 


Board  of  Medical  Examiners,  and  the  Board  of  the 
American  Association  for  the  Accreditation  of  Labo- 
ratory Animal  Care. 

In  addition  to  serving  on  numerous  Minnesota 
Medical  Association  committees,  Dr  Jacott  has  been 
active  in  three  county  medical  societies  and  the 
Minnesota  Academy  of  Family  Physicians. 

Elected  president  of  the  Federation  of  State 
Medical  Boards  from  1986  to  1987,  Dr  Jacott  served 
for  eleven  years  on  the  Minnesota  State  Board  of 
Medical  Examiners  and  as  president  from  1979  to 
1981. 

Dr  Jacott  earned  his  medical  degree  at  the  Uni- 
versity of  Minnesota  Medical  School.  He  is  a diplo- 
mate  of  the  American  Board  of  Family  Practice  and 
a member  of  the  American  Academy  of  Family 
Physicians.  He  is  an  associate  professor  in  the  De- 
partment of  Family  Practice  and  Community  Health 
at  his  alma  mater. 

The  84th  Annual  Meeting  of  the  OSMA  House  of 
Delegates  will  be  held  at  the  Marriott  Hotel  in 
Oklahoma  City.  The  three-day  meeting  begins  Thurs- 
day, May  3.  (J) 


W.  E.  Jacott,  MD 


The  Jackson  County 
Medical  Society  held  its 

regular  meeting  December  12 
in  Altus.  OSMA  President- 
Elect  Perry  A.  Lambird,  MD, 
representing  the  state  organi- 
zation, was  present  to  discuss 
current  issues  and  concerns. 
Among  those  attending  were 
(I  to  r)  Altus  physicians 
Phillip  N.  Kingery,  J.H.  Lee, 
and  Joe  L.  Leverett. 
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Always  on  call 


For  over  20  years,  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.’’  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY/ 

INTEWIATIOMAL  INSURANCE  FACILITIES 


Insurance  Counselors  to  the  OSMA 


P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 
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AMA  mailing  applications  to  MDs 
for  Physician's  Recognition  Award 

Next  month,  all  physicians  in  Oklahoma  who  do  not 
have  valid  certificates  for  the  American  Medical 
Association’s  Physician’s  Recognition  Award  will 
receive  an  application  form  from  the  AMA.  The  form 
is  sent  as  a service  to  physicians,  both  AMA  members 
and  non-members,  who  are  interested  in  receiving 
recognition  of  their  continuing  medical  education 
(CME)  activities. 

The  Physician’s  Recognition  Award  (PRA)  was 
established  by  the  AMA  House  of  Delegates  in  1968. 
Its  purpose  is  to  encourage  participation  in  continu- 
ing medical  education  and  to  recognize  physicians 
who  complete  acceptable  CME  programs.  About 
24,000  physicians  apply  for  the  PRA  each  year,  and 
about  73,000  have  valid  certificates.  The  certificate 
is  a tangible  way  for  physicians  to  show  they  have 
engaged  in  continuing  medical  education  to  main- 
tain their  knowledge  and  skills. 

Certificates  suitable  for  framing  are  provided  for 
one  year,  two  years,  or  three  years  of  effort.  One-year 
certificates  require  a total  of  50  hours  of  continuing 
medical  education,  20  of  which  must  be  AMA  PRA 
Category  1.  Two-year  certificates  require  100  hours 
of  education,  40  of  which  must  be  AMA  PRA  Cate- 
gory 1.  Three-year  certificates  require  150  hours  of 
education,  60  of  which  must  be  AMA  PRA  Category 
1.  The  different  certificates  make  it  possible  for 
physicians  to  report  completed  education  to  the 
AMA  and  to  another  organization,  such  as  a state 
licensing  board,  that  requires  reporting  at  different 
intervals.  In  addition,  there  are  reciprocity  arrange- 
ments with  17  other  organizations;  that  is,  the  PRA 
certificate  will  be  provided  if  the  CME  requirements 
of  those  organizations  are  met. 

The  certificate  is  accepted  by  a number  of  states 
as  evidence  that  continuing  education  required  for 
reregistration  of  the  license  has  been  completed. 
Participation  both  in  lectures  and  demonstration 
activities  and  in  self-learning  activities  can  be 
reported.  Activities  that  meet  educational  standards 
established  by  the  AMA  can  be  designated  “AMA 
PRA  Category  1”  by  educational  institutions  accred- 
ited for  continuing  medical  education.  State  medical 
societies,  medical  specialty  societies,  medical 
schools,  and  hospitals  are  among  the  institutions 
accredited  for  continuing  education. 

For  more  information  call  Arthur  Osteen,  PhD, 
American  Medical  Association,  (312)  645-4677.  (J) 


We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  ana 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we’ll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  City,  OK 
(405)840-9333 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

Newborn  Hearing  Screening  Program  adds  physician  notification 


Since  its  implementation  in  August 
F ^ A 1983,  more  than  250,000  infants 
m-  j have  been  screened  through  the 

■ P I Newborn  Hearing  Screening  Pro- 

gram  (NHSP)  of  the  Oklahoma  State 
Department  of  Health  (OSDH).  Now 
two  new  features  have  been  developed  to  encourage 
and  assist  families  of  infants  identified  at  risk  for 
hearing  loss  to  seek  further  evaluation.  The  features 
include  a toll-free  800  number  families  can  utilize 
to  contact  the  NHSP,  and  a physician  notification 
system. 

Crucial  to  the  success  of  the  NHSP  is  a question- 
naire completed  by  a health  professional  at  the  time 
of  the  baby’s  birth.  This  tool  identifies  infants  at  risk 
for  hearing  loss  by  means  of  specific  criteria  pre- 


In Memoriam 

1989 

John  Hoyle  Carlock,  Jr.,  MD 

January  19 

Michael  Bailey  McCarty,  MD 

January  22 

Alexander  Shadid,  MD 

February  2 

Moorman  Paul  Prosser,  MD 

February  12 

Robert  Vem  Weger,  MD 

February  18 

William  Lawrence  Bond,  MD 

March  26 

Mary  Edna  Sippel,  MD 

April  10 

Ruben  Hilton  Mayberry,  MD 

April  20 

Norman  Eugene  Deambarger,  MD  May  6 

Gordon  Kent  Jimerson,  MD 

May  6 

Orville  McClure  Woodson,  MD 

May  11 

Robert  Sears  Davis,  Jr.,  MD 

May  13 

James  Richard  Riggall,  MD 

May  30 

Howard  Choice  Martin,  MD 

July  23 

D.  Evelyn  Miller,  MD 

July  30 

Nevin  Wilson  Dodd,  MD 

July  31 

Alwyn  Travers  Komblee,  MD 

August  7 

Edward  Keats  Norfleet,  MD 

August  13 

Wayman  Jackson  Thompson,  MD 

September  20 

Rheba  L.  Huff  Edwards,  MD 

September  30 

George  Harry  Garrison,  MD 

October  5 

Monroe  Ruework  Jennings,  MD 

October  27 

Edmund  Gordon  Ferguson,  MD 

November  17 

Don  Lee  Dycus,  MD 

December  6 

Sylvester  Robert  Shaver,  MD 

December  16 

sented  in  the  child’s  family  history  and/or  present 
during  the  antepartum,  intrapartum,  and  postpar- 
tum course.  An  infant  may  be  at  risk  for  hearing 
impairment  if  a positive  response  is  noted  to  one  or 
more  of  these  risk  factors:  familial  history  of  child- 
hood hearing  loss,  congenital  perinatal  infection, 
anatomic  malformation  of  the  head  or  neck,  low 
birth  weight,  severe  asphyxia,  hyperbilirubinemia, 
or  serious  illness  at  birth. 

When  the  infant  is  approximately  4 months  old, 
a computer  generated  notice/response  card  is  sent  to 
parents  of  at-risk  infants.  This  notice  recommends 
that  the  baby’s  hearing  be  evaluated  and  that  such 
an  assessment  be  scheduled  with  their  physician,  an 
audiologist  or  speech  and  hearing  facility,  or  their 
local  county  health  department.  A card  listing  a 
statewide  toll-free  800  telephone  number  is  now 
included  with  the  parent  notification  packet. 
Families  may  call  1-800-766-2223  if  they  have  ques- 
tions regarding  either  the  notice  or  their  infant’s 
hearing.  The  telephone  is  answered  by  NHSP  person- 
nel with  a pediatrician,  audiologist,  speech/language 
pathologist,  and  other  health  professionals  available 
to  respond  to  calls. 

In  early  1990,  a revised  Newborn  Hearing  Screen- 
ing Questionnaire  will  seek  the  name  and  address 
of  the  at-risk  infant’s  attending  physician.  When  the 
baby  is  approximately  3V2  months  old,  and  just  prior 
to  notification  of  the  family,  the  physician  will 
receive  a notice  which  includes  the  infant’s  name  and 
birthdate  as  well  as  the  mother’s  name  and  address. 

It  also  will  list  the  risk  factors  present  at  the  time 
of  birth.  The  physician  may  retain  this  notification 
and  at  the  time  of  the  infant’s  next  office  visit, 
discuss  the  importance  of  having  the  baby’s  hearing 
evaluated.  The  physician  also  may  encourage  the 
family  to  return  the  self-addressed  and  stamped 
parent  notification/response  card  when  the  child’s 
hearing  status  has  been  determined. 

The  NHSP  maintains  an  updated  referral  and 
resource  directory  which  lists  facilities  that  provide 
comprehensive  audiologic  and/or  otologic  assessment 
and  management  for  infants  identified  as  at  risk  for 
hearing  loss.  Questions  regarding  referrals  or  the 
program  are  invited.  Physicians  may  contact  the 
program  by  calling  the  Pediatrics  Division,  (405) 
271-4471,  or  the  new  NHSP  toll-free  number,  1-800- 
766-2223.  m 
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The 


Sign  of  Life 


The  Oklahoma 
Organ  Sharing  Network 


For  a free  brochure,  donor  card  or  more  information,  please  call  or  write  today. 
5801  N.  Broadway,  Suite  301,  Oklahoma  City.  Oklahoma  73118,  (405)  840-5551 


OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  M.D.*  John  S.  Chaffin,  M.D.* 

David  W.  Vanhooser,  M.D. 

*Diplomates  American  Board  of  Thoracic  and  Cardiovascular  Surgery 
*Diplomates  American  Board  of  Surgery 

Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 

3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 

(405)  945-4278  1 -800-522-6525 

24  Hour  Referral  and  Consultation 
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These  physicians  and  their  staffs  enjoy  the  many  benefits  of  UPAL  membership  from  group  purchasing  of  supplies  to  a variety  of 
financial  services,  such  as  pension  and  nonpension  investment  options. 


Adelson,  Stephen,  M.D. 
Akers,  David,  M.D. 
Alexander,  John  R.,  M.D. 
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Drabek,  Greg,  M.D. 
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Gawey,  Steve,  M.D. 
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Gilliland,  Stephen  R.,  M.D. 
Gist,  Joel  K„  M.D. 

Given,  Richard  J.,  M.D. 

Goen,  Rayburne  W.,  Sr.,  M.D. 
Gold,  Robert  M.,  M.D. 
Goldenstern,  Linda,  M.D. 
Gordon,  Richard,  M.D. 
Graham,  H.C.,  Jr.,  M.D. 
Graham,  H.  Vondale,  M.D. 
Gray,  J.  Robert,  M.D. 
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Off  Duty 


Confessions  of  a Bicycle  Junkie 

by  Robert  B.  Zumwalt,  MD 

There  are  six  bicycles  in  my  garage.  While  this  is 
not  as  many  as  my  doctor  friend  Fred  Weber  has  in 
his  garage,  it  is  still  lots  of  bicycles. 

My  brother  Jerry  (who  usually  rides  most  of  the 
annual  week-long  Tiilsa  World  “Free  Wheel  ride” 
across  Oklahoma  with  my  wife  and  me)  says  that  we 
are  bike  fanatics.  He  knows  us  well,  so  I should  not 
argue.  Still,  fanatic  seems  like  a strong  term.  En- 
thusiastic, yes;  fanatic,  I don’t  know. 

I got  my  first  bike  when  I was  about  10  years  of 
age.  I earned  it  selling  the  Saturday  Evening  Post 
and  other  Curtis  publications.  I sent  off  a small 
amount  of  money  and  lots  of  “brownies”  and  waited 
seven  or  eight  of  the  longest  weeks  I have  ever 
known.  When  it  arrived,  I learned  by  trial  and  error 
to  ride,  and  then  I was  off. 

I was  free. 

Until  that  time,  my  parents  always  knew  where 
I was,  but  with  my  bike  I could  go  almost  anywhere 
in  towm  and  be  back  in  less  time  than  it  would  take 
for  them  to  be  worried. 

Now,  52  years  later,  I still  get  that  feeling  of 
freedom  and  exhilaration  when  I push  off  on  my 
racing,  touring,  or  all-terrain  bike.  I find  that  I am 
in  contact  with  my  surroundings,  seeing,  smelling, 
hearing,  feeling  the  air  as  I fly  through  it.  I’ve  always 
enjoyed  active  sports  such  as  skiing,  sailing,  and 
hiking,  and  I find  that  biking  gives  me  the  best 
sensations  of  all. 

On  our  first  bike  tour  in  Europe  we  rode  from 
Munich  to  Vienna  by  way  of  Salzburg,  and  it  misted 
or  rained  lightly  for  four  days.  But  I was  happy.  It 
was  cool,  my  pancho  kept  me  mostly  dry  (happy 
bikers  sweat),  and  the  scenery  was  lovely. 

As  we  were  approaching  the  Swiss  border,  a large 
tour  bus  blew  past  me,  its  windows  fogged  over  and 
the  people  inside  warm-looking  blurs.  My  first 
thought  was  how  unfortunate  those  people  were 
being  “trapped”  inside  that  bus  until  I realized  that 
they  must  think  me  an  idiot  and  when  I laughed 
about  this,  I was  glad  they  were  well  down  the  road 
because  I knew  they  would  not  understand. 

Since  that  trip  five  years  ago,  we  have  returned 
to  Europe  three  times  to  ride  in  Germany,  Switzer- 
land, Italy,  France,  Holland,  and  Luxembourg.  We 
also  have  hiked  in  New  Zealand  for  three  weeks,  and 
in  about  half  of  the  states  in  the  United  States. 


Bob  Zumwalt  (left)  and  his  wife,  Marilyn,  led  the  Oklahoma 
Bicycle  Society's  "Grand  Tour"  in  June  1989.  This  drawing 
was  presented  to  them  by  the  OBS  in  appreciation  for  their 
efforts. 

We  even  took  our  all-terrain  bikes  on  a cruise  to 
the  Caribbean  and  the  Panama  Canal,  and  enjoyed 
riding  on  several  of  the  islands.  The  tour  director 
would  not  let  us  get  off  the  boat  in  Panama.  He  said 
that  we  didn’t  have  the  right  kind  of  bike  for  that 
country,  and  when  I asked  what  kind  of  bike  we 
would  need,  he  said,  “One  with  a rear  gunner.” 

I enjoy  riding  alone,  but  I enjoy  riding  with  others 
even  more.  The  people  at  bicycle  events  are  interest- 
ing, open,  and  fun.  They  range  in  age  from  the  teens 
to  the  70s,  but  whatever  their  age,  they  act  young. 

I and  many  of  the  more  enthusiastic  riders  have 
found  that  biking  helps  prevent  depression  and 
irritability.  Regularly  riding  fairly  long  distances, 
40  to  60  miles,  makes  us  feel  better.  Biking  is  fun 
and  sociable. 

I think  biking  fits  in  with  cross-country  skiing, 
square  dancing,  and  aerobic  exercise  as  an  enjoyable 
physical  fitness  activity,  but  it  is  more  available  and 
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Bicycle  Junkie  (continued) 

easier  to  fit  into  a schedule.  It  is  certainly  gaining 
in  popularity. 

If  you  haven’t  ridden  a bicycle  recently,  or  if 
you’ve  never  ridden  a “really  good”  bike,  then  you 
will  be  surprised  how  much  they  have  changed  and 
how  well  they  work.  Like  using  a tennis  racket  or  a 
golf  club,  you  have  to  practice  before  the  proper 
biking  technique  will  become  natural  to  you. 

A good  bicycle  will  cost  about  $400,  and  you  still 
get  value  up  to  a thousand  dollars.  After  that  the 
bikes  get  prettier  (to  one  knowledgeable  about  the 
subject),  but  they  don’t  get  much  better.  This  is  cheap 
if  you  ride,  but  too  much  if  you  are  going  to  let  the 
tires  rot  in  the  garage.  Still,  you  won’t  enjoy  riding 
as  much  unless  you  have  a good  bicycle. 

More  important  than  price,  however,  is  having  a 
bicycle  that  is  the  proper  size  for  you  (most  people 
get  bikes  that  are  too  large)  and  a dealer  that  will 
help  you  maintain  the  bike  until  you  learn  how.  I 
can  barely  change  a tire  on  my  car,  but  I can  take 
my  bike  apart  and  put  it  back  together  (I  don’t, 
because  the  guys  at  the  shop  can  do  it  twice  as  fast, 
and  much,  much  cheaper,  but  I can).  Knowing  this 
gives  me  a feeling  of  security  and  pleasure. 

Most  of  the  people  I know  who  enjoy  biking  have 
wives  who  also  enjoy  biking.  Sometimes  the  wife  is 
the  better  biker,  but  if  she  is  significantly  slower 
than  her  husband,  she  can  almost  always  find  some- 

Reaction  Time 

Enid  physician  enjoys  editor's 
tale  of  war  and  remembrance 

To  the  Editor:  Thank  you  for  your  editorial  [“A  Cold 
December  Night”]  in  the  December,  1989,  issue  of 
the  Journal  of  the  Oklahoma  State  Medical  Associ- 
ation. 

Your  recalling  “this  rustic  event”  and  sharing  it 
with  the  readers  of  the  Journal  was  truly 
heartwarming.  Despite  all  the  intrusions  from  gov- 
ernment and  other  third  parties  too  numerous  to 
count,  the  opportunities  we  as  physicians  have  for 
service  to  our  fellow  man  are  truly  unique. 

Thanks  for  the  reminder. 

— David  S.  Russell,  MD 
Enid 


one  who  rides  at  her  speed.  I enjoy  riding  with  my 
wife,  Marilyn;  we  ride  together  about  half  the  time, 
but  we  both  enjoy  riding  with  other  riders,  also. 

Our  overseas  tours  have  been  of  the  deluxe  type, 
with  stopovers  in  good  and  interesting  hotels  with 
excellent  meals.  These  tours  attract  the  older  and 
more  affluent  riders,  often  physicians.  Most  of  the 
people  on  these  tours  have  been  from  either  the  east 
or  west  coast. 

Marilyn  and  I have  ventured  into  the  bicycle  tour 
business  ourselves.  A year  ago  we  worked  up  a bike 
tour  on  the  Natchez  Trace  and  convinced  eleven  of 
our  biking  friends  to  share  expenses.  This  last  June 
we  planned  and  led  the  annual  tour  for  the  Okla- 
homa City  bike  club  into  and  over  the  northern 
Ozark  Mountains.  Several  of  the  people  in  the  group 
said  it  was  the  best  tour  they  have  ever  had,  but  they 
may  have  just  been  thankful  to  get  out  of  the  hills. 

Who  knows,  someday  I may  even  stop  practicing 
medicine  and  do  touring  full  time.  When  I do,  you 
can  say  you  knew  me  when  I was  just  a doctor. 

[Dr  Zumwalt  is  a family  practitioner  in 
Tecumseh.]  (J) 


CALL  FOR  RESOLUTIONS 

All  resolutions  to  be  presented  to  the 
Oklahoma  State  Medical  Association 
House  of  Delegates  Annual  Meeting  must 
be  received  in  the  executive  offices  no 
later  than  thirty  (30)  days  prior  to  the 
meeting.  This  year’s  meeting  will  be 
May  3-5,  1990,  at  the  Marriott  Hotel 
in  Oklahoma  City. 

County  medical  societies  or  individuals 
wishing  to  submit  resolutions  should 
mail  them  to  OSMA,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118. 
Should  you  need  assistance  in  drafting 
such  resolutions,  please  contact 
the  executive  offices. 

RESOLUTIONS  MUST  BE  SUBMITTED 
ON  OR  BEFORE  APRIL  2,  1990 
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Therapeutics  in  the  Elderly.  By  Jeffrey  C. 
Delafuente  and  Ronald  B.  Stewart.  Baltimore:  The 
Williams  and  Wilkins  Co.,  1988.  Pages  352.  Price  not 
given. 

The  approach  used  in  this  book  is  very  appealing. 
The  text  is  divided  into  two  major  parts: 

Part  I consists  of  seven  chapters  and  is  an  excel- 
lent introduction  to  the  social,  psychological,  and 
medical  aspects  of  aging.  The  first  chapter  is  a 
general  review  of  the  physical  and  biological  changes 
associated  with  aging  and  provides  the  reader  with 
152  references.  Each  of  the  chapters  is  very  well 
done.  There  are  some  minor  omissions,  perhaps 
deliberate,  but  the  book  also  contains  two  excellent 
additions  not  found  in  enough  textbooks  concerning 
the  elderly:  the  chapter  on  long-term  care  facilities 
and  pharmacy  services,  and  another  chapter  on 
alternatives  to  institutionalization. 

Part  II  deals  with  drug  absorption,  disposition, 
response,  and  toxicity  in  a very  thorough  fashion. 
The  other  16  chapters  of  Part  II  are  devoted  to  disease 
manifestations,  pathophysiology,  etiology,  and  treat- 
ment involving  different  organs  and  organ  systems 


patterned  in  the  classical  medical  format.  This  book 
thus  broadens  the  reader’s  knowledge  regarding  the 
physiology  of  aging,  problems  of  the  aged,  and 
manifestations  of  dieases  in  the  elderly,  as  well  as 
an  in-depth  approach  to  the  therapy  of  the  problems. 
Therapeutics  in  the  Elderly  is  likely  to  find  its  place 
as  a textbook  for  students,  physicians  in  training, 
and  practitioners  interested  in  the  care  of  the  elderly. 

— John  A.  Mohr,  MD 
Oklahoma  City 


Tough  Decisions.  A Casebook  on  Medical 
Ethics.  By  John  M.  Freeman  and  Kevin  McDonnell, 
New  York:  Oxford  University  Press,  1987.  Pages  181. 
Price  not  given. 

The  authors  provide  a casebook  for  the  study  and 
discussion  of  ethical  issues  exemplified  through  a 
wide  spectrum  of  disease  states.  Ages  of  the  patients 
range  from  newborns  to  83  years  old  and  problems 
vary  from  a newborn  with  hydranencephaly  to  the 
elderly  with  cardiac  arrest. 

Thirteen  chapters  presenting  challenges  in  med- 


AT  AN  AUTHORIZED  Mercedes-Benz  dealer,  you'll  never  see  change  for  the  sake  of 
change.  Which  makes  the  300  Class  for  1990  all  the  more  remarkable. 

There's  enhanced  styling  outside.  An  inviting  new  richness  inside.  And  a safety 
feature  that’s  very  reassuring.  For  the  first  time  you  can  get  a 300  E Sedan 
or  300 TE  Wagon  with  4MATIC — the  Mercedes-Benz  fully  automatic 
all-wheel-drive  system. 

Take  a look  at  one  now.  LIKE  NO  OTHER  DEALERS  IN  THE  WORLD. 


MERCEDES-BENZ  JAGUAR 

1225  N.  BROADWAY 

r 1989  Authorized  Mercedes-Benz  Dealers 


MOTORS  INC. 


VOLVO 

OKLAHOMA  CITY  (405)  236-1224 
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Why  PLICO  Health?  PLICO  Health  Offers  You 
Guaranteed  Continued  Insurability  and  . . . 


Nine  Out  of  Ten 
Choose 
PLICO 


Nine  out  of  ten  physicians  in  Oklahoma  choose  Physi- 
cians Liability  Insurance  Company  for  their  professional 
liability  coverage.  The  tenth  probably  wishes  he  had 
also.  PLICO  provides  you  the  best  professional  liability 
insurance  in  the  country.  PLICO  Health  provides  you, 
your  family,  and  your  staff  the  best  health  insurance.  To 
find  out  more  about  the  advantages  of  PLICO  Health, 
give  us  a call.  One  of  our  experienced  insurance 
specialists  will  be  happy  to  provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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ical  and  moral  decision  making  are  followd  by  one 
describing  applied  ethical  theory  and  a chapter 
outlining  a process  approach  to  moral  decision 
making. 

The  reader  is  cast  in  the  role  of  decision  maker, 
and  the  evolution  of  both  medical  events  and  ethical 
dilemmas  follows  from  decisions  offered  by  the 
reader. 

This  book  is  not  a compendium  of  bioethics;  focus 
remains  on  the  decision  maker  and  emphasizes  that 
the  virtue  of  the  decision  lies  in  the  process  by  which 
it  is  made. 

— Dixon  N.  Burns,  MD 
Tulsa 


Deaths 

Don  Lee  Dycus,  MD 
1929  - 1989 

Former  Norman  physician  Don  Lee  Dycus,  MD,  died 
December  6,  1989,  in  Morrilton,  Ark.  A native  of 
Sulphur,  he  served  with  the  US  Navy  from  1946  to 
1950.  Dr  Dycus,  an  obstetrician-gynecologist,  earned 
his  medical  degree  from  the  University  of  Oklahoma 
in  1957  and  established  his  practice  in  Norman  a 
year  later.  He  moved  to  Morrilton  in  August  1989. 

Monroe  Ruework  Jennings,  MD 
1921  - 1989 

Monroe  R.  Jennings,  MD,  Claremore,  died  October 
27,  1989.  A family  practitioner,  Dr  Jennings  was 
bom  in  Beckley,  WV.  He  served  as  a medic  with  the 
US  Coast  Guard  during  World  War  II  and  in  1950 
was  graduated  from  Duke  University  School  of 
Medicine,  Durham,  NC.  A diplomate  of  the  American 
Academy  of  Family  Practice,  Dr  Jennings  moved  to 
Claremore  in  1955. 


HARRISON 
ASSOCIATES,  INC. 

Established  1958 


Business  Consultants 
To  The  Medical  Profession 


Doane  F.  Harrison,  CPA  Sharon  Adkins,  Consultant 
Frank  R.  Peck,  CPA  Specialist  in  Medicare  and 

Insurance  Reimbursement 


Phone  (405)  329-3110 
1-800-522-3441 
•101  East  Gray 
Norman,  Oklahoma  73069 


OMPAC  & AMPAC  Workshop 
Constituent  Skills/Politieal  Education 

“A  Player’s  Guide  to  Political 
and  Legislative  Action" 

Wednesday,  March  7,  1990,  Oklahoma  City, 
Waterford  Hotel  or  Thursday,  March  8,  1990, 
Tulsa,  Doubletree  Inn.  8 AM  to  4:30  PM. 

Don't  delay,  register  today.  Call  OSMA. 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to;  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Sylvester  Robert  Shaver,  MD 
1905  - 1989 

OSMA  Life  Member  Sylvester  R.  Shaver,  MD,  died 
December  16,  1989.  A retired  Oklahoma  City 
otolaryngologist,  Dr  Shaver  was  bom  in  Quinton, 
Okla,  and  was  a 1937  graduate  of  the  University  of 
Oklahoma  School  of  Medicine. 


Physicians  Wanted 


INTERNIST  FOR  NEBRASKA.  A growing  regional  medical 

center  in  Nebraska  seeks  an  internist  to  complement  a group  of 
highly  qualified  peers.  Modem,  progressive  hospital  will  purchase 
equipment  as  needed.  Competitive  compensation  package  in- 
cludes malpractice.  Regional  community  for  recreation,  culture 
and  shopping.  Call  Gwyneth  Anderson  at  800-221-4762.  E.G.  Tbdd 
Associates,  535  Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 

( continued ) 
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Physicians  Wanted  (continued) 


PHOENIX  AREA:  Behavioral  Health  Program  seeking  ad- 
ditional adult  psychiatrist.  Center  provides  child  through  adult 
inpatient,  outpatient  and  partial  hospitalization,  adult  and  adoles- 
cent CD.  Fee-for-service  with  shared  call,  or  association  with  exist- 
ing staff  are  options.  Hospital  provides  competitive  financial 
support.  For  more  information,  call  Greg  Peterson,  E.G.  Todd 
Associates,  at  (800)-776-7330  or  collect  (913)-341-7806. 


AN  ALTERNATIVE  FOR  THE  ELDERLY 
A RESPITE  FOR  THE  CARETAKER 

Adult  Day  Care 
Scheduled  Activities 


RADIOLOGIST  FOR  MIDWEST.  Progressive  hospital  in 

Kansas  with  CT  SCAN,  mobile  ultrasound  and  mammography 
seeks  radiologist.  Income  guarantee  provided.  Projected  revenues 
exceed  $200,000.  All  insurances  paid.  One  hour  from  two  cities 
with  both  offering  cultural  and  educational  amenities.  Call 
Gwyneth  Anderson  at  800-221-4762.  E.G.  Todd  Associates,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 


REGIONAL  ORTHOPEDIC  PRACTICES.  Lucrative  ortho- 
paedic practices  available  with  several  midwestem  regional  med- 
ical centers.  Unique  opportunities  with  highly  competitive  start 
up  compensation  packages  which  include  income  guarantees,  paid 
malpractice  and  moving  allowance  along  with  additional  desirable 
benefits.  These  are  modern  facilities  with  excellent  peer  associa- 
tion and  up  to  date  surgical  equipment.  Several  locations  avail- 
able! Call  Gwyneth  Anderson  at  800-221-4762  or  write  to  E.G. 
Todd  Associates,  535  Fifth  Avenue,  Suite  1100,  New  York,  NY 
10017. 


WANTED:  Two  orthopedic  surgeons,  with  or  without  sub- 
specialty training,  who  enjoy  general  orthopedics,  to  join  a multi- 
specialty group  of  nineteen.  (No  Fellows  in  town  at  present.)  This 
Kansas  community  of  40,000  close  to  a metropolitan  area,  has 
been  designated  medically  underserved  in  orthopedics.  Excellent 
clinic  facilities  with  physical  therapists  in-house.  Call  Jo  Grimm 
1-800-638-6942. 


General  Surgery/Family  Practice  — Well  established  prac- 
tice, located  in  southern  Oklahoma  near  Texas  border  with  gross 
collections  in  excess  of  $800,000.  Full  x-ray  and  lab.  1 FP  and  1 GS 
planning  their  retirement  — seeking  physician(s)  interested  in 
purchasing  practice.  Both  doctors  willing  to  remain  working  in 
practice.  Contact  Karen  at  1-800-933-0911  or  reply  Practice 
Dynamics,  P.O.  Box  821398,  Houston,  TX  77282. 


Oklahoma,  Ada:  Emergency  staff  position  in  well-equipped 

Valley  View  Regional  Hospital.  Annual  ED  volume  is  12,000.  Open 
24  hours/seven  days  per  week.  We  offer  competitive  remuneration, 
occurrence  malpractice  insurance  coverage,  CME,  licensing,  and 
certification  reimbursement.  Will  need  ACLS.  Ada  is  80  miles  from 
Oklahoma  City  and  has  a population  of  35,000.  Oklahoma  East 
Central  University  is  nearby.  Contact  Ron  Hamilton,  Spectrum 
Emergency  Care,  Inc.,  P.O.  Box  27352,  St.  Louis,  MO  63141;  1-800- 
325-3982,  ext.  3049. 


Oklahoma,  Elk  City:  Full-time  emergency  medicine  oppor- 
tunity available.  78-bed  community  hospital.  Department  open  24 
hours/seven  days  with  an  annual  volume  of  5,000.  Physician  sees 
an  average  15  patients  per  day.  Attractive  package  includes  funds 
for  CME,  licensing,  and  certification  reimbursement,  plus  occur- 
rence malpractice  insurance.  ACLS  requirement.  Elk  City  is  about 
two  hours  from  Oklahoma  City  on  Interstate  40.  Contact  Ron 
Hamilton,  Spectrum  Emergency  Care,  Inc.,  PO.  Box  27352,  St. 
Louis,  MO  63141;  1-800-325-3982,  ext.  3049. 


BC  M.D.  Gen  Surg  and  BC  D.O.  GP  desire  BC  M.D./D.O.  FP 

to  form  prof  assn.  Must  do  OB.  Female  preferred.  1st  yr  guarantee 
175K  gross  should  net  150K.  Respond  with  C.V.  to  Box  267,  Fred- 
erick. Oklahoma  73542. 


Nutritious  Meals  & Snacks 
R.N.'s  on  Call 
Consulting  Physicians 
Transportation  Assistance 
35  Years  Geriatric  Care  Experience 


BELLEVUE 
DAY  CENTER 


6430  North  Portland 


Oklahoma  City,  Oklahoma  731 16 


For  a free  initial  consultation,  call  843-61  16 


OKLAHOMA  LUNG  FUNCTION 
LABORATORY,  INC. 

R.J.  Dougherty,  MD 

□ Oxygen  saturation  by  oximetry 
(To  meet  Medicare  criteria  for 
continued  reimbursement  for  home 
oxygen  use) 

□ Arterial  blood  gas  analysis 

□ Clinical  spirometry 

□ Lung  volumes 

□ Diffusing  capacity 

□ Diagnostic  skin  testing 


1111  North  Lee,  Pasteur  Building  224 
235-3338  235-1701 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)  631-4263 


f/*  SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ y A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

rpi  SOUTHERN  PLAINS 

OBSTETRICS  AND 

UROLOGY 

PLASTIC  & RECONSTRUCTIVE 

JJ  MEDICAL  CENTER  Chickasha 

GYNECOLOGY 

K T Varma,  M D 

SURGERY  (Part-time) 

2222  Iowa  — 224-8111 

Nancy  W Dever,  M D 

E C.  Duus,  M D 

Alan  J Weedn,  M D 

ORTHOPEDIC  SURGERY 

FAMILY  PRACTICE 

David  Rumph,  M D 

J.E.  Winslow,  M.D. 

ONCOLOGY  (Part-time) 

J W McDomel.  M D 

Bill  Ohl,  PA. 

R G Ganick,  M D 

J 0 Wood.  Jr.  M D 

NEUROLOGY  (Part-time) 

L M Bowen,  M D 

Andrew  Gin,  M D 

CLINICAL  PSYCHOLOGY 

INTERNAL  MEDICINE 

J.M.  Ross,  Ph  D. 

rp* 1 SOUTHERN  PLAINS 

WS  Harrison.  M D 

GENERAL  & 

J U MEDICAL  CENTER  / Duncan 

D L Stehr.  M D 

VASCULAR  SURGERY 

RADIOLOGY 

2515  West  Elk  — 252-6080 

Don  R Hess,  M D 

Linda  M.  Johnson,  M.D. 

T.J.  Williams,  M.D 

R L Jenkins,  M D 

Virginia  L.  Harr,  M.D 

FAMILY  PRACTICE 

L V.  Deck.  M D 

Myra  Campbell.  PA. 

SPEECH  PATHOLOGY 

Christopher  M Herndon,  M D 

R C Talley,  M D 

Colette  Ellis,  M Ed.,  C.C.C.  Jeff  Jones,  M.D 

THORACIC  & 

CARDIOLOGY 

VASCULAR  SURGERY 

DERMATOLOGY 

ALLERGY  (Part-time)  * 

Joe  T Bledsoe.  M D 

Paul  B Loh,  M.D. 

Linda  A.  Reinhardt,  M.D. 

R E Herndon,  M D 

GASTROENTEROLOGY 

OPHTHALMOLOGY 

ALLERGY 

rM  SOUTHERN  PLAINS 

C.K.  Su,  M D 

John  R.  Gearhart,  M.D 

R E.  Herndon,  M D 

J AMBULATORY  SURGERY  CENTER 

W.S.  Harrison,  M D 

2222  Iowa  — Chickasha,  OK 

PEDIATRICS 

ANESTHESIOLOGY 

MEDICARE  Approved 

R E Herndon.  M D 

T.  Gowlikar,  M.D 

PHYSICAL  MEDICINE 

E Ron  Orr.  M D 

Gideon  Lau,  M D. 

& REHABILITATION 

ADMINISTRATION 

J.E.  Freed,  M D 

M M.  Vaidya,  M D. 

Kumudini  Vaidya,  M.D 

James  W Loy 

Pilar  Escobar,  M D 

Daniel  N.  Vaughan 

Donald  F Haslam.  M D 

ACUTE  CARE  & 

NEUROSURGERY  (Part-time) 

OCCUPATIONAL  MEDICINE 

R E.  Woosley,  M.D. 

C.R.  Gibson,  M D 
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Orthopedic  & Arthritis  Center 


McBride  clinic,  inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
"Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
"J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Low,  MD,  FACS 
"Thomas  C.  Howard,  MD,  FACS 
"David  L.  Holden,  MD,  FACS 
"Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
"Jon  W.  Blaschke,  MD 
"R.  Eugene  Arthur,  MD 
"Larry  G.  Willis,  MD 
"Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

"Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


mm »m 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

adults  and  children. 

2./  Founded  1925 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MDf* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDf° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDf° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

John  S.  Irons,  MDJ° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  f* 

Mercy  Doctors  Tower 

James  R.  Claflin,  MDJ° 

4200  W.  Memorial  Rd.,  Suite  112 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 

George  L.  Winn,  MDt 

Baptist  Medical  Plaza  North 

3433  N.W.  56th,  Suite  870 

t Diplomate  American  Board  ot  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

* Diplomate  American  Board  of  Internal  Medicine 

(405)  235-0040 

Diplomate  American  Board  ot  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

One  of  24  regional  heart  transplantation  centers  in  the  country, 
and  the  only  one  in  Oklahoma  to  earn  Medicare  certification. 


- Nazih  Zuhdi,  MD  - 

DIRECTOR 

Transplant  Surgeon-in-Chief 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
Dimitri  Novitzky,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 

Research 

Ye  Yong 

Yukifusa  Yokoyama 
Thomas  Snow,  PhD 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 


SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 

Ada,  Oklahoma 


MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 


FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 

Ponca  City,  Oklahoma 


PATHOLOGY  ASSOCIATES 
OF  LAWTON 

Lawton,  Oklahoma 


SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 

McAlester,  Oklahoma 


MIDWEST  CITY 
PATHOLOGY,  INC. 

Midwest  City,  Oklahoma 


PATHOLOGY,  INC 

Stillwater,  Oklahoma 


Medical  Arts  Laboratory 
Associated  Regional 
and 

University  Pathologists,  Inc. 

For  Information  Call 
(405)  239-7111  or 
1 (800)  REF-LAB  1 


OKLAHOMA  UROLOGY  CENTER 

CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 


TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


Jj—  The  Bethany 
C\  Pavilion 

ADULT,  ADOLESCENT 
AND  CHILD  PSYCHIATRY 


Thomas  W.  Lucas,  M.D. 
Pamela  G.  Hamilton,  M.D. 
Stephen  B.  Hopper,  M.D. 
Mike  Kampschaefer,  Psy.D. 

7330  N.W.  23rd 
Bethany,  OK  73008 
(405)787-2662 

James  M.  Gilbert,  M.D. 
William  H.  Scimeca,  M.D. 
Jose  Chioco,  M.D. 

Carmen  Warren,  M.D. 
Champa  Ranebenur,  Ph.D. 
7530  N.W.  23rd 
Bethany.  OK  73008 
(405)495-6340 


Nawal  Mishkhas,  M.D. 

1316  South  Cornwell 
Yukon.  OK  73099 
(405)354-8916 

Rebecca  Feliciano,  M.D. 

4614  N.  MacArthur.  #232 
Oklahoma  City.  OK  73122 
(405)787-6060 

Sally  Varghese,  M.D. 

4301  N.W.  63rd.  Suite  #110 
Oklahoma  City.  OK  73116 
(405)840-5270 


7600  N.W.  23rd 
Bethany,  OK  73008 
(405)495-2870 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N 

SARATOGA  P O BOX  849 

SHAWNEE.  OKLAHOMA  74801  / Phone 

405-273-5801 

ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M Bell,  MD- 

Michael  W Butcher,  MD‘ 

T A.  Balan,  MD,  FAAOS' 

William  Phillips,  MD" 

Merle  L.  Davis,  MD 

R M Kamath,  MD,  MS'  (Ortho) 

Robert  G.  Wilson,  MD* 

Larry  D.  Fetzer,  MD 

S M Waingankar,  MD,  MS'  (Ortho) 

Cranfill  K.  Wisdom,  MD* 

GENERAL  SURGERY 

Eldon  V.  Gibson,  MD" 

Frank  H Howard,  MD" 

D A Mace,  MD 

Gary  D Myers,  MD" 

J B Jarrell,  MD' 

OTORHINOLARYNGOLOGY 

INFECTIOUS  DISEASE 

S.  P Shetty.  MD' 

S.  Rishi,  MD',  MS,  FACS 

William  A.  Chapman,  MD 

INDUSTRIAL  MEDICINE 

A M Bell,  MD 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

R.  K.  Mohan,  MD 

David  L.  McBride,  MD* 

W.  J.  Birney 

OBSTETRICS 

PEDIATRICS 

‘Board  Certified 

GYNECOLOGY 

A.  M Bell,  MD' 

Richard  E.  Jones,  MD' 

R.  K.  Mohan,  MD* 

Stephen  E.  Trotter,  MD* 

W.  A.  Chapman,  MD' 

Donald  E.  Loveless,  Jr.,  MD" 

ORTHOPEDIC  ASSOCIATES,  IIMC. 

AIMD 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12 
(405)  947-091 1 


David.  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 


General  Orthopedic  Services 
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A D I O L O G Y 


M \SSOCIATES,  Inc. 

DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 

Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MRI 
Radiation  Therapy 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P 
ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 
MICHAEL  A.  SARTIN,  M.D. 

JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 

DONALD  P.  MUELLER,  M.D. 

CAROL  K.  YATES,  M.D. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N W 56TH,  SUITE  C-10 
TELEPHONE  (405)  945-4750 


204  MEDICAL  TOWER  BLDG 
3141  NORTHWEST  EXPRESSWAY 
TELEPHONE  (405)  848-7741 


206  NORTHWEST  MEDICAL  CENTER  BLDG 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  946-8999 


BAPTIST  HOSPITAL 
TELEPHONE  (405)  949-3202 


DEACONESS  HOSPITAL 
TELEPHONE  (405)  949-6107 


ni^PI 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 


CT  SCAN 

Head 
Spine 
Total  Body 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


OKLAHOMA  HANDc= 
SURGERY  CENTER,  INC 

Carlos  A.  Garcia-Moral,  MD,  FACS 


Kenneth  A.  Hieke,  MD 


405/232-3210 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silversteln,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 


ALLERGY 


ADULT  & ADOLESCENT  ALLERGY 

V.O.  LAING.  MD.  FACP  BOARD  CERTIFIED  ALLERGIST 

Children  & Adults  — Hay  Fever  — Asthma 
Blood  & Skin  Testing 

253  Utica  Square  Medical  Bldg  • 21st  and  Utica 
Tulsa.  OK  74114  • (918)  747-8775 


JAMES  A MURRAY.  MD,  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY,  MD 
Fellow  Amencan  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


OKLAHOMA  ALLERGY  CLINIC.  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 

Robert  S.  Ellis.  MDf  John  R Bozalis,  MDf 

Lyle  W Burroughs,  MDf  John  S Irons,  MDf  ' 

Charles  D Haunschild,  MDf  Warren  V.  Filley,  MDf 

James  H Wells,  MDf  James  R Claflin.  MDf 

Senior  Consultants  George  S Bozalis,  MD;  George  L Winn,  MDt 
t Diplomate  American  Board  of  Allergy  and  Immunology 

* Diplomate  American  Board  of  Internal  Medicine 

* Diplomate  American  Board  of  Pediatrics 


Central  Office  Baptist  Medical  Plaza  N 

750  NE  13th  St  3433  NW  56th 

Okla  City.  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation.  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service),  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 
•J.J  Donnell.  MD  947-2556  "G.L  Homck,  MD  943-8428 
•J.L.  Bressie.  MD  946-0568  A.F  Elliott,  MD  943-8421 
A S Dahr,  MD  947-2321  Gary  Worcester.  MD  943-4134 
•Jan  Voda,  MD  947-1297  Stanley  A Horst.  MD  946-0606 
"Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N W 56th  Oklahoma  City.  Oklahoma  73112 


Galen  P Robbins,  MD 
Williams  S Myers,  MD 
Lawrence  M Higgs,  MD 
Ronald  H White,  MD 


CARDIOVASCULAR  CLINIC 
William  J.  Fors,  MD 
W.  H.  Oehlert,  MD 
Charles  F.  Bethea,  MD 


Fred  E.  Lybrand,  MD 
Mel  Clark,  MD 
Jerome  L.  Anderson,  MD 
Santosh  T Prabhu,  MD’ 


Senior  Consultant:  Wm  Best  Thompson.  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 


BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th.  Suite  400.  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial.  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD.  FAAD 
Special  Interst  in  Skin  Surgery 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC,  INC 


John  L.  Davis,  M D 
3330  N.W  56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Suite  602 


RONALD  W GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City.  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W  56,  Oklahoma  City  (405)  946-5678 


OSMA  toll-free  number 
1-800-522-9452 
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ENDOCRINOLOGY 


M.  GUDE.  MD,  MRCP  (UK).  FACP 
Diplomate.  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  • THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC.  OK  73119  PH:  681-1100 
North  Office  6001  NW  120th  Ct  #6,  OKC.  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS.  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC 
Diplomate,  American  Board  of  Orthopaedic  Surgery 
" Orthopedic  - Sports  - Joint  Surgery 

Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  P.C 
Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  ot  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631  -HAND 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


PEDIATRIC  SURGERY 


E IDE  SMITH,  MD'  WM.  P TUNELL,  MD-  DAVID  W.  TUGGLE,  MD- 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
'American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


RAYMOND  J DOUGHERTY.  MD 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


NORMAN  K.  IMES,  MD 
DENNIS  M PARKER,  MD 
JOHN  E.  HUFF,  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  (405)  949-9400 

Oklahoma  City.  Oklahoma  73112 


RADIOLOGY 


CHET  BYNUM.  MD  GLENNA  YOUNG,  MD 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

13301  N Meridian  Bldg  300  1125  N Porter 

Oklahoma  City.  Oklahoma  73120  Norman,  Okla  73071 

(405)  752-0186  (405)  364-1071 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  . MD.  FACS 


Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 


Phone  405  755-1930 


per  half  inch  per  year. 
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RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City.  Oklahoma  73116 

Practice  Limited  To  CT  Scanning 

V C Tisdal  III,  MO  (405)  848  0075  Rebecca  Goen  Tisdal.  MD 
Diplomates  American  Board  ol  Radiology 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Lloyd  G McArthur,  PhD.  MD  Winfred  L Medcalf,  MD 

Robert  C Troop,  PhD,  MD 
207  C Street  NW  Ardmore,  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G M RAYAN.  MD.  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery. 

Board  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity.  Hand  & Microsurgery 

3433  NW  56th,  Suite  850  Oklahoma  City.  OK  73112 


HOUSHANG  SERADGE.  MD,  FICS 
Diplomate  American  Board  ol  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street.  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S BAJAJ,  MD,  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  Amencan  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  235-6671 

Suite  304  Oklahoma  City.  Okla  73106 


WILLIAM  J FORREST,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


HERBERT  M KRAVITZ,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


UROLOGY 


A de  QUEVEDO.  MD.  Inc 
Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City.  Oklahoma  73103  232-1333 


BARNEY  J LIMES,  MD  FACS 
1211  N Shartel.  Suite  208 
Oklahoma  City.  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr  Suite  300 
Midwest  City,  Okla  73110 
■ Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 


JOSEPH  D PARKHURST,  MD,  FACS 
Diplomate  Amencan  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 


CHARLES  L REYNOLDS.  JR  . MD,  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY.  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 


OSMA  News 

Another  OSMA  member  service 


Now  available 
1990-1991 

OSMA  MEDICAL  DIRECTORY 
Another  OSMA  member  service 


I Okla  State  Med  Assoc,  Vol  83,  February  1990 


93 


OFFICERS  OF  THE  OKLAHOMA 
STATE  MEDICAL  ASSOCIATION 
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Instructions  For  Authors 

Contributions 

Articles  submitted  tor  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  Footnotes,  bibliog- 
raphies, and  legends  for  illustrations  should  be  typewritten, 
double-spaced,  on  separate  sheets.  References  are  to  be 
listed  in  the  order  of  their  appearance  in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

Back  Issues 

Microfilm  copies  of  back  issues  of  the  Journal  can  be  pur- 
chased from  University  Microfilms  International,  300  North 
Zeeb  Road,  Ann  Arbor,  Michigan  48106. 
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Auxiliary 


he  Resident  Physician  and  Medical  Student 
auxiliaries  are,  for  the  most  part,  in  the  back- 
ground of  the  medical  profession.  There  are  probably 
a few  of  you  out  there  who  don’t  realize  these  organi- 
zations exist.  Although  the  resident  physician  and 
medical  student  auxiliary  groups  go  quietly  along 
year  after  year,  they  have  a tremendous  impact  on 
those  involved  in  them. 

The  Medical  Student  Auxiliary  has  been  an 
organized  group  since  1957.  The  late  Mrs  George 
Garrison  (Ann)  began  the  group  and  continued  as 
its  sponsor  until  her  death  a few  years  ago.  She  took 
great  pride  in  this  organization  and  was  a source  of 
wisdom  for  all  the  spouses  who  were  fortunate 
enough  to  meet  her. 

The  Resident  Physician  Auxiliary  began  its 
current  run  in  1983.  It  was  started  by  three  former 
Medical  Student  Auxiliary  members  whose  hus- 
bands started  their  residencies  that  year.  The  group 
has  continued  since  then  with  liaisons  from  the 
Oklahoma  State  Medical  Association  Auxiliary  and 
the  county  medical  auxiliaries.  There  are  resident 
physician  and  medical  student  spouses  active  in 
medical  auxiliary  in  Enid,  Tulsa,  Norman,  and 
Oklahoma  City  with  sponsors  from  the  respective 
county  medical  auxiliaries.  Members  receive  mail- 
ings from  the  AMA  Auxiliary  and  as  a group  are 
involved  in  medical  legislation,  insurance,  billing, 
education,  and  research. 

While  these  groups  have  liaisons/sponsors  from 
their  county  medical  auxiliary,  they  remain  strong 
due  to  member  participation  and  leadership.  These 
spouses  come  from  various  walks  of  life  but  all  have 
at  least  one  common  need:  the  need  for  support  and 
fellowship  from  others  going  through  the  same  trials 
and  tribulations  of  being  the  spouse  of  someone  in 


medical  training.  And  no  one  other  than  a medical 
spouse  can  offer  the  empathy,  understanding,  and 
support  necessary  to  succeed  during  these  high- 
pressure  training  years. 

After  all,  do  you  recall  having  the  patience  and 
energy  after  36  hours  of  “call”  to  come  home  and 
listen  to  your  spouse  tell  of  the  latest  household/ 
career/child-rearing  horror  stories?  Many  of  us 
would  not  have  made  it  through  without  the  support 
of  our  comrades-in-arms. 

As  a result  of  membership  in  the  resident  physi- 
cian and  medical  student  auxiliaries,  many  feel 
more  prepared  for  the  “real  life”  experiences  of  the 
physician  and  are  able  to  deal  more  effectively  with 
the  stresses  and  pressures  experienced  by  a medical 
family.  The  transition  to  county  and  state  auxiliary 
involvement  is  also  much  smoother. 

Our  state  is  fortunate  to  have  strong  resident 
physician  and  medical  student  auxiliaries.  The 
officers  of  these  groups  are  organized,  civic-minded 
leaders  and  are  directing  their  groups  in  a positive 
manner.  Both  groups  are  modelled  after  the  Okla- 
homa State  Medical  Association  Auxiliary,  with 
attention  focused  on  fund-raising,  community  ser- 
vice, and  fellowship.  The  groups  are  supported  finan- 
cially through  membership  dues.  A monthly  meeting 
is  held  with  informational  and  educational  programs 
planned  for  members. 

These  groups  are  stepping  stones  to  the  county 
and  state  levels  of  medical  auxiliary.  They  are  the 
mortar  for  the  bricks  which  make  up  the  building 
known  as  American  Medical  Association  Auxiliary. 
Without  the  mortar,  the  building  cannot  stand. 

— Jan  Sullivan 
RP/MSS  Committee  Chair 
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The  Last  Word 


■ Carl  R.  Bogardus,  Jr.,  MD,  director  of  the 

Division  of  Radiation  Therapy  at  the  University  of 
Oklahoma  Health  Sciences  Center  in  Oklahoma 
City,  has  been  elected  1989-90  president  of  the 
Society  of  Therapeutic  Radiology  and  Oncology. 

■ F.  Daniel  Duffy,  MD,  Tulsa,  was  recently 

named  chair-elect  designee  by  the  Board  of  Gover- 
nors of  the  American  College  of  Physicians  (ACP). 
Dr  Duffy,  ACP  governor  for  Oklahoma  since  1987, 
will  become  chair-elect  at  the  college’s  Annual 
Session  in  April.  In  his  new  position  he  will  serve  as 
vice  chair  of  the  Governor’s  Executive  Committee. 
Dr  Duffy  is  a professor  and  chairman  of  the  Depart- 
ment of  Internal  Medicine  at  the  University  of 
Oklahoma  College  of  Medicine-Tulsa. 

■ The  new  editor-in-chief  designate  of  Otolaryn- 
gology-Head and  Neck  Surgery  is  J.  Gail  Neely,  MD, 
Oklahoma  City.  He  assumed  the  post  last  month  and 
will  serve  for  one  year.  In  January  1991,  he  will  begin 
a three-year  term  as  editor-in-chief  of  the  specialty 
journal.  Dr  Neely  is  chairman  of  the  Department  of 
Otorhinolaryngology  at  the  University  of  Oklahoma 
Health  Sciences  Center. 

■ In  a new  health  policy  brief  entitled  “Impact 

of  AIDS  on  Oklahoma  Hospitals,”  the  Center  for 
Health  Policy  Research  of  the  Oklahoma  Medical 
Research  Foundation  summarizes  the  toll  AIDS  is 
exacting  from  the  state’s  hospitals.  Included  are 
figures  on  incurred  and  projected  losses,  average  per 
patient  charges,  national  and  regional  comparisons, 
and  information  about  distribution  of  funding 
sources  for  patients. 

The  study  found,  for  example,  that  an  average  of 
9.8  patients  with  AIDS  occupied  Oklahoma  hospital 
beds  each  day  in  1988  and  accounted  for  an  estimated 
.125%  of  patient  days  and  .085%  of  all  Oklahoma 
hospital  admissions  in  1988;  net  losses  were  $73  per 
patient  day  and  $850  per  admission.  Copies  of  the 
complete  study  are  available  from  the  Center  for 
Health  Policy  Research  for  a prepaid  fee  of  $10. 

■ Videotapes  of  loss  prevention  seminars  spon- 
sored by  the  Physicians’  Liability  Insurance  Com- 
pany (PLICO)  can  now  be  obtained  on  loan  from  the 
Oklahoma  State  Medical  Association  (OSMA). 
Currently  available  are  “Loss  Prevention  for  Physi- 


cians” by  William  Ginsburg,  MD,  JD;  “Anesthesiol- 
ogy and  Loss  Prevention”  by  Ellison  Pierce,  MD;  and 
“Listening:  A Loss  Prevention  Skill”  and  “Physicians 
Guide  to  Loss  Prevention”  by  OSMA  General  Coun- 
sel Ed  Kelsay.  Additional  titles  will  be  added  in  the 
near  future.  The  tapes  (VHS  format  only)  may  be 
checked  out  for  one  week  at  a time.  Inquiries  should 
be  directed  to  Debbie  Thurmond  at  the  OSMA,  (405) 
843-9571  or  1-800-555-9452. 

■ Earl  S.  Elliott,  Jr.,  MD,  has  been  named  recip- 
ient of  the  Oklahoma  City  Clinic’s  1989  Blesh-Rucks 
Award.  The  annual  award  recognizes  the  outstanding 
personal  characteristics  and  professional  achieve- 
ments of  one  of  the  clinic’s  physicians.  An  internist, 
Dr  Elliott  has  been  with  the  clinic  since  1976  and  is 
now  director  of  the  clinic’s  Managed  Health  Care. 

■ Older  adults  who  want  to  improve  their  driv- 
ing skills  can  do  so  in  a course  being  offered  by  the 
O’Donoghue  Rehabilitation  Institute  (ORI),  Okla- 
homa City,  and  the  American  Association  of  Retired 
Persons.  The  eight-hour  refresher,  entitled  “55 
Alive/Mature  Driving  Course,”  is  designed  to  help 
drivers  50  years  of  age  or  older  improve  their  skills 
and  prevent  traffic  accidents.  A $7  registration  fee 
covers  the  two  half-day  sessions,  all  course  materials, 
and  refreshments.  Graduates  of  the  course,  to  be 
held  March  15  and  16  at  ORI,  are  eligible  for  insur- 
ance rate  reductions.  For  more  information,  call  ORI, 
(405)  271-3692. 

■ Duncan  physician  Robert  J.  Weedn,  MD, 

FACS,  was  recently  elected  president  of  the  Okla- 
homa Chapter  of  the  American  College  of  Surgeons. 
He  is  a graduate  of  the  University  of  Oklahoma 
College  of  Medicine. 

■ A recommendation  to  adopt  the  Investment 

and  Retirement  Program  of  the  American  Medical 
Association  was  tabled  by  OSMA  trustees  in 
November,  rather  than  approved,  as  was  reported  in 
the  January  Journal.  A preliminary  transcription 
of  minutes  from  the  November  19  board  meeting 
showed  the  recommendation  from  the  Council  on 
Member  Services  had  been  approved,  when  in  fact  a 
motion  to  table  was  approved.  The  board  was  to  make 
its  final  decision  at  a later  date.  J) 
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VASOTEC 


ENALAPRIL  MALEATE  MSD 

VASOTEC  is  available  in  2.5-mg.  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC*  (Enalapnl  Maleate  MSDl  is  contramdicateo  m patients  who  are  hypersensitive  lo 
this  product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ot  the  lace  extremities  lips  tongue  glottis  and  or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors  including  VASOTEC  In  such  cases  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlmed  lo  the 
tace  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  lata  Where  there  is  involvement  ot 
the  tongue,  glottis  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy  eg.  subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  0 5 ml),  should  be  promptly  administered  See  ADVERSE 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure  especially  with  Ihe  first 
dose  but  discontinuation  ot  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed  caution  should  be  observed  when  initiating  therapy  iSee  DOSAGE  AND  ADMINISTRA 
TION  ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and'or  death  include  those  with  the  following  conditions  or  characteristics  heart 
failure  hyponatremia  high-dose  diuretic  therapy  recent  intensive  diuresis  or  increase  in  diuretic  dose  renal  dialysis 
or  severe  volume  and/or  salt  depletion  ot  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  vfcOTEC 
in  patients  at  risk  lor  excessive  hypotension  who  are  able  to  tolerate  such  adiustmenls  (See  PRECAUTIONS  Diug 
Interactions  and  ADVERSE  REACTIONS  ) In  patients  at  risk  lor  excessive  hypotension  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  loliowed  closely  lor  the  lust  two  weeks  ot  treatment  and 
whenever  the  dose  ot  enalapnl  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
intarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and  it  necessary,  receive  an  intravenous  mtusion  ot  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ot  VASOTEC  which  usually  can  be  given  without  dilticulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia! Agranulocytosis  Another  ACE  inhibitor  captopnl  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  trequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ot  enalapnl  are  insufficient  to  show  that 
enalapnl  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ot 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapnl  cannot  be  excluded  Periodic  monitoring  ot 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  impaired  Renal  Function  As  a consequence  ot  inhibiting  Ihe  renin-angiolensm-aldosterone 
system  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  head  failure 
whose  renal  function  may  depend  on  Ihe  activity  ot  the  renin-angiolensm-aldosterone  system  treatment  with  ACE 
inhibitors,  including  VASOTEC  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acule 
renal  failure  and/or  death 


In  clinical  studies  m hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapnl  and/or  diuretic  therapy  in  such  patients  renal  (unction  should  be  monitored  during  the 

lust  tew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine  usually  minor  and  transient  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ot  the  diuretic  and  or  VASOTEC  may  be  required 

Evaluation  ot  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 
(unction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
m clmicai  trials  in  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ot  discontinuation  ot  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  failure  hyper- 
kalemia was  observed  in  3 8%  ot  patients,  but  was  not  a cause  tor  discontinuation 
Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency  diabetes  melMus  and  the  concomitant 
use  ot  potassium-sparing  diuretics,  potassium  supplements  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  it  at  all  with  VASOTEC  (See  Drug  Interactions ) 

Surgery  Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension. 
enaTapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  lo  be  due  to  this  mechanism  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 


Angioedema  Angioedema  including  laryngeal  edema  may  occur  especially  following  the  first  dose  ot  enalapnl 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  lace  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  Take  no  more  drug  until  they 

have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  lew  days  ot  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ot  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a tall  in  blood  pressure  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g sore  throat  lever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapnl  is  warranted  This  information 
is  intended  to  aid  in  the  sale  and  effective  use  ot  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 

intended  effects 


Drug  Interactions. 

Hypolension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ot  therapy 
with  enalapnl  The  possibility  ot  hypotensive  effects  with  enalapnl  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  ot  treatment  with  enalapnl  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  alter  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has 
1 stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa  n nates,  calcium-blocking  agents  hydralazine  prazosin  and  digoxm  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  Q , spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  lo  significant  increases  in  serum  potassium  Therefore,  if  concomi- 
fent  use  ot  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  Irequent  monitoring  ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium.  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodiurrrincludrnq  ACE  inhibitors  A few  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  trequently  if  enalapnl  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapnl 
(333  times  the  maximum  human  dose)  Fetotoxicity.  expressed  as  a decrease  in  average  letal  weight  occurred 
n rats  given  1200  mg/kg/day  ot  enalapnl  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
tnalapn  was  not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol 
i mg/kg, day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
. kg/day.  but  not  at  30  mg/kg/day  (50  times  Ihe  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapnl  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that 


show  enalapril  crosses  the  human  placenta  Because  the  risk  ol  letal  toxicity  with  the  use  ol  ACE  inhibitors  has  not 
been  clearly  delmed,  VASOTEC"  (Enalapnl  Maleate  MSO)  should  be  used  during  pregnancy  only  it  Ihe  potential  ben 
efit  lustilies  the  potential  risk  lo  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  to  Ihe  lust  trimester  ol  pregnancy  has  not  been  reported  lo  affect  letal  ouTcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  letus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  atlention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perlusion  with  Ihe  administration  ol  Hurds  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  the  underlying  premalurily 
Nursing  Mothers  Milk  in  lactatmg  rats  contains  radioactivity  following  administration  ot  ,<C  enalapril  maleate  It  is  not 
known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established. 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10  000  patients,  including  over  1000 
patients  treated  for  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients 

HYPERTENSION  The  most  Irequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5.2%).  dizziness 
(4  3%).  andtaligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1  4%).  nausea  (1 4%).  rash  (t  4%),  cough  (1 3%).  orthostatic  effects  (1 2%).  and  asthenia  (11%), 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncondoned  Inals  were  dizzi- 
ness (7  9%),  hypotension  (6  7%),  orthostatic  effects  (2.2%).  syncope  (2  2%).  cough  (2.2%).  chest  pain  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  lhan  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (T8%),  headache  (18%).  abdominal  pain  (1  6%),  asthenia  (1 6%)  orthosta- 
tic hypotension  (1 6%).  vertigo  (1 6%),  angina  pectoris  (1.5%).  nausea  (1 3%)  vomiting  (1  3%).  bronchitis  (1 3%) 
dyspnea  (1 3%).  urinary  tracf infection  (1  3%).  rash  (1 3%),  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
m 0 5%  to  1%  ot  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction, 
rhythm  disturbances,  atrial  fibrillation  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis, 
stomatitis 

Musculoskeletal  Muscle  cramps 

Nervous/Psychiatric.  Depression  confusion  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory : Bronchospasm,  rhmorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  urticaria,  pruritus,  alopecia.  Hushing,  hyperhidrosis 
Special  Senses  Blurred  vision,  taste  alteration.  Jinnitus. 

A symptom  complex  has  been  reported  which  may  include  a posilive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis.  myalgias,  (ever,  serositis.  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity  rash  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  latal  It  angioedema  ot  the  tace.  extremities,  lips,  tongue  glottis  and/or  larynx  occurs  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  of  patients 
following  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  ther- 
apy in  01%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ol  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine reversible  upon  discontinuation  ot  therapy  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  T1%vbLpatiepts. 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2°f-pl  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mearj  decreases  ol  approximately 

0 3 q%  and  1 0 vol  % respectively)  occur  trequently  in  either  hypertension  orArearl  laiiure  patients  treated  witn 

VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  ol  anemia  id&ttSK  In  elmrcil  Inals  less  lhan 
0 1%  ol  patients  discontinued  therapy  due  to  anemia  /'•tTw-'T  "• 

Other  tCausal  Relationship  Unknown)  In  marketing  experience  rare  cases  ot  neutropenia  thrombocytopenra  and 
bone  marrow  depression  have  been  reported  A tew  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deliciency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should  it  possible  be  dis- 
continued tor  two  lo  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS  ) It  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions  ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  efiect  may  dimmish  toward  Ihe  end  ol  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  sail  substitutes  or  potassium- 
sparing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  impairment  The  usual  dose  ot  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mUmm  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/mm  (serum  creatinine  a 3 mg/dL),  the  first  dose  is  2.5  mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily. 

Heart  Failure  VASOTEC  is  indicated  as  ad|unc!ive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC  Ihe  patient  should  be  observed  under  medical 
supervision  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS.  Drug  Interactions ) If  possible  the  dose  ol  the  diuretic  should  be  reduced,  which  may 
dimmish  the  likelihood  ol  hypotension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  Ihe  drug  following  effective  managemenl  ot  the  hypotension  The 
usual  therapeutic  dosing  range  tor  the  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  ellectrve  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV)  patients  were  treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY.  Pharmacodynamics  and  Clinical  Ettects  I Dosage 
may  be  adiusled  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS  ) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  laiiure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  - 1 6 mg/dL.  therapy  should  be  initi- 
aled at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS.  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed,  usually  al  intervals  ol  tour  days  or  more  it  at  the  time  r/i  c r» 

01  dosage  adiuslment  there  is  not  excessive  hypotension  or  significant  deterioration  ot  renal  tunc  iri  ou 

tion  The  maximum  daily  dose  is  40  mg  MERCK 
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For  many 

hypertensive  patients 

THERAPY  THAT  MAY  BE 
AS  SI  LENT  AS 
HYPERTENSION  ITSELF 

VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 
For  a Brief  Summary  of  Prescribing  information, 
please  see  the  last  page  of  this  advertisement 
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Behavioral  Medicine 

271-2453 

Lucien  D.  Rose,  Ph.D. 
William  ].  Shaw,  Psy.D. 
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“I  think  I need  lessons  in  eating!’ 
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Putting  good  dietary  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community,  the 
beef  industry  faced  the  challenge  of 
change  several  years  ago.  We  reaffirmed 
Diet-Health  Principles  that: 

□ Support  a moderate  and 
balanced  consumption  of 
all  foods. 

□ Foster  new  breeding 
and  feeding  techniques 
to  produce  leaner 
animals. 

□ Encourage  retailers  to 
promote  lean  cuts  of  closely 
trimmed  beef. 

This  continuing  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

A lean,  trimmed,  cooked  3-ounce 


serving  of  beef  can  be  included  in  meal 
plans  that  meet  the  dietary  advice  of 
most  leading  health  authorities. 

“Mealstyles”  is  a new  booklet  for 
consumers.  It  provides  practical  lessons 
for  including  beef,  a food  Americans 
truly  enjoy,  in  ways  that  recognize  the 
needs  of  changing  lifestyles  to  control 
total  fat,  saturated  fatty  acids,  dietary 
cholesterol  and  sodium. 

A free  copy  of  “Mealstyles”  is  avail- 
able for  your  review  and  comments 
immediately.  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

When  your  patients  recognize  the 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles”  to  provide  specific 
how-to’s  to  guide  your  patients  in  mak- 
ing moderate,  balanced  food  selections  a 
part  of  their  everyday  eating  styles. 


Please  send  “Mealstyles 
and  the  beef  industry ’s 
Diet-Health  Principles. 


Name. 


Address. 
City 


State  _ 

Mailto:  Oklahoma  Beef  Commission 
312  N.E.  28th 
Oklahoma  City,  OK  73105 


Why  PLICO  Health?  PLICO  Health  Offers  You 
Guaranteed  Continued  Insurability  and  It’s  . . . 


Your 

Insurance 

Company 

PLICO  Health  is  your  insurance  company.  Premiums 
reflect  actual  costs  . . . The  cost  of  claims  plus  manage- 
ment. You  select  the  physicians  who  direct  your  com- 
pany, and  the  PLICO  Health  management  team  is 
always  looking  for  ways  to  improve  your  coverage.  To 
find  out  more  about  the  advantages  of  PLICO  Health, 
give  us  a call.  One  of  our  experienced  insurance 
specialists  will  be  happy  to  provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

PO  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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Professional 

help 

for  health 
professionals. 
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L-rubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROFESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon8  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  1 0 weeks  3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 

bottles  of  100  s NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


SEVEN  WAYS  TO  SHARPEN 
YOUR  MEDICAL  SKILLS. 


The  Army  Reserve  offers  a number  of 
highly  specialized  medical  courses  you  can’t 
always  get  in  civilian  hospitals— with  the  kind 
of  flexibility  your  busy  schedule  demands.  Here 
is  just  a sampling  of  the  unique  training 
programs  available  to  you  in  the  Army  Reserve: 

COMBAT  CASUALTY  CARE  Prepares  you 

for  treating  trauma  patients  in  your  civilian 
career.  Learn  how  to  live,  survive,  and  function 
in  challenging  environments. 

ADVANCED  TRAUMA/LIFE  SUPPORT 


Teaches  you  how  to  treat  trauma  patients  during 
the  critical  first  hour  of  injury.  Sponsored  by  the 
American  College  of  Surgeons. 

ADVANCED  BURN  LIFE  SUPPORT  Teaches 


you  how  to  treat  and  manage  the  unique 
characteristics  of  the  bum  patient.  Sponsored  by 
the  American  Bum  Association. 

ADVANCED  CARDIAC  LIFE  SUPPORT 


Centers  upon  the  treatment  and  life-saving 
intervention  associated  with  the  acute  cardiac 
patient.  Sponsored  by  the  American  Heart 
Association.  v - * I ® | , 

TROPICAL  MEDICINE  Provides  you  with 
advanced  in-depth  training  in  parasitology, 
infectious  diseases  occurring  in  tropical  and 
other  areas  of  the  world,  and  other  related 
topics. 

FLIGHT  SURGEON  Gives  you  a working 
knowledge  of  aviation  medicine  in  a course  that 
offers  opportunities  for  frequent  operational 
flights. 

AVIATION  MEDICINE  Offers  you  a follow-up 
to  the  Flight  Surgeon  course  and  includes  air 
ambulance  operations,  airfield  operations,  and 
aeromedical  research. 

Join  a local  medical  unit  and  serve  as  few 
as  16  hours  a month  and  14  days  of  active  duty 
during  the  year.  The  time  you  serve  can  be 
scheduled  around  your  busy  private  practice. 

You  might  also  have  the  opportunity  to 
participate  in  our  Individual  Mobilization 
Augmentee  Program  and  serve  just  two  weeks 
each  year. 

If  you  would  like  more  information  about 
these  or  other  medical  opportunities,  or  would 
like  to  be  contacted  by  an  Army  Reserve 
physician,  call  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
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For  treatment  of  diabetes: 
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With  Human  Insulin 
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Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 
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human  insulin 
[recombinant  DNA  origin] 
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COMMITTEDTO 

/^EXCELLENCE 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Rex  Powell  Douglas 


Taryn  Y.  Griffith 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 


Working  today  for  a healthier  tomorrow 


Editorial 


Dawn  in  the  East 

Many  historic  human  events  evolve  so  slowly  that 
years  may  pass  before  their  significance  is  ap- 
preciated. But  in  the  autumn  of  1989,  in  eastern 
Europe,  six  communist  governments  in  a few  short 
weeks  abandoned  their  monolithic  party  control  of 
their  nations.  Triggered  by  economic  problems  and 
assisted  by  the  miracle  of  instant  modem  communi- 
cations, these  momentous  events  were  immediately 
recognized  by  the  whole  world  as  a thunderous 
signal  of  markedly  improved  relations  between 
millions  of  captive  people  and  their  governments. 

The  practical  economic  effects  of  the  revisions 
may  take  time  to  bear  fruit,  but  the  people  and 
political  leaders  already  agree  these  changes  are  a 
political  earthquake  of  a cataclysmic  nature.  A new 
era  is  being  bom  before  our  eyes. 

The  past  forty  years  of  stalemate  based  on  a fear 
of  atomic  destruction  has  been  dubbed  the  Pax 
Atomicus,  and  these  jarring  events  may  mark  an  end 
to  this  bloody  deadlock  and  the  opening  of  a new 
level  of  East-West  coexistence.  A healthy  catharsis 
of  the  decades-long  balance  of  power  by  terror  may 
have  occurred  during  these  tumultuous  weeks. 
Major  geopolitical  consequences  seem  to  be  assured, 
but  there  is  an  added  message  from  these  events: 
SOCIALISM  FAILS! 

After  150  years  of  existence,  and  after  oppor- 
tunities in  large,  small,  agrarian,  and  industrial 
nations,  after  empowerment  by  communist,  fascist 
and  monarchist  governments,  socialism  has  failed  to 
work!  In  1989  everyone  saw  clearly  that  socialism 
cannot  provide  basic  services  without  significant 
loss  of  human  freedom  and  creativity.  These  signal 
events  of  1989  in  eastern  Europe  have  broadcast  the 
spiritual  bankruptcy  of  socialism  as  a philosophy  of 
human  interaction.  The  whole  world  now  knows  in 
their  bones  that  socialism  is  an  inferior  and  enslav- 
ing philosophy  of  governance. 


These  revealing  European  events  should  lead  us 
Americans  to  introspection,  to  a seance  of  commun- 
ion with  our  Founding  Fathers,  to  reiterate  those 
ideals  of  economic  and  political  organization  in  the 
United  States  that  promote  freedom  of  the  people. 

The  dismal  Pax  Atomicus  gave  the  United  States 
enough  physical  security  to  let  Congress  experiment 
with  a variety  of  mandated,  half-baked  government 
programs.  Without  an  agreed  goal  of  socialism  before 
us,  Congress  has  enacted  a maze  of  socialistic  con- 
cepts onto  our  people.  Government  has  grown  hugely, 
and  oppressively,  and  expensively.  Government  now 
dominates  our  society;  we  have  drifted  piecemeal 
into  the  collective  socialism  that  eastern  Europe  now 
repudiates. 

Today  government  regulation  is  strangling  the 
health  care  industry.  Medical  technology  still  ad- 
vances, but  care-giving  withers  away.  The  practice 
of  medicine  is  no  longer  an  artistic  science  seasoned 
with  altruism,  but  a Nintendo  game  using  ICD-9 
and  CPT-4  blips  in  a rat  race  for  economic  survival; 
the  patients  are  mere  pawns  in  the  game.  Our  health 
care  industry  and  medical  profession  have  inadver- 
tently drifted  into  the  centrally  micromanaged 
system  that  has  repeatedly  proven  inept  in  socialized 
countries. 

Now  that  the  defects  of  European  socialism  have 
been  vividly  exposed,  we  Americans  should  dedicate 
ourselves  to  the  excision  of  the  socialistic  elements 
in  our  present  medical  care  administration.  We  must 
persevere  in  a commitment  to  eliminate  political 
coercion  in  health  care  delivery.  The  sunset  of 
socialism  is  visible  on  the  horizon;  let  us  rededicate 
ourselves  to  a practice  of  medicine  free  of  government 
interference. 

tf.  h(.  & 
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Family  therapy 
for  colic. 


The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.1 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

— Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  - Nol  significant  *p<005  tp<002  tp<001 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it's  naturally  flavored- 
something  else  they’ll  appreciate. 


NEW 


Phazvme 


Drop 


is  (simethicone/ 


antigas) 


Helps  you  through 
the  colic  phase. 


1 Kanwaljit  SS.  Jasbir  KS  Simethicone  in  the  management  of  infant  colic 
Practitioner  1988.232  508  •* 
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The  Challenge  of  Rural  Health  Care 


In  the  past  decade  there  has 
been  a growing  crisis  in  rural 
health  care  that  has  been  as- 
sociated with  the  closing  of 
more  than  160  rural  hospitals. 

While  initially  these  hospital 
closings  and  diminishing  access 
to  health  care  services  in  rural 
areas  were  occurring  with  little 
congressional  attention,  now 
the  rural  health  care  crisis  has  become  one  of  the 
most  challenging  health  care  issues  facing  Congress. 

According  to  the  American  Hospital  Association, 
nearly  two-thirds  of  all  rural  hospitals  are  operating 
in  the  red  and  600  or  more  are  in  danger  of  having 
to  close.  When  we  lose  our  hospitals  in  small  com- 
munities, we  lose  not  only  access  to  acute  care  but 
also  nursing  care,  home  health  care,  physician’s  care, 
jobs,  and  the  ability  to  attract  new  businesses  and 
industries  to  our  communities.  Affordable,  accessible 
health  care  is  vital  to  keeping  rural  communities 
healthy  both  physically  and  fiscally. 

A major  deficiency  contributing  to  the  problem 
is  that  nationally  it  has  been  estimated  we  have  a 
shortage  of  about  1,800  rural  primary  care  physi- 
cians, and  as  many  as  25%  of  rural  physicians  may 
retire  or  leave  their  communities  within  the  next 
five  years.  Many  factors  contribute  to  this  situation 
in  rural  areas,  including  such  problems  as  shrinking 
populations,  increasing  economic  problems,  and 
higher  concentrations  of  uninsured  and  poor  people 
in  these  areas. 

However,  a major  factor  in  securing  physicians 
for  and  keeping  them  in  rural  locations  is  the  way 
the  federal  government  reimburses  hospitals  and 
doctors  for  treating  Medicare  patients.  On  the  aver- 
age, payments  received  by  rural  hospitals  are  30% 
smaller  than  payments  received  by  urban  hospitals 
for  providing  the  same  medical  services.  Rural 
physicians  receive  40%  smaller  payments,  on  the 
average.  One  of  our  OSMA  members  who  practices 
in  Ada,  who  also  does  a few  surgical  procedures  in 
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McAlester,  receives  40%  more  for  the  same  surgical 
procedure  when  it  is  done  in  McAlester  as  compared 
to  when  it  is  done  in  Ada. 

This  differential  in  payment  is  compounded  by 
the  fact  that  Medicare  revenue  is  more  important  to 
the  rural  hospitals  and  physicians  since  the  elderly 
account  for  a larger  percentage  of  the  total  popula- 
tion in  rural  areas  as  compared  to  urban.  This  means 
that  a larger  proportion  of  patients  served  by  rural 
providers  are  covered  by  Medicare.  Since  the  DRG 
systems  require  a large  volume  of  Medicare  patients 
to  gain  a profit,  the  rural  hospitals  are  more  likely 
to  incur  a loss,  especially  if  they  have  one  or  two  high 
cost  cases  for  which  they  receive  minimal  reimburse- 
ment under  the  prospective  payment  system. 

Oklahoma’s  Physician  Manpower  Training  Com- 
mission (PMTC)  has  worked  to  improve  the  balance 
of  physician  manpower  distribution  in  the  state,  both 
by  type  of  practice  and  by  geographic  location.  They 
have  put  an  emphasis  on  recruiting  and  retaining 
physicians  in  rural  areas.  To  help  determine  what 
factors  would  help  in  this  effort,  the  PMTC  conducted 
a survey  recently  of  physicians  currently  practicing 
in  rural  areas  of  the  state. 

Those  who  responded  considered  the  following 
especially  important:  admitting  privileges  at  a 
hospital;  reputation,  quality,  and  financial  stability 
of  their  practice  and  the  hospital;  assurance  of 
back-up  coverage;  spouse  acceptance  of  area;  quality 
of  elementary  and  secondary  schools;  and  continuing 
medical  education.  Surprisingly,  geographic  location 
of  practice  was  not  considered  as  important  as  might 
have  been  expected.  Eighty-two  percent  felt  that  it 
is  necessary  to  provide  financial  incentives  to  recruit 
physicians  to  practice  in  rural  areas,  either  through 
medical  school  loans  or  practice  start-up  loans. 

The  recently  implemented  RBRVS  reimburse- 
ment system  will  benefit  rural  areas.  It  should 
provide  higher  rates  of  reimbursement  to  family 
practitioners  and  other  primary  care  physicians  and 
will  help  to  eliminate  the  bias  against  rural  physi- 
cians in  the  existing  reimbursement  system.  OSMA 
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has  actively  lobbied  with  AMA  for  doing  away  with 
or  minimizing  any  geographic  differential  as  well  as 
abolishing  the  urban/rural  differential. 

Since  we  represent  all  physicians  in  the  state,  we 
cannot  support  a plan  that  would  reduce  payment  to 
urban  physicians  to  be  able  to  increase  reimburse- 
ment (budget-neutral  plan).  We  have  supported  and 
will  continue  to  support  proposals  for  policy  changes 
that  would  tend  to  ensure  a strong  rural  health  care 
system  such  as  those  proposed  by  the  Rural  Health 
Care  Coalition.  This  group  is  composed  of  more  than 


100  members  of  Congress  from  both  political  parties 
and  is  led  by  Oklahoma’s  own  US  Representative 
Mike  Synar.  We  must  strongly  support  legislation 
that  will  attract,  protect,  and  retain  physicians  in 
rural  areas.  We  also  should  be  more  pro-active  and 
come  forth  with  more  creative  solutions  based  on  our 
data  and  experiences. 
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Dementia:  The  Importance  of  Clinical  Evaluation, 
Autopsy  Confirmation,  and  Research 

Roger  A.  Brumback,  MD;  Richard  W.  Leech,  MD;  |udy  Carella,  MA,  MPH;  Gary  D.  Miner,  PhD 


Because  of  the  increasingly  elderly  population,  demen- 
tia is  a major  public  health  problem,  currently  affecting 
over  50,000  Oklahomans  at  an  approximate  cost  of  one 
billion  dollars  annually.  The  marked  overlap  in 
symptomatology  between  Alzheimer's  disease  and 
other  primary  central  nervous  system  degenerations 
makes  antemortem  diagnosis  based  on  a clinical  assess- 
ment tentative  at  best,  with  error  rates  of  25% 
commonly  reported.  Accurate  diagnosis  is  of  vital 
importance  in  improving  our  understanding  of  these 
illnesses,  evaluating  potential  therapies,  and  providing 
appropriate  genetic  counseling  to  family  members. 
Direct  neuropathologic  examination  at  autopsy  is 
currently  the  only  reliable  method  for  assuring  accurate 
diagnosis  and  should  be  undertaken  in  all  demented 
patients. 

s the  American  population  ages,  progressive 
cerebral  dysfunction,  or  dementia,  is  becoming 
one  of  the  most  important  dilemmas  confronting  the 
medical  community.  Estimates  have  suggested  that 
dementia  affects  about  5%  of  individuals  at  age  65 


From  the  Neuropathology  Section,  Department  of  Pathology,  University  of  Oklahoma 
Health  Sciences  Center  and  the  Oklahoma  Medical  Research  Foundation,  Oklahoma 
City,  and  The  Alzheimer’s  Foundation,  Tulsa. 

Direct  correspondence  to  Roger  A.  Brumback,  MD,  Department  of  Pathology, 
University  of  Oklahoma  Health  Sciences  Center,  PO  Box  26901,  Oklahoma  City,  OK 
73190. 


years,  increasing  to  near  30%  by  age  80  years;  at  any 
time  about  15%  of  the  population  over  the  age  of  65 
years  is  moderately  or  severely  demented.1-3  This 
means  that  there  are  over  3 million  demented  indi- 
viduals in  the  United  States  and  over  50,000  in  the 
state  of  Oklahoma  alone.  The  rapidly  increasing 
population  of  patients  with  dementia  creates  an 
enormous  economic  burden  on  medical  resources  in 
Oklahoma  — approximately  one  billion  dollars 
annually  for  custodial  care. 

Almost  half  of  the  cases  of  “dementia”  in  the 
elderly  are  the  result  of  nondegenerative  causes  and 
may  be  treatable  and  remediable,  if  not  completely 
reversible4-5  (Tables  1 and  2).  Every  patient  with 
dementia  syndrome  requires  full  medical-neurological 
appraisal.  The  clinical  diagnosis  of  Alzheimer’s 
disease  in  a living  patient  is  by  exclusion  — that  is, 
dementia  with  an  appropriate  course  in  the  absence 
of  any  other  explanation.  Therefore,  the  diagnosis  of 
Alzheimer’s  disease  requires  a careful  search  for 
other  causes.  More  importantly,  a number  of  poten- 
tially treatable  disorders  can  produce  the  dementia 
syndrome6  (Table  2).  Neuropsychological  testing 
provides  a formal  means  of  verifying  and  quantitat- 
ing the  degree  of  dementia  and  establishing  a 
baseline  for  following  the  progress  of  the  disorder; 
however,  no  pathognomonic  neurospychological 
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Table  1.  DSM-IIIR  Criteria  for  Dementia 
& Primary  Degenerative  Dementia* 


I.  Dementia 

A.  Social  or  occupational  disability  secondary  to  loss  of 
intellectual  function 

B.  Memory  impairment 

C.  At  least  one  of  the  following: 

1.  Loss  of  abstracting  ability 

2.  Impaired  judgment 

3.  Aphasia,  apraxia,  agnosia,  constructional  impair- 
ment or  personality  change 

D.  No  delirium 

E.  Either: 

1.  Laboratory  or  physical  examination  evidence 
demonstrating  a cause  of  the  brain  dysfunction,  or 

2.  Assurance  that  other  potential  explanations  for  the 
behavioral  change  have  been  excluded 

II.  Primary  Degenerative  Dementia 

A.  Dementia  (as  outlined  above) 

B.  Insidious  onset  and  uniformly  progressive  course 

C.  Exclusions  of  all  other  specific  types  of  dementia 


•Adapted  from  the  DSM-IIIR 2 


profile  of  Alzheimer’s  disease  has  been  established. 
In  addition,  there  are  currently  no  laboratory  tests 
with  results  diagnostic  of  Alzheimer’s  disease,  and 
generally,  in  uncomplicated  Alzheimer’s  disease, 
urine  and  serum  studies  are  unremarkable. 

The  functions  of  the  laboratory  assessment  of  the 
demented  patient  are  to  exclude  disorders  that  may 
mimic  Alzheimer’s  disease  and  to  identify  conditions 
(such  as  pneumonia,  urinary  tract  infections,  electro- 


Table 2.  Examples  of  Potentially  Treatable  Causes  of  Dementia 


Deficiencies  of  vitamin  B12,  folate,  niacin  (pellagra),  thiamine 
(Wernicke-Korsakoff  syndrome),  or  other  vitamins 
Zinc  and/or  copper  deficiency 

Endocrine  disorders  (hypo-  or  hyperthyroidism,  hypo-  or  hyper- 
parathyroidism) 

Neurosyphilis,  tertiary  Borellia  infection,  HIV  infection  (AIDS) 

Electrolyte  imbalance 

Normal  pressure  hydrocephalus 

Cerebrovascular  disease  ("multi-infarct  dementia") 

Hypoglycemia 

Renal  or  hepatic  failure 

Lupus  cerebritis  (systemic  lupus  erythematosus) 

Pulmonary  disease  with  chronic  hypoxia  and/or  hypercarbia 
Drug  or  medication-induced  mental  disturbances 
Neoplasms  (primary  or  secondary  tumors  or  as  a remote  effect) 
Affective  disorder  (depressive  pseudodementia) 

Epilepsy 

Subdural  hematoma 

Toxin  exposure  (lead,  arsenic,  mercury,  manganese,  organic 
toxins) 


lyte  imbalance,  or  anemia)  that  may  exacerbate  the 
deficits  of  the  patient  with  Alzheimer’s  disease. 
Table  3 provides  a listing  of  studies  useful  in  the 
diagnostic  evaluation  of  the  demented  patient. 
Various  metabolic  and  endocrine  derangements  can 
produce  a dementia,  as  can  the  infection  of  tertiary 
neurosyphilis  and  infection  with  Borrelia  burgdorferi 
(the  agent  of  Lyme  disease).7  The  human  im- 
munodeficiency virus  (HIV)  has  a strong  neuro- 
tropism producing  slowly  progressive  white  matter 
degeneration  with  consequent  dementia.  The  diffe- 
rential diagnostic  possibilities  in  dementia  also 
include  intracranial  tumors,  chronic  subdural 
hematoma,  chronic  exposure  to  toxins  such  as  lead 
and  mercury,  and  medications  and  drugs  of  multiple 
types.  Depressive  pseudodementia  may  be  associated 
with  focal  or  diffuse  neurological  dysfunction  and  yet 
be  completely  reversible  with  antidepressant 
therapy.810  Cerebrovascular  disease  also  may  produce 
a picture  of  dementia  as  the  process  progresses. 

Only  after  carefully  obtaining  a detailed  history; 
performing  a detailed  mental  status,  physical,  and 
neurological  examination;  and  obtaining  appropri- 
ate minimum  laboratory  studies  (see  Table  3)  and 
additional  evalutations  as  indicated  should  the 
physician  consider  the  diagnosis  of  primary  central 
nervous  system  degenerative  disorder.  Otherwise, 
the  label  “dementia”  (meaning  progressive  degenera- 
tive dementia,  usually  Alzheimer’s  disease)  will  be 
given  to  patients  whose  cerebral  dysfunction  is 
potentially  reversible,  thereby  precluding  further 
treatment.  Once  the  diagnosis  of  a treatable  demen- 


Table  3.  Diagnostic  Evaluation  of  the  Demented  Patient 


History  from  patient  & relative,  or  friend 
Mental  status  examination  (including  Blessed-Folstein  Mini 
Mental  State  Exam) 

Physical  examination  with  vital  signs 

Neurological  examination 

CT,  MRI,  and/or  SPECT  scan  (brain  scan) 

Thyroid  function  tests 

Serum  vitamin  B)2  and  folic  acid  levels 

Chest  x-ray,  electrocardiogram  (EKG) 

Complete  blood  count,  urinalysis,  VDRL  and  FTA-ABS,  blood 
glucose,  BUN,  calcium,  phosphate,  albumin,  HIV  titer,  Lyme 
titer,  electrolytes,  alkaline  phoshatase,  ESR,  SCOT,  SGPT 
Drug  levels 

Toxic  screen  (including  heavy  metals) 

Electroencephalogram 
Lumbar  puncture* 

•Optional  in  some  situations 
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Table  4.  Examples  of  Neurodegenerative  Dementias  Requiring 
Autopsy  Confirmation  for  Definitive  Diagnosis 


Alzheimer's  disease 

Pick's  disease 

Huntington's  disease 

Parkinson's  disease 

Multisystem  atrophy 

Binswanger's  disease/multi-infarct 

Cerebral  amyloid  angiopathy 

Granulomatous  angiitis 

Creutzfeldt-lakob  disease 

Progressive  multifocal  leukoencephalopathy 

Polyglucosan  body  disease 


tia  has  been  excluded,  it  is  still  important  for  the 
clinician  to  develop  a precise  diagnosis  of  the  specific 
central  nervous  system  degenerative  disorder  (Table 
4).  Despite  the  current  lack  of  effective  treatments 
for  any  of  these  disorders,  there  are  prognostic  and 
genetic  implications  of  some  of  the  primary  demen- 
tias which  makes  correct  diagnosis  of  paramount 
importance  to  family  members.11  In  addition,  it  is 
unlikely  that  any  single  future  treatment  will  be 
effective  for  all  neurodegenerative  disorders,  and 
therapeutic  regimens  will  probably  be  specific  for 
each  disorder. 

The  clinical  manifestations  of  the  primary  de- 
mentias are  strikingly  similar  and  are  related  to  the 
area  of  the  brain  undergoing  degeneration  rather 
than  the  cause  of  the  degeneration.  The  presenting 
clinical  symptomatology  may  be  the  result  of  involve- 
ment of  the  grey  matter  (cortical  and  subcortical)  or 
the  white  matter,  but  in  most  diseases  both  are 
involved  simultaneously  to  varying  degrees.  Much 
has  been  made  of  a categorization  of  neurodegenera- 
tive processes  into  cortical  dementias  (ie,  Alz- 
heimer’s disease  and  Pick’s  disease)  characterized  by 
aphasias,  apraxias,  agnosias,  and  early  profound 
memory  disturbances,  as  contrasted  with  subcortical 
dementias  (ie,  Huntington’s  disease  and  Steele- 
Richardson-Olszewski  progressive  supranuclear 
palsy)  characterized  by  movement  disturbances, 
apathy,  and  depression.  This  distinction  between 
symptoms  principally  referable  to  involvement  of 
the  cerebral  cortex  versus  subcortical  structures  is 
intriguing  as  an  avenue  for  research.  However,  it  is 
not  particularly  useful  clinically  since  individual 
patients  may  have  both  types  of  symptoms,  and 
considerable  overlap  in  clinical  presentations  of 
these  disorders  is  common.  Therefore,  antemortem 
diagnoses  based  on  clinical  data  can  at  best  only  be 
tentative. 

There  are  as  yet  no  markers  in  the  blood,  urine, 
or  cerebrospinal  fluid  that  can  be  reliably  measured 


in  the  clinical  laboratory  to  identify  the  specific 
neurodegenerative  disorder.12  Even  neuroradiologic 
demonstration  of  the  topography  of  the  atrophy  with 
the  latest  imaging  methods  is  not  specific  for  the 
cause.  Presently,  accurate  diagnosis  of  dementia  is 
only  possible  by  direct  pathologic  examination  of 
neural  tissue  obtained  at  autopsy.13  Unfortunately, 
technological  advances  that  provide  greatly  im- 
proved information  about  the  living  patient  have 
altered  the  views  of  clinicians  and  the  public  concern- 
ing the  value  of  autopsy,  and  it  is  now  more  difficult 
to  obtain  permission  to  perform  autopsies.14  Yet, 
highly  distinctive  neuropathological  features  are 
associated  with  many  of  the  degenerative  processes, 
including  Alzheimer’s  disease  (Fig  1),  Parkinson’s 
disease  (Fig  2),  Pick’s  disease  (Fig  3),  Creutzfeldt- 
Jakob  disease  (Fig  4),  and  Huntington’s  dieases  (Fig 
5),  which  allow  for  accurate  diagnosis  at  autopsy. 
Thus,  rather  than  simply  relying  on  a presumptive 
clinical  diagnosis  of  Alzheimer’s  disease,  it  is  impera- 
tive that  each  patient  with  a primary  dementia 
existing  at  the  time  of  death  be  autopsied  in  order 
to  establish  a definitive  diagnosis.  In  order  to  under- 
score the  importance  of  autopsy,  we  present  some 
illustrative  cases  of  demented  patients  whose  clinical 
diagnoses  were  proven  incorrect  upon  neuropatholog- 
ical examination. 

Case  Examples  of  Clinically  Misdiagnosed 
Neurodegenerative  Disorders 

Pick’s  Disease  Mimicking  Alzheimer’s  Dis- 
ease. This  man  was  evaluated  at  the  age  of  58  years 
for  a five-year  history  of  insidious  loss  of  higher 
cortical  functions,  manifested  mainly  as  forgetful- 
ness and  by  frequently  becoming  lost  in  familiar 
surroundings.  Neurological  examination  demon- 
strated no  abnormal  motor  findings,  and  cranial 
computed  tomographic  (CT)  scans  revealed  a mild 
degree  of  right-sided  parasylvian  atrophy.  Sub- 
sequently, he  developed  urinary  incontinence,  speech 
difficulties,  mutism,  and  dysphagia,  and  he  died  at 
the  age  of  65  years.  He  had  carried  the  clinical 
diagnosis  of  Alzheimer’s  disease  for  nearly  a decade. 
On  gross  examination,  the  brain  was  slightly 
atrophic  but  otherwise  appeared  normal.  Histologi- 
cally, there  was  marked  loss  of  granular  and  pyra- 
midal neurons  from  the  hippocampus,  and  many  of 
the  remaining  neurons  in  the  hippocampus,  amyg- 
dala, and  adjacent  temporal  cortex  contained  the 
deeply  argyrophilic,  rounded  intracytoplasmic  inclu- 
sions (Pick  bodies)  diagnostic  of  Pick’s  disease. 

Creutzfeldt-Jakob  Disease  Mimicking  Alz- 
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Figure  t.  Alzheimer's  disease  (far  left): 
Left  hemisphere  showing  atrophy  of 
frontal,  parietal,  and  temporal  lobes  (top), 
neuritic  (senile)  plaques  (lower  left)  and 
neurons  with  Alzheimer  neurofibrillary 
tangles  (lower  right)  (Bielschowsky  stain  of 
glycol  methacrylate  embedded  tissue). 
Reproduced  by  permission  from  Marks  et 
al.64 


Figure  2.  Parkinson's  disease:  Lewy 
bodies  in  pigmented  neurons  of  the 
substantia  nigra  (upper  panel  and  lower 
panel)  and  neuronal  loss  with  pigment- 
laden macrophages  (upper  panel)  are 
characteristics  of  Parkinson's  disease. 
Reproduced  by  permission  from  Marks 
et  al.64 


Figure  4.  Creutzfeldt-Jakob  disease:  Spongiform  change  in 
cerebral  gray  matter  with  gliosis  (left,  phase  contrast  of  H&E 
section);  amyloid  (Kuru)  plaque  in  cerebellum  (right  panel, 
Bodian  stain).  Reproduced  by  permission  from  Marks  etal.64 


Figure  3.  Pick's  disease:  Left  cerebral  hemisphere  showing  predomin- 
ant frontal  atrophy  (upper  left),  hippocampal  neurons  with  Pick  bodies 
(upper  right,  lower  right)  and  granulovacuolar  degeneration  (upper 
right),  and  loss  of  the  small  granular  neurons  from  the  hippocampal 
dentate  fascia  (lower  left).  Reproduced  by  permission  from  Marks  et 
al.64 


Figure  5.  Huntington's  disease:  Left  cerebral  hemisphere  showing 
generalized  atrophy  greater  frontally  (left  panel);  coronal  sections 
of  hemisphere  (center  panel  and  right  panel)  reveal  profound 
atrophy  and  gliosis  of  caudate  with  ventricular  enlargement. 
Reproduced  by  permission  from  Marks  et  al.64 
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heimer’s  Disease.  During  his  early  fifties,  this 
previously  healthy  man  began  to  show  behavioral 
changes  such  as  carelessness  and  impulsiveness. 
Neurological  evaluation  following  a minor  auto- 
mobile accident  at  age  58  years  revealed  normal 
strength,  increased  tendon  reflexes  in  the  upper 
extremities  and  knees,  hypoactive  ankle  reflexes, 
prominent  glabellar  reflex,  snout  response,  brisk  jaw 
reflex,  and  bilateral  palmomental  reflexes.  Although 
his  speech  was  fluent,  he  made  frequent  naming 
errors,  was  able  to  follow  only  simple  commands,  and 
had  evidence  of  pervasive  cognitive  deficits.  Cranial 
CT  scans  revealed  diffuse  cerebral  atrophy.  There 
was  marked  background  slowing  (3  Hz)  on  the  elec- 
troencephalogram. Over  the  next  year,  his  mental 
functioning  declined  further  and  he  subsequently 
developed  difficulty  swallowing,  a progressive  de- 
crease in  speech  to  mutism,  increasing  ataxia  (with 
frequent  falling),  and  bowel  and  bladder  incontin- 
ence. He  became  noncommunicative  and  markedly 
rigid  with  contractures  and  generalized  muscular 
atrophy,  and  he  died  of  pneumonia  at  age  62  years 
with  a clinical  diagnosis  of  Alzheimer’s  disease.  At 
autopsy,  the  brain  was  markedly  atrophic,  and  there 
was  diffuse  neuronal  loss  with  reactive  gliosis  and 
spongiform  changes  involving  all  levels  of  the  neu- 
raxis.  Amyloid  deposits  (Kuru  plaques)  were  iden- 
tified in  the  cerebellar  cortex,  characteristic  of 
Creutzfeldt- Jakob  disease.  Transmissibility  studies 
were  not  carried  out. 

Down’s  Syndrome  with  Alzheimer’s  Disease 
Unrecognized  During  Life.  The  29-year-old  woman 
had  resided  for  many  years  in  the  Pauls  Valley  State 
School  with  the  diagnosis  of  Down’s  syndrome. 
During  the  last  few  years  of  her  life  she  had  become 
increasingly  nonverbal,  although  retaining  modest 
functional  abilities.  No  explanation  for  her  noncom- 
municative state  was  apparent.  Autopsy  revealed  a 
markedly  atrophic  brain  which  histologically  showed 
severe  changes  of  Alzheimer’s  disease. 

Clinicopathological  Characteristics  of 
Common  Neurodegenerative  Dementias 

Dementia  is  the  progressive  global  decline  of  mental 
abilities.  The  current  diagnostic  criteria  include 
evidence  of  impairment  in  short-term  and  long-term 
memory  (without  change  in  alertness,  at  least  early 
in  the  disease),  accompanied  by  at  least  one  of  the 
following:  impaired  abstract  thinking,  impaired 
judgment,  other  disturbance  of  higher  cortical  func- 
tioning (asphasia,  apraxia,  agnosia,  or  construc- 
tional difficulty),  or  personality  change2  (Table  1). 


Alzheimer’s  Disease  (Senile  Dementia  of  the 
Alzheimer  Type).  Alzheimer’s  disease  is  the  most 
common  dementia;  however,  it  accounts  for  less  than 
50%  of  cases  of  dementia.3  The  archetypical  disorder 
begins  with  the  insidious  onset  of  progressive  am- 
nesia, aphasia,  apraxia,  and/or  agnosia,  and  loss  of 
orientation  in  space  and  time,  followed  by  apathy, 
irritability,  and  emotional  lability.  Focal  motor  signs 
(such  as  limb  rigidity  and  hypertonia)  appear  late  in 
the  course  of  the  disease.15  Lifespan  following  diag- 
nosis averages  about  6 to  8 years.11  Some  families 
have  been  recognized  in  which  numerous  members 
developed  Alzheimer’s  disease  in  their  forties  or 
fifties,  the  age  of  onset  being  specific  within  a few 
years  for  a given  family.  Analysis  strongly  supports 
an  autosomal-dominant  inheritance  pattern  for 
Alzheimer’s  disease  in  these  families. 

Even  though  clinical  criteria  for  the  probable 
diagnosis  of  Alzheimer’s  disease  have  been  devel- 
oped1617  (Table  5),  a definite  diagnosis  requires 
autopsy  confirmation18  (Table  6).  At  autopsy  the 
brain  is  usually  diffusely  atrophic.  Histologically, 
there  is  variable  loss  of  large  pyramidal  neurons  in 
the  neocortex,19  diminished  dendritic  arboriza- 
tion,20-21 and  the  highly  characteristic  changes  of 
neuritic  (senile)  plaques  and  neurofibrillary  tang- 
les,22'27 which  can  be  readily  identified  using  appro- 
priate silver  stains.28'30  Although  neuritic  plaques 
occasionally  have  been  found  in  the  brains  of  aged 
apparently  nondemented  people,  their  distribution 
is  far  greater  in  Alzheimer’s  disease,22  27  and  the 
neuropathologic  criteria  developed  by  the  National 
Institutes  of  Health  Consensus  Conference  to  estab- 
lish definitive  diagnosis  of  Alzheimer’s  disease 
involve  quantitation  of  the  neuritic  plaques  in 
cerebral  neocortex18  (Table  6). 

Patients  with  late  Alzheimer’s  disease  often  have 
clinically  apparent  rigidity  and  tremulousness. 
Studies  suggest  that  at  least  20%  of  Alzheimer’s 
disease  patients  have  clinical  signs  consistent  with 
Parkinson’s  disease,  while  almost  50%  of  Alzheimer’s 
disease  patients  with  or  without  clinical  signs  will 
have  neuropathological  changes  (Fig  2)  of  Parkin- 
son’s disease31  (including  degeneration  of  the  pig- 
mented neurons  of  the  substantia  nigra  and  the 
locus  ceruleus,  with  Lewy  bodies  in  remaining 
neurons).  In  addition,  up  to  80%  of  Parkinson’s 
disease  patients  eventually  develop  dementia,  with 
over  50%  of  these  having  neuropathological  features 
of  Alzheimer’s  disease.32'35  The  explanation  for  this 
overlap  is  not  known,  but  it  has  been  suggested  that 
these  two  disorders  represent  different  expressions 
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of  a common  pathophysiological  mechanism.36 

Down's  Syndrome.  Down’s  syndrome  is  the  most 
common  cause  of  mental  retardation  in  the  United 
States  and  constitutes  an  additional  risk  factor  for 
Alzheimer’s  disease.  Although  most  patients  with 
Down’s  syndrome  begin  to  demonstrate  pathologic 
evidence  of  Alzheimer’s  disease  after  the  age  of  25 
years,37-38  the  pre-existing  retardation  and  paucity  of 
adequate  psychological  tests  often  interfere  with 
establishing  the  clinical  diagnosis  of  Alzheimer’s 
disease.  As  our  patient  demonstrates,  continued 
mental  deterioration  may  only  be  inferred  from 
available  data.  However,  if  the  end  result  of  Down’s 
syndrome  is  Alzheimer’s  disease,  it  is  even  more 
imperative  that  examination  of  this  common 
chromosomal  disorder  continue. 

Pick’s  Disease.  Pick’s  disease  is  a global  demen- 
tia reported  to  occur  with  an  incidence  Vio  that  of 
Alzheimer’s  disease,39-41  although  neuropathologic 
experience  with  proven  cases  suggests  a much  lower 
frequency.  Unique  clinical  symptoms  said  to  be 
characteristic  of  Pick’s  disease  include  profound 
frontal  lobe  dysfunction  including  compulsive  be- 
havior and  defects  in  judgment,  attention,  sequenc- 
ing, and  temporal  orientation,  but  with  speech  and 
motor  function  relatively  preserved.  However,  the 
clinical  presentations  of  Alzheimer’s  disease  and 
Pick’s  disease  usually  cannot  be  distinguished,  and 
Pick’s  disease  generally  progresses  to  a terminal 
state  over  a five-to-ten-year  period.  Neuropathologi- 
cally,  in  Pick’s  disease  (Fig  3)  prominent  atrophy  of 
the  anterior  frontal  and  temporal  lobes,  along  with 
basal  ganglia  involvement,  is  characteristic,  and  the 
microscopic  hallmark  (found  in  the  surviving  neu- 
rons in  the  least  destroyed  areas)  is  the  round, 
argyrophilic  intracytoplasmic  neuronal  inclusion, 
termed  the  Pick  body.39  41  It  has  been  suggested  that 
Pick  bodies  are  found  in  only  20%  of  the  cases,42  but 
the  diagnosis  of  Pick’s  disease  without  this  charac- 
teristic histopathologic  change  must  be  suspect. 

Creutzfeldt- Jakob  Disease.  Creutzfelt-Jakob 
disease  occurs  in  middle  age,  in  both  sexes  equally, 
and  has  a variable  course  from  a few  months  to  more 
than  a decade,  although  most  of  the  patients  deterior- 
ate rapidly  and  die  within  two  years  of  onset.4344  The 
disease  is  marked  by  an  inexorably  progressive  and 
global  decrease  in  attention  and  cognitive  skills.  As 
dementia  develops,  neuromuscular  disturbances, 
particularly  myoclonus,  become  prominent.  When 
present,  the  characteristic  electroencephalographic 
(EEG)  “periodic  complexes”  can  help  to  separate 
Creutzfeldt- Jakob  disease  from  other  dementias. 


Table  5.  Clinical  Criteria  for  Diagnosis  of  Alzheimer's  Disease* 


I.  Probably  Alzheimer's  disease 

A.  Necessary  features 

1.  Dementia  established  by  clinical  examination, 
rating  scale,  and  neuropsychological  tests 

2.  Deficits  in  two  or  more  areas  of  cognition 

3.  Progressive  worsening  of  memory  and  other 
cognitive  functions 

4.  No  disturbance  of  consciousness 

5 . Onset  between  ages  40  and  90  years,  most  often 
after  age  65  years 

6.  Absence  of  systemic  or  other  brain  disorders 
possibly  producing  the  dementia 

B.  Supportive  features 

1.  Progressive  deterioration  of  specific  cognitive 
functions  such  as  aphasia,  apraxia,  and  agnosia 

2.  Impaired  activities  of  daily  living  and  altered 
behavior 

3.  Family  history  of  similar  disorders,  particularly  if 
confirmed  neuropathologically 

4.  Laboratory  results: 

a)  normal  lumbar  puncture  (standard  tests) 

b)  normal  or  nonspecific  EEC  changes 

c)  evidence  of  cerebral  atrophy  on  CT  with 
progression  documented  by  serial  observation 

C.  Consistent  features 

1.  Plateau  periods 

2.  Associated  behavioral  symptoms  including 
depression;  insomnia;  incontinence;  delusions; 
illusions;  hallucinations;  catastrophic  verbal, 
emotional,  or  physical  outbursts;  sexual  dis- 
orders; and  weight  loss 

3.  Neurologic  abnormalities,  particularly  in  ad- 
vanced cases,  including  increased  muscle  tone, 
myoclonus,  gait  disorder 

II.  Possible  Alzheimer's  disease 

A.  Unexplained  dementia  syndrome  with  variations  in 
the  onset,  presentation,  or  clinical  course 

B.  A second  potential  cause  of  the  dementia  syndrome 
is  present  but  is  thought  not  to  be  the  cause  of  the 
disorder 

C.  Single  progressive  cognitive  deficit  without  an  iden- 
tifiable cause 

III.  Definite  Alzheimer's  disease 

A.  Clinical  criteria  for  probable  Alzheimer's  disease, 
and 

B.  Histopathologic  evidence  (neurofibrillary  tangles, 
neuritic  plaques)  from  biopsy  and/or  autopsy 

IV.  Specific  Alzheimer's  disease  subtypes 

A.  Familial  occurrence 

B.  Onset  before  age  65  years 

C.  Presence  of  trisomy-21  (Down's  syndrome) 

D.  Coexistence  of  other  relevant  conditions  such  as 
Parkinson's  disease 

•Adapted  from  McKhann  et  at’7 


Some  patients  with  a protracted  clinical  course 
extending  more  than  a decade  (sometimes  referred 
to  as  the  Gerstmann-Straussler-Scheinker  syn- 
drome) have  prominent  dementia  and  absent  myo- 
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clonus,  which  may  lead  the  physician  away  from  the 
diagnosis  of  Creutzfeldt-Jakob  disease.44  At  autopsy, 
there  is  diffuse  atrophy  of  the  cerebrum,  brainstem, 
and  cerebellum.  Microscopically,  the  gray  matter 
shows  a finely  microcystic  “spongiosis”  (Fig  4)  and 
profound  gliosis  is  apparent  throughout  both  gray 
and  white  matter.43  The  characteristic  amyloid 
plaques,  found  in  abundance  in  the  cerebellum  and 
more  rarely  in  the  cerebrum,  have  been  termed  Kuru 
plaques  because  of  their  similarity  to  plaques  charac- 
teristic of  Kuru,  the  transmissible  dementia  seen  in 
cannibalistic  New  Guinea  highlanders. 

Absolute  confirmation  of  the  diagnosis  of 
Creutzfeldt-Jakob  disease  requires  demonstrating 
transmissibility  to  animals.  The  transmissible  agent 
of  Creutzfeldt-Jakob  disease  is  thus  far  indistin- 
guishable from  the  agent  which  causes  Kuru,  scrapie 
in  sheep,  and  transmissible  mink  encephalopathy.45 
However,  since  transmissibility  studies  are  cumber- 
some, expensive,  and  may  be  dangerous,  the  histo- 
pathological  changes  are  generally  considered 
sufficient  to  establish  the  diagnosis.  Because 
Creutzfeldt-Jakob  disease  can  be  easily  mistaken  on 
clinical  ground  alone  for  noninfectious  dementias, 
organ  or  blood  donations  should  not  be  accepted  from 
demented  patients.46 

Even  though  Creutzfeldt-Jakob  disease  has  been 
putatively  transmitted  to  recipients  of  corneal  trans- 
plants, dural  grafts,  and  human  pituitary  growth 
hormone  extract,46  and  to  paramedical  personnel 
who  years  earlier  had  worked  with  infected  brains,47 
an  excessive  hysteria  has  developed  among  health 
care  workers  regarding  this  agent.  The  evidence 
suggests  that  only  direct  inoculation  of  nervous 
system  tissue  can  produce  transmission  and  that 
other  contact  (even  with  blood)  will  not  result  in 
transmission.  Thus,  standard  medical  care  does  not 
place  caregivers  at  increased  risk.  However,  since  the 
agent  can  survive  formalin  fixation,  disinfection  of 
nervous  system  tissue  does  require  agents  such  as 
household  bleach48  or  phenolized  formalin  solution 
when  histologic  integrity  of  specimens  must  be 
maintained.49 

Huntington’s  Disease.  Huntington’s  disease 
produces  a progressive  dementia  usually  in  the 
presence  of  a characteristic  choreiform  movement 
disorder.50  51  The  dementia  is  less  flagrant  than  with 
other  neurodegenerations  and  is  often  manifested  as 
distractibility,  memory  loss,  irritability,  and  depres- 
sion.52 When  the  abnormal  movements  are  prom- 
inent and  the  patient  is  middle  aged,  there  should 
be  little  confusion  with  other  dementing  diseases. 


Table  6.  Pathologic  Diagnosis  of 
Alzheimer's  and  Parkinson's  Diseases* 


Definite  diagnosis  of  Alzheimer's  disease: 


1.  Density  of  neuritic  plaques  in  neocortex  must  exceed: 

<age  50  years  2 per  field 

age  50  to  65  years  8 per  field 

age  66  to  75  years  10  per  field 

>age  75  years  15  per  field 

Slides  stained  with  silver  stain  or  amyloid  stain 
examined  using  a 20X  objective  (micrscope  field  of 
approximately  1 mm2)  with  counts  made  of  at  least  5 
fields  in  areas  with  greatest  density  of  pathologic 
changes 

Presence  of  the  characteristic  pathologic 
hallmarks  of  other  disorders  associated  with  dementia 
(eg,  Pick  bodies,  chronic  subdural  hematoma  greater 
than  10  cc,  intracranial  neoplasm,  greater  than  a total 
of  50  cc  of  cerebral  tissue  showing  infarction,  spongi- 
form encephalopathy),  even  if  criteria  of  Alzheimer's 
disease  present,  clouds  establishment  of  diagnosis. 

Both  disorders  may  coexist,  but  clinical  judgment  of 
the  significance  of  each  is  required. 

2.  Neurofibrillary  tangles,  granulovacuolar  change,  Hirano 
bodies,  and  amyloid  vasculopathy  may  be  present,  but  are 
not  required  for  diagnosis 


Definite  diagnosis  of  Parkinson's  disease: 

1.  Reduction  in  density  of  pigmented  neurons,  collections  of 
melanin-containing  macrophages,  and  gliosis  in  substantia 
nigra  and  locus  ceruleus 

2.  At  least  one  neuron  containing  Lewy  body  in  substantia  nigra 
or  locus  ceruleus 

3.  Absence  of  brainstem  infarcts  involving  substantia  nigra  or 
locus  ceruleus 


Diagnosis  of  neurodegenerative  abnormality  of  uncertain 
significance: 

1.  Changes  of  insufficient  quantity  to  qualify  for  definite  diag- 
nosis of  Alzheimer's  disease;  termed  "limited  Alzheimer 
changes" 

2.  Degeneration  of  substantia  nigra  and/or  locus  ceruleus  with- 
out Lewy  bodies;  "limited  Parkinsonian  changes" 


•Adapted  in  part  from  Khachaturian18 


The  overall  duration  of  illness  averages  14  years. 
Since  Huntington’s  disease  is  inherited  as  an  auto- 
somal dominant  disorder  with  complete  penetrance, 
a positive  family  history  is  helpful  in  establishing 
the  diagnosis.  However,  when  the  clinical  picture  is 
dominated  by  cognitive  and  behavioral  dysfunction, 
without  chorea  and  without  a confessed  family 
history,  arriving  at  the  appropriate  diagnosis  can  be 
much  more  challenging. 

Newer  tomographic  imaging  methods  should 
allow  earlier  diagnosis  by  demonstrating  striatal 
atrophy  and  hypometabolism  in  the  basal  ganglia,53 
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and  certain  research  laboratories  have  molecular 
biologic  probes  to  detect  the  abnormal  DNA  in 
cultured  cells.50  The  autopsy  of  afflicted  individuals 
provides  proof  of  the  disease  in  families  where  it  has 
not  been  confirmed  previously,  and  such  information 
is  important  for  genetic  counseling  purposes.  Neu- 
ropathologically  (Fig  5),  the  head  of  the  caudate 
nucleus  shrivels  and  the  frontal  horn  of  the  lateral 
ventricle  dilates  rectangularly,  producing  the  “box- 
car ventricle”  appearance.  The  small  neuron  popula- 
tion of  the  caudate  and  putamen  is  absent  and 
replaced  by  gliosis,  while  large  neurons  are  relatively 
preserved.  Presumably  a similar  loss  of  small  granu- 
lar neurons  in  cerebral  association  cortex  accounts 
for  the  dementia,  but  this  has  not  yet  been 
documented. 

Binswanger’s  Disease  (Subcortical  Leuko- 
encephalopathy.  Binswanger’s  subcortical  demen- 
tia is  a progressive  process  related  to  chronic  hyper- 
tension and  ischemia.54  It  may  be  possible  to  elicit 
clinical  evidence  of  waxing  and  waning  focal  neu- 
rological deficits  and  a loss  of  function  that  is  step- 
wise, progressive,  and  involving  a variety  of  cortical, 
subcortical,  brain  stem,  and  cerebellar  functions. 
Most  but  not  all  patients  have  clinical  hypertension. 

Magnetic  resonance  imaging  (MRI)  can  be  help- 
ful by  showing  multiple  areas  of  cortical  and  basal 
ganglionic  atrophy  with  irregular  areas  of  increased 
T2  signal  intensity  from  the  deep  cerebral  white 
matter  parallel  to  the  lateral  walls  of  the  lateral 
ventricles  in  a discontinuous  track.  On  neuropath- 
ologic  examination,  the  cerebral  cortical  surface  has 
a flea-bitten  appearance  when  the  arachnoid  is 
stripped  away.  There  are  multiple  microscopic  cere- 
bral infarcts,  rarefaction  of  the  deep  white  matter  of 
the  centrum  semiovale,  and  many  small  cavities  in 
the  striatal  nuclei  characteristic  of  the  lacunar  state. 
Thalamic,  cerebellar,  and  brainstem  infarcts  are  also 
often  present.  Generally,  the  only  other  histological 
feature  of  note  is  arteriosclerosis. 

Patient  Management 

Included  among  the  many  issues  involving  general 
medical  care,  nutrition,  and  social  support  systems 
that  need  to  be  addressed  in  understanding  the  care 
and  treatment  of  the  patient  with  Alzheimer’s  dis- 
ease are  adequate  medical  care,  adequate  nutrition, 
support  of  caregivers,  support  of  family  members 
(who  may  not  be  directly  involved  in  caregiving), 
social  supports  (including  nursing  home  placement), 
home  services,  day  care,  inpatient  respite  care, 
custodial  care,  and  finding  social  services.  Several 
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books  discussing  these  issues  are  now  available. n-55-56 

Physicians  caring  for  the  patient  with  dementia 
must  remain  sensitive  to  the  fact  that  accurate 
antemortem  diagnosis  based  on  clinical  evaluation 
alone  often  is  not  possible.  While  the  majority  of 
central  nervous  system  degenerations  are  due  to 
Alzheimer’s  disease,  the  remainder  have  any  of  the 
multiple  degenerations,  including  those  discussed 
above.516'57'58  Errors  in  clinical  diagnoses  are  inevita- 
ble and  may  invalidate  conclusions  that  presuppose 
a homogeneous  population.  The  development  of 
therapeutic  strategies  for  specific  dementias  depends 
upon  accurate  diagnosis,  and  therapies  effective  on 
a subtype  of  dementia  might  be  overlooked  in  the 
statistical  noise  produced  by  heterogeneity  of  the 
diseases  being  studied.  The  only  way  to  assure 
uniform  study  populations  is  to  pursue  accurate 
diagnoses  all  the  way  to  the  evaluation  of  autopsy 
brain  specimens.  The  special  problem  of  overlap 
syndromes,  such  as  that  seen  with  Parkinson’s  and 
Alzheimer’s  diseases,  also  highlights  the  signifi- 
cance of  neuropathologic  evaluation  to  help  clarify 
the  relationship  between  two  such  neurodegenerative 
syndromes. 

The  importance  of  accurate  diagnosis  for  genetic 
considerations  and  family  counseling  cannot  be 
overemphasized.  Although  the  exact  inheritance 
patterns  of  most  of  the  dementias  are  still  vague, 
familial  aggregation  is  well  recognized.59  60  For  some 
dementing  diseases,  the  genetic  implications  are 
clear:  Huntington’s  disease  is  caused  by  an  auto- 
somal dominant  gene;  an  autosomal  dominant 
inheritance  pattern  has  been  suggested  for  the 
familial  form  of  Pick’s  disease;  and  families  with 
Alzheimer’s  disease  have  increased  incidence  rates 
of  Down’s  syndrome  and  leukemia  (both  linked  to 
chromosome  21. 61 63  However,  genetic  heterogeneity 
in  Alzheimer’s  disease  appears  to  be  the  pattern 
emerging  from  linkage  studies  and  may  indicate  the 
involvement  of  several  different  genes  in  this  disor- 
der.62,63 

Conclusions 

The  hope  for  the  future  is  research  that  will  broaden 
our  understanding  of  the  pathophysiology  of  demen- 
tia and  lead  to  improved  and  earlier  diagnosis  and 
potential  treatment.  Interest  in  such  study  is  rapidly 
accelerating  as  can  be  seen  from  Figure  6,  which 
shows  the  exponential  growth  in  published  articles 
in  scientific  journals  over  the  past  twenty  years 
regarding  the  subject  of  dementia.  Unfortunately, 
since  no  reliable  animal  models  of  these  diseases 
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Figure  6.  Chart  demonstrating  over  the  past  twenty  years  the  rapid 
growth  in  the  scientific  literature  regarding  dementia.  The  number  of 
articles  each  year  was  derived  from  the  MEDLINE  literature  search  of 
the  terms  dementia  and  Alzheimer's  disease. 


have  been  found,  it  is  necessary  to  have  human  tissue 
available  for  study.  In  addition,  it  is  crucial  that  the 
correct  diagnosis  be  made  in  order  for  studies  of  the 
human  material  to  be  accurate.  For  example,  a 25% 
error  rate  in  clinical  diagnosis,  as  has  been  reported 
in  some  studies,57-58  could  lead  to  incorrect  assump- 
tions concerning  the  efficacy  of  drug  treatments.  It 
is  therefore  imperative  that  clinicians  and  inves- 
tigators carefully  monitor  their  demented  patients 
and  seek  and  obtain  autopsy  permission  from  the 
families  in  order  to  provide  a valid  final  diagnosis 
and  (if  the  patient  has  participated  in  clinical  re- 
search) to  confirm  the  reliability  of  study  conclu- 
sions. Careful  neuropathological  assessment  of  each 
case  is  necessary  to  establish  this  final  diagnosis 
accurately,  and  the  autopsy  brain  tissue  can  then 
also  be  used  for  basic  research  studies.  (J 
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Coming  next  month 

Among  manuscripts  being  prepared  for  publication  in  April 
are  a paper  on  child  abuse,  two  case  studies  of  renal  failure  in  diabetics, 
and  a report  on  unusual  skin  sites  of  herpes  simplex  eruptions. 
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Double  Penetrating  Nail 
A Case  Report 

Steven  W.  Newell,  MD 


We  report  an  unusual  double  penetrating  eye  injury  in 
which  a 26  mm  carpenter's  nail  pierced  the  eye.  The 
nail  penetrated  the  sclera  equatorially  and  pierced  the 
retina  posteriorly  just  above  the  superior  temporal 
retinal  vascular  arcade.  Six  hours  following  the  injury 
the  nail  was  removed  from  the  eye,  transcleral 
cryotherapy  was  applied  to  the  entry  site,  and  an 
episcleral  silicone  band  was  used  to  create  an  encircling 
buckle.  Visual  acuity  at  2 months  and  most  recently  at 
33  months  following  the  injury  was  20/30.  This  case 
demonstrates  that  selected  double  penetrating  injuries 
of  the  posterior  segment  may  be  successfully  managed 
with  conventional  scleral  buckling  techniques  and 
underscores  the  importance  of  protective  eye  wear  for 
hobby  work  or  leisure  activities. 

Penetrating  ocular  injuries  are  a leading  cause 
of  unilateral  visual  loss,  with  young  men  sustain- 
ing 90%  of  these  injuries.1  The  visual  prognosis  after 
a penetrating  injury  is  strongly  influenced  by  the 
nature  of  the  injury;  the  location,  extent,  and  effects 
of  the  initial  damage;  and  delayed  effects  of  intra- 
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Injury  to  the  Eye: 


ocular  cellular  proliferation.2  We  report  a case  of  a 
double  penetrating  nail  injury  which  achieved  good 
anatomic  and  functional  results  utilizing  conven- 
tional scleral  buckling  techniques  without  vitrec- 
tomy. 

Case  Report 

E.D.,  a 42-year-old  myopic  architect  who  was  not 
wearing  safety  glasses  was  struck  in  the  right  eye  by 
a one  inch  nail  while  sawing  a plank  with  a ripsaw. 
On  examination  30  minutes  following  the  injury, 
visual  acuity  was  20/200  in  the  involved  eye.  On 
external  examination,  the  flat  butt  end  of  the  nail 
was  the  only  portion  visible,  and  it  was  flush  with 
the  scleral  surface  (Fig  1).  The  nail  had  passed 
through  the  vitreous  cavity  and  impaled  the  pos- 
terior retina,  choroid,  and  sclera  in  the  12  o’clock 
meridian,  superior  to  the  superior  temporal  retinal 
vascular  arcade.  A small  amount  of  subretinal  fluid 
surrounded  the  posterior  penetration  site.  The  media 
were  clear,  as  minimal  vitreous  hemorrhage  was 
confined  to  the  entry  site  and  occasional  areas  along 
the  edge  of  the  nail  shaft  (Fig  2).  The  left  eye  was 
normal.  X-rays  of  the  right  orbit  demonstrated  a nail 
which  spanned  the  length  of  the  orbit  (Fig  3).  There 
were  no  signs  indicating  penetration  into  the  retro- 
orbital  intracranial  cavity. 
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Six  hours  after  the  injury  the  patient  was  taken 
to  the  operating  room.  A 360-degree  peritomy  was 
performed.  An  encircling  silicone  band  was  placed 
about  the  eye  and  anchored  to  the  sclera  with  mat- 
tress sutures  placed  in  the  center  of  each  quadrant 
at  about  the  equator.  A grooved  silicone  plate  was 
placed  beneath  the  band  to  extend  from  approxi- 
mately the  7:00  meridian  to  the  10:00  meridian.  The 
nail  was  then  removed  from  the  eye  with  forceps.  The 
posterior  pole  of  the  globe  was  not  explored.  Tran- 
scleral  retinal  cryotherapy  was  applied  to  both  the 
entry  site  and  the  posterior  retinal  perforation.  The 
globe  softened  moderately  during  this  portion  of  the 
procedure,  and  a moderate  buckling  effect  was 
created  by  joining  the  ends  of  the  encircling  element. 
Air  was  injected  through  the  pars  plana  to  restore 
the  eye  to  normal  intraocular  pressure.  Comprehen- 
sive cultures  were  obtained,  and  subconjunctival 
antibiotics  and  betamethasone  were  injected.  Intra- 
venous antibiotics  were  given  for  four  days.  Oral 
steroids  were  prescribed  on  the  second  postoperative 
day  and  continued  in  a tapering  dose  for  approxi- 
mately three  weeks. 

Postoperatively,  apparent  vitreous  condensations 
were  seen  along  the  intravitreal  tract  of  the  nail. 
Localized  hemorrhage  near  the  entry  site  was  ob- 
served approximately  one  month  following  surgery, 
and  apparent  neovascularization  of  this  site  was 
believed  to  be  the  cause.  This  tissue  was  sub- 
sequently treated  with  argon  blue-green  laser 
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therapy.  Signs  of  intravitreal  cellular  proliferation 
did  not  occur.  Thirty-three  months  following  the 
injury,  visual  acuity  was  20/30  with  a - 10  spherical 
equivalent,  whereas  the  refractive  error  in  the 
normal  left  eye  was  - 6.25  diopters.  At  the  posterior 
exit  wound  was  a large,  atrophic  chorioretinal  scar 
surrounded  by  hyperpigmentation.  A large  vortex 
vein  ampullae  was  within  the  inferior  edge  of  the 
scar. 

Discussion 

Factors  possibly  contributing  to  a favorable  outcome3 
in  this  case  included  the  limitation  of  the  initial 
ocular  injury  to  the  sclera,  choroid,  retina,  and 
vitreous,  and  the  sparing  of  the  lens,  ciliary  body, 
optic  nerve,  and  macula.  Additional  favorable  prog- 
nostic factors  were  good  initial  visual  acuity  (20/200); 
a sharp-tipped,  smooth-edged  missile;  minimal 
localized  preoperative  hemorrhage;  an  absence  of 
intraoperative  hemorrhage;  delayed  postoperative 
intravitreal  hemorrhage,  which  was  minimal  and 
remained  loculated;  and  a small  retinal  detachment, 
which  remained  localized  at  the  entrance  and  exit 
wounds. 

Protective  safety  glasses  can  help  prevent  severe 
eye  injuries.  Polycarbonate  material  used  in  protec- 
tive safety  lenses  has  well-defined  resistance  to 
small  and  medium-sized  fragments  traveling  at 
moderate  velocities.  LaPiana  et  al4  analyzed  pene- 
trating ocular  wound  data  based  upon  US  combat 
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Figure  3.  X-ray  of  right  orbit  which  demonstrates  the  path  of  the  nail 
spanning  the  length  of  the  orbit. 


experience  in  Korea  and  Southeast  Asia  and  directly 
examined  missiles  responsible  for  this  type  of  wound. 
They  estimated  an  eye  casualty  reduction  of  nearly 
40%  with  the  use  of  polycarbonate  protective 
eyewear.  Further  analysis  of  both  noncombat  and 
combat  penetrating  ocular  trauma  within  the  US 
military  has  culminated  recently  with  the  issue  of 
2 mm  polycarbonate  eye  protection  to  infantry  per- 
sonnel. 


Figure  4.  One  side  of  the  one-inch  nail  shaft 
was  flattened,  as  though  it  had  been  ground 
against  the  rotating  saw  blade. 


Conclusion 

Although  this  patient  had  a fortunate  result  follow- 
ing a severe  double  penetrating  ocular  injury,  protec- 
tive eyewear  can  minimize  the  vulnerability  of  many 
eyes  to  injury.  Perhaps  this  graphic  case  will  remind 
us  to  use  polycarbonate  lenses  or  other  safety  glasses 
when  exposed  to  a hazardous  environment  either  at 
work  or  during  leisure  activities.  (J) 
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Survival  of  Severe  Neuroleptic  Malignant 
Syndrome  in  a 78-Year-Old  Man  Treated  with 
Dantrolene 


Neil  B.  Kimerer,  MD;  Dennis  M.  Parker,  MD;  Chris  M.  Sholer,  MD;  J.  Ray  Trammell,  MD 


The  authors  report  a case  of  neuroleptic  malignant 
syndrome  in  a 78-year-old  man.  The  patient  presented 
with  a lack  of  contact  with  reality,  hallucinations  to 
which  he  was  responding  incoherently,  and  agitation 
and  belligerence.  He  showed  much  improvement 
following  treatment  with  dantrolene  and  was  released 
to  a nursing  home  24  days  after  admission. 

euroleptic  malignant  syndrome  (NMS)  was 
identified  by  Delay  and  Deniker  in  1968. 1 The 
syndrome  is  rare  and  has  been  reported  infrequently 
in  a person  this  age.  The  predominant  age  group  has 
been  young  adults  up  to  age  40  years.23 

The  description  of  the  syndrome  has  been  well 
documented.  The  components  of  the  syndrome  are 
lead  pipe  rigidity;4  diaphoresis;  fever;  cyanosis, 
leukocytosis;  hematuria;  renal  damage,  sometimes 
with  anuria;  hypertension;  myoglobinuria;  and 
rhabdomyolysis.  Often  the  most  profound  change  is 
in  the  altered  mental  state,  with  loss  of  conscious- 
ness, loss  of  contact  with  reality,  restlessness,  agita- 
tion, belligerence,  and  severe  pseudoseizure  activity. 
The  predominance  of  any  one  or  more  of  the  compo- 
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nents  varies  from  case  to  case,  and  not  all  are  present 
in  any  one  case.  The  reported  mortality  has  been 
variable,  ranging  from  4.0%  to  22.0%. 2,3 

Case  Report 

The  patient  had  been  seen  by  one  of  the  authors 
(JRT)  when  a daughter  brought  him  to  the  author’s 
office  some  four  months  prior  to  this  episode,  and  he 
was  placed  on  hydergine  at  that  time. 

At  the  time  of  this  admission,  the  patient  pre- 
sented with  a lack  of  contact  with  reality,  hallucina- 
tions to  which  he  was  responding  incoherently, 
agitation,  and  belligerence,  ie,  an  “altered  mental 
status.” 

He  was  admitted  to  the  Senior  Diagnostic  Center 
at  Deaconess  Hospital.  The  only  medication  reported 
to  have  been  administered  for  control  of  his  symp- 
toms was  haloperidol  5 mg,  IM  given  in  a rural 
hospital  emergency  room  about  four  hours  prior  to 
his  admission.  We  were  unable  to  obtain  more  defini- 
tive information  from  the  son  and  daughter-in-law 
who  accompanied  him  until  two  days  following  his 
admission.  The  son  provided  us  with  a list  of  drugs 
prescribed  over  a period  of  six  months  by  four  differ- 
ent physicians  within  a few  miles  from  his  home 
(quinine,  ibuprofen,  pseudoephedrine,  hydroxazine, 
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coated  aspirin,  aminophylline).  He  was  said  to  have 
been  diagnosed  as  having  Parkinsonism  and  chronic 
obstructive  pulmonary  disease  (COPD)  two  years 
previously. 

The  physical  examination  revealed  weight  87  Kg, 
temperature  97.8°F  orally,  blood  pressure  124/76, 
and  pulse  60.  There  was  constant  agitation  but  no 
gross  abnormalities  were  apparent  except  for  bilat- 
eral rhonchi  over  both  posterior  lung  fields,  suggest- 
ing COPD,  a grade  IV/VI  systolic  murmur,  mild  lead 
pipe  rigidity  ( + ),4  and  a severe  bilateral  hearing  loss. 

The  initial  laboratory  findings  were  as  follows: 
Results  ofChem  18  (Technicon),  CBC,  arterial  blood 
gases,  and  urinalysis  were  all  within  normal 
parameters  except  for  “few  RBCs”  in  the  urine. 
Other  studies  such  as  febrile  agglutinins,  thyroid 
profile,  VDRL,  and  isoenzymes  were  within  normal 
limits.  A chest  X-ray  showed  mildly  congested  lung 
fields.  Liver  enzymes  were  SGOT  46  mu/ml,  alkaline 
phosphatase  82  mu/ml,  LDH  264  mu/ml,  and  CPK 
286  mu/ml.  The  serum  magnesium  was  2.1  mg/dl. 
The  patient’s  EKG  had  mild  nondiagnostic  T-wave 
changes  and  an  old  inferoseptal  infarct. 

Clinical  Course 

For  the  first  three  days  of  hospitalization  the  patient 
remained  out  of  contact  with  reality;  his  vital  signs 
were  not  remarkable  until  his  oral  temperature  rose 
to  102. 4°F  and  respiratory  distress  was  noted.  Res- 
piratory therapy  was  begun  with  theophyline  IV, 
inhalation  therapy,  and  erythromycin. 

Over  the  next  three  days  methylprednisolone  and 
furosemide  were  added,  with  little  clinical  or  labora- 
tory change. 

On  the  seventh  day  ridigity  increased  ( + + + ) 
and  the  patient  became  oliguric  (urine  output  <20 
ml/hr).  The  following  day  diaphoresis  and  cyanosis 
developed.  The  patient  was  transferred  to  the  inten- 
sive care  unit  even  though  his  oral  temperature  had 
dropped  to  100. 6°F. 

The  WBC  rose  and  peaked  at  18.1  th/mm3  on  the 
ninth  day.  The  CPK  rose  to  17489  mu/ml  and  began 
falling;  the  SGOT  was  301  mu/ml,  LDH  576  mu/ml, 
BUN  55  mg/dl,  and  creatinine  3.5  mg/dl.  Hematuria 
and  proteinuria  were  noted.  The  patient’s  isoenzymes 
were  not  indicative  of  cardiac  involvement.  On  the 
ninth  day,  treatment  with  dantrolene  was  begun 
with  250  mg  IV  in  divided  doses  (2.87  mg/Kg),  NG 
hyperal  to  bypass  the  patient’s  inability  to  swallow, 
and  Mannitol  and  NaHC03  IV  to  support  his  kidneys. 
The  patient  was  totally  out  of  contact  with  reality 
but  arousable.  He  required  restraints. 


He  received  300  mg  dantrolene  (3.45  mg/Kg)  on 
the  tenth  day,  and  the  CPK  dropped  to  9464  mu/ml; 
the  LDH  reached  its  zenith  at  563  mu/ml  as  the 
SGOT  had  already  begun  to  drop  to  269  mu/ml  from 
301  mu/dl.  The  patient’s  ABGs  were  within  normal 
limits.  Urine  volume  remained  acceptable,  and  the 
hematuria  diminished.  Rigidity  lowered  to  +.  The 
patient  was  more  cooperative  and  would  attempt 
verbal  responses  and  some  vague  answers  to  inquiry. 

Peak,  BP  196/106,  occurred  on  the  eleventh  day, 
but  at  no  time  during  this  period  from  the  ninth  day 
on  did  the  patient’s  temperature  exceed  101. 0°F 
rectally.  Protein  had  disappeared  from  his  urine. 

Dantrolene  was  reduced  gradually  over  a 48-hour 
period  and  stopped  at  a total  oral  dose  of  150  mg. 
The  only  remaining  medications  were  the  supportive 
IV  infusions  which  continued  through  the  16th  day, 
when  the  patient  was  transferred  back  to  the  Senior 
Diagnostic  Center. 

At  the  time  of  discharge  on  the  24th  day  in 
hospital,  the  patient’s  vital  signs  were  temperature 
98.2°F,  blood  pressure  120/80,  pulse  64,  respiration 
16,  WBC  7.0  th/mm3,  HGB  13.0  g/dl,  HCT  37.4%, 
BUN  11  mg/dl,  creatinine  1.2  mg/dl,  LDH  188  mu/dl, 
SGOT  47  mu/dl,  and  CPK  40  mu/dl.  His  mentation 
had  improved  to  an  extent  that  he  was  participating 
in  activities  in  the  Senior  Diagnostic  Center.  He 
seemed  in  much  better  contact  with  reality  than  at 
any  time  since  admission.  His  weight  was  76  Kg.  He 
had  lost  11  Kg  in  24  days. 

The  patient  was  discharged  on  phenobarbital  and 
lorazepam  to  go  to  a nursing  home  in  his  hometown 
where  his  daughter  could  supervise  his  care. 

Hindsight  and  Discussion 

It  is  very  possible  that  this  man  had  neuroleptic 
malignant  syndrome  at  the  time  of  admission,  and 
the  initial  sedative  administration  aggravated  the 
problem.  We  do  not  know  whether  the  precipitating 
event  was  the  withdrawal  of  the  drugs  he  may  have 
been  taking  or  the  haloperidol  administered  at  the 
rural  emergency  room.  The  etiology  of  the  syndrome 
remains  controversial,  as  does  the  nature  of  the 
syndrome  itself.1'3 

The  differential  diagnosis  has  received  some 
discussion  and  Kellam  has  made  a thorough  study 
of  the  older  literature  to  conclude  that  the  syndrome 
is  much  older  than  is  commonly  assumed.5  The  three 
most  common  disorders  from  which  it  may  be  distin- 
guished are  malignant  hyperthermia,  psychotic 
catatonia,  and  severe  extrapyramidal  syndrome.1'3 

Since  dantrolene  was  first  recognized  as  a muscle 
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relaxant,  it  has  been  used  frequently  in  treatment.4 
Dantrolene  or  bromcriptine  has  been  used  most  often 
to  treat  NMS  even  though  many  other  drugs  have 
been  successful,  as  has  ECT.  Some  therapeutic  drugs 
also  have  been  implicated  in  precipitation  of  the 
syndrome,  so  the  etiology  has  remained  controver- 
sial.2,3,5 

This  78-year-old  man  survived,  which  makes  our 
treatment  successful,  but  neuroleptic  malignant 
syndrome  should  not  be  taken  lightly  at  any  degree 
of  severity  because  the  outcome  is  not  predictable. 

<J) 
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News 


Prior  to  entering  school 

Family  physicians'  group  urges  second  measles  vaccination 


The  American  Academy  of  Family  Physicians 
(AAFP)  has  recommended  routine  second  measles, 
mumps,  and  rubella  (MMR)  immunizations  for 
children  four  to  six  years  of  age,  or  just  prior  to 
entering  school.  The  association  also  says  that  chil- 
dren in  areas  where  there  is  a high  risk  of  contracting 
measles  should  receive  their  first  MMR  at  12  months 
rather  than  15  months  of  age. 

The  AAFP’s  revised  guidelines  calling  for  two 
childhood  measles  vaccinations  concur  with  the 
Immunizations  Practice  Advisory  Committee’s  re- 
port “Measles  Prevention,”  issued  recently  by  the 
federal  Centers  for  Disease  Control  (CDC).  The 
AAFP  has  a liaison  representative  on  the  CDC 
committee. 

The  AAFP  revised  its  recommended  schedule  for 
MMR  vaccinations  because  of  the  increasing  number 
of  infants,  children,  and  adolescents  who  have  con- 
tracted measles.  Some  of  these  cases  occurred  in 
children  who  were  previously  immunized  but  failed 
to  develop  protection  against  measles. 

“It  appears  that  about  5 out  of  every  100  children 
who  were  properly  immunized  failed  to  develop 
protection  against  measles,”  said  Gerald  C.  Keller, 
MD,  chairman  of  the  AAFP’s  Commission  on  Public 
Health  and  Scientific  Affairs.  “That’s  why  these  kids 
are  getting  measles  and  why  they  need  to  get  a 
second  MMR  shot.” 

Immunization  efforts  are  generally  more  effective 
when  they  are  an  entrance  requirement  for  school, 
Dr  Keller  said. 

Although  the  AAFP  and  CDC  recommendations 
generally  call  for  a first  measles  shot  at  15  months 
and  a second  shot  at  4 to  6 years  of  age,  some  states 
may  require  the  second  MMR  be  given  at  an  older 
age.  In  addition,  authorities  in  high  risk  areas  might 
advise  the  first  MMR  be  given  at  12  months  of  age. 
The  new  guidelines  define  a high  risk  area  as  a 
county  or  portion  of  a county  with  (1)  more  than  five 
measles  cases  among  preschool-aged  children  during 
each  of  the  last  five  years;  (2)  a recent  outbreak 


among  unvaccinated  preschool-aged  children;  or 
(3)  a large  urban  population. 

“There  are  a number  of  other  individuals  who 
should  consider  either  a second  MMR  or  a test  for 
evidence  of  measles  immunity,”  Dr  Keller  said.  “The 
CDC  recommends  a second  MMR  shot  or  a measles 
immunity  test  for  everyone  who  is  going  to  college 
or  other  educational  institutions  beyond  college,  as 
well  as  medical  personnel  beginning  employment 
who  will  have  direct  patient  care  contact.” 

Measles  vaccinations  are  not  recommended  for 
pregnant  women,  persons  with  active  tuberculosis, 
or  persons  who  have  allergies  to  eggs,  said  Dr  Keller. 


Abuse,  neglect  cases  increasing 

Study  says  states  not  equipped 
to  help  children  of  the  mentally  ill 

The  number  of  child  abuse,  sexual  abuse,  and  neglect 
cases  among  children  bom  to  mentally  retarded 
parents  is  growing  rapidly,  and  society  is  ill-prepared 
to  help  these  young  people,  a study  in  January’s 
American  Journal  of  Diseases  of  Children  concludes. 

The  authors,  Pasquale  Accardo,  MD,  and  Barbara 
Whitman,  PhD,  of  the  Department  of  Pediatrics  and 
Adolescent  Medicine  at  St.  Louis  University,  Mo, 
studied  79  families  who  had  226  children.  The  study 
found  more  than  66%  of  those  children  suffered  child 
abuse,  sexual  abuse,  and/or  neglect. 

“In  general,  the  children  who  were  cognitively 
brighter  and  could  talk  better  seemed  more  likely  to 
be  abused,”  the  authors  wrote.  They  also  contend  the 
US  has  very  few  programs  to  help  mentally  retarded 
parents  or  their  children. 

The  authors’  study  concluded  mentally  retarded 
adults  were  having  children  as  often  as  the  general 
US  population.  (J 
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Autologous  donation  negates  certain  risks,  adds  others 


While  the  risk  of  transmitting  disease  through  blood 
transfusions  is  falling,  autologous  blood  remains  the 
safest  option  for  eligible  patients,  says  a recent 
report.  Still,  the  author  cautions,  there  are  risks; 
autologous  donation  is  not  appropriate  for  all 
patients. 

“Recently,  the  fear  of  transfusion-transmitted 
diseases  from  homologous  blood  transfusion,  which 
uses  blood  collected  from  volunteer  donors  other 
than  the  patient,  has  renewed  interest  in  autologous 
blood  transfusion,”  writes  Susan  D.  Rogus,  RN,  MS, 
of  the  National  Blood  Resource  Education  Program, 
Bethesda,  MD. 

Rogus  warns  that  since  most  planned  surgeries 
don’t  result  in  significant  blood  loss,  even  autologous 
transfusions  aren’t  necessary  in  most  cases.  In  those 
cases  where  transfusion  is  anticipated,  the  author 
suggests  several  options:  (1)  preoperative  autologous 
transfusion;  (2)  perioperative  blood  salvage;  and 
(3)  acute  normovolemic  hemodilution.  These  proce- 
dures can  be  used  separately  or  in  combination  to 
reduce  the  need  for  autologous  blood. 

The  author  cites  two  major  risks  of  preoperative 
autologous  blood  donation:  transient  hypotension 
and  bradycardia  or  loss  of  consciousness,  and  a 
possible  deterioration  of  the  patient’s  condition  if 
surgery  is  delayed  while  blood  is  collected  autolo- 
gously.  Consequently,  the  procedure  poses  some  risk 
for  patients  with  cardiac  or  cerebrovascular  disease, 
and  might  compromise  those  planning  cardiovascu- 
lar surgery,  the  report  notes. 

The  ideal  patient  for  this  type  of  blood  transfusion 
is  one  who  has  two  or  more  weeks  before  surgery  and 
who  is  likely  to  need  a transfusion  during  or  after 
an  operation,  says  Rogus.  Physicians  who  do  not 
think  their  patients  will  need  a transfusion  are 
urged  by  the  author  to  recommend  against  autolo- 
gous donations  before  surgery. 


8W  ANNUAL  HEEWQ 
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The  report  adds  that  collecting  a patient’s  own 
blood  before  surgery  is  not  a guarantee  other  blood 
sources  will  not  be  needed. 

“If  insufficient  autologous  blood  had  been  do- 
nated, if  the  patient  is  not  correctly  identified,  or  if 
the  autologous  unit  is  lost  or  mislabeled,  the  patient 
could  receive  blood  from  the  homologous  supply,”  the 
article  says.  “Thus,  during  the  discussion  of  the 
surgical  risks  and  benefits  with  the  patient,  autolo- 
gous donations  should  not  be  presented  as  a guaran- 
tee against  other  transfusions.” 

The  report  appears  in  the  January  19  Journal  of 
the  American  Medical  Association.  QD 


Popular  publication 

OSMA  receives  few  requests  for 
corrected  listings  in  directory 

The  1990-91  directory  of  the  Oklahoma  State  Medical 
Association  was  issued  in  December  and  has  been 
well  received. 

While  every  effort  was  made  to  ensure  accuracy, 
the  following  corrections  have  been  noted  by  the 
publisher: 

Bazih,  Jaafar  M:  Address  and  phone  should  be  2424 
E 21st  St  #320,  Tulsa  74114,  918-748-8833. 
Beal,  Jeffrey:  Address  should  be  9330  E 41st  St 
#207,  Tulsa  74145. 

Bethea,  Charles:  Specialty  should  be  CD. 

Claflin,  James:  Specialty  should  be  AI. 

D’Souza,  Liphard:  Specialties  should  be  listed  as 
CHN,  N,  PD. 

McMillan,  Euan  M:  Specialty  DMP  should  be  added. 
Quinlan,  James  T:  Address  should  be  1201 
Arlington,  #D,  Ada  74820 
Roy,  Lawrence  J:  Phone  number  should  be  405-235- 
7802. 

Salamy,  Joseph:  Phone  number  should  be  918-742- 
8992. 

Directories  are  available  to  OSMA  members  for  $15 
per  copy.  Non-member  price  is  $30,  or  $ 15  a copy  for 
bulk  orders  of  ten  or  more.  All  orders  must  be  pre- 
paid. Checks  should  be  made  payable  to  OSMA  and 
mailed  to  601  Northwest  Expressway,  Oklahoma 
City,  OK  73118.  (J) 
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Sign  of  Life 


The  Oklahoma  -^=- 
Organ  Sharing  Network 


For  a free  brochure,  donor  card  or  more  information,  please  call  or  write  today. 
5801  N.  Broadway,  Suite  301,  Oklahoma  City,  Oklahoma  73118,  (405)  840-5551 
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From  the  OSDH 


OSDH  issues  recommendations  for  disposal  of  biomedical  waste 


Recent  national  publicity  regarding 
W 0 ^ ^ biomedical  waste  disposal  issues  has 

m-  I prompted  numerous  inquiries  to  the 

Ip  I Oklahoma  State  Department  of 

Health  (OSDH)  regarding  the  spe- 
cific regulatory  requirements  for 
biomedical  waste  generators. 

Biomedical  waste  can  come  from  physicians’ 
offices  and  clinics,  dentists’  offices  and  clinics,  vet- 
erinarians, outpatient  surgery  and  emergency 
clinics,  hospitals,  nursing  homes,  and  other  institu- 
tions or  individuals  providing  health  care  services. 

The  state  health  department  recommends  that 
such  wastes  be  identified  and  segregated  from  the 
remainder  of  the  waste  stream.  They  should  be 
labeled  appropriately  and  collected  at  the  point  of 
origin.  Ideally,  special  attention  should  be  given  to 
the  identification  and  segregation  of  chemical 
biomedical  wastes,  such  as  antineoplastic  waste  and 
radiological  waste. 

Biomedical  waste  packaging  should  consist  of 


tear-resistant  red  double  plastic  bags  which  are 
placed  into  rigid  or  semirigid  containers  marked 
with  the  universal  biohazard  symbol.  Contaminated 
sharps  should  be  collected,  stored,  and  transported 
in  specially  designed  sharps  containers  of  rigid 
plastic.  The  Oklahoma  State  Department  of  Health 
recommends  that  sharps  containers  be  red  or  marked 
with  the  universal  biohazard  symbol. 

To  protect  health  care  workers,  patients,  and  the 
public  from  accidental  contact  with  biomedical 
waste,  the  waste  should  be  managed  to  limit  acciden- 
tal contact.  Temporary  storage,  prior  to  shipment 
off-site,  should  be  in  a secure  location. 

The  Oklahoma  State  Department  of  Health 
recommends  that  biomedical  wastes  that  are  stored 
at  the  facility  of  origin  longer  than  24  hours  be 
refrigerated  at  45°F. 

Once  they  have  been  packaged,  biomedical  wastes 
should  not  be  compacted. 

For  the  best  management  of  biomedical  wastes, 
the  state  health  department  recommends  that  the 


AT  AN  AUTHORIZED  Mercedes-Benz  dealer,  you’ll  never  see  change  for  the  sake  of 
change.  Which  makes  the  300  Class  for  1990  all  the  more  remarkable. 

There's  enhanced  styling  outside.  An  inviting  new  richness  inside.  And  a safety 
feature  that’s  very  reassuring.  For  the  first  time  you  can  get  a 300 E Sedan 
or  300TE  Wagon  with  4MATIC — the  Mercedes-Benz  fully  automatic 
all -wheel  drive  system. 

Take  a look  at  one  now.  LIKE  NO  OTHER  DEALERS  IN  THE  WORLD. 


(X)  ^3^ 

JAGUAR 


1225  N BROADWAY 
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waste  be  treated  to  render  it  noninfectious  before  it 
is  sent  to  the  landfill  for  final  disposal.  The  preferred 
method  of  treatment  is  incineration  in  an  incinerator 
permitted  by  the  health  department.  Other  accept- 
able treatment  methods  are  chemical  disinfection 
and  autoclaving.  The  health  department  also 
suggests  that  antineoplastic  wastes  be  incinerated 
only  in  incinerators  designed  and  permitted  to 
operate  at  temperatures  sufficiently  high  to  assure 
waste  destruction.  An  alternative  to  incineration  of 
antineoplastics  is  packaging  and  disposal  as  hazard- 
ous wastes  at  licensed  hazardous  waste  facilities. 

For  more  information  on  biomedical  waste  issues, 
contact  the  state  health  department  at  (405) 
271-7155.  (J) 


In  Memoriam 

1989 

John  Hoyle  Carlock,  Jr.,  MD 

January  19 

Michael  Bailey  McCarty,  MD 

January  22 

Alexander  Shadid,  MD 

February  2 

Moorman  Paul  Prosser,  MD 

February  12 

Robert  Vem  Weger,  MD 

February  18 

William  Lawrence  Bond,  MD 

March  26 

Mary  Edna  Sippel,  MD 

April  10 

Ruben  Hilton  Mayberry,  MD 

April  20 

Norman  Eugene  Deambarger,  MD  May  6 

Gordon  Kent  Jimerson,  MD 

May  6 

Orville  McClure  Woodson,  MD 

May  11 

Robert  Sears  Davis,  Jr.,  MD 

May  13 

James  Richard  Riggall,  MD 

May  30 

Howard  Choice  Martin,  MD 

July  23 

D.  Evelyn  Miller,  MD 

July  30 

Nevin  Wilson  Dodd,  MD 

July  31 

Alwyn  Travers  Komblee,  MD 

August  7 

Edward  Keats  Norfleet,  MD 

August  13 

Wayman  Jackson  Thompson,  MD 

September  20 

Rheba  L.  Huff  Edwards,  MD 

September  30 

George  Harry  Garrison,  MD 

October  5 

Monroe  Ruework  Jennings,  MD 

October  27 

Edmund  Gordon  Ferguson,  MD 

November  17 

Don  Lee  Dycus,  MD 

December  6 

Sylvester  Robert  Shaver,  MD 

December  16 

Charles  Edwards  Leonard,  MD 

December  27 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  ana 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs-and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  anv  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we  ll  tell  vou  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  Citv,  OK 
(405)840-0333 ' 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(018)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FD1C 
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Off  Duty 


High  flying  surgeon  operates  on  warbirds  in  his  spare  time 


That  old  World  War  II  warplane  flying  by  at  the 
airshow  may  have  been  piloted  by  William  E.  Harri- 
son, Jr.,  MD.  Dr  Harrison  is  a Tulsa  hand  surgeon 
and  OSMA  member  who  has  been  deeply  involved 
in  restoring  and  exhibiting  old  warplanes  for  the 
past  twenty  years.  He  has  bought  and  restored  a 


B-17,  one  of  the  workhorse  bombers  of  World  War  II, 
and  then  gave  it  to  the  Experimental  Aircraft  Associ- 
ation (EAA)  Museum  in  Oshkosh,  Wisconsin.  He 
still  exhibits  it  occasionally  at  air  shows  for  the 
museum. 

Dr  Harrison  presently  has  five  helicopters  and 


OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  M.D.*  John  S.  Chaffin,  M.D.* 

David  W.  Vanhooser,  M.D. 

*Diplomates  American  Board  of  Thoracic  and  Cardiovascular  Surgery 
*Diplomates  American  Board  of  Surgery 

Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 

3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 

(405)  945-4278  1-800-522-6525 

24  Hour  Referral  and  Consultation 


132 


I Okla  State  Med  Assoc,  Vol  83,  March  1990 


A sleek  DeHaviland  “Venom,"  one  of  Dr  Harrison's  restored 
warplanes,  gleams  in  the  Tulsa  sun.  The  Venom,  a British 
fighter-bomber,  was  built  in  the  1950s  and  served  in  Malaysia. 
When  asked  if  this  was  his  favorite  plane.  Dr  Harrison  said 
no,  he  has  no  real  favorites;  "If  it  flies,  I enjoy  flying  it." 
He  has  piloted  everything  from  a Ford  Trimotor  to  an  F-4 
Phantom. 


two  airplanes  under  reconstruction,  and  flies  a 
rebuilt  PT23  trainer  and  a Lockheed  C-60  from  Tulsa 
Riverside  airport.  The  C-60  bears  the  sobriquet 
“Sweet  Charlotte”  in  honor  of  his  wife,  Charlotte, 
and  she  enjoys  and  participates  in  the  avocation  with 
verve  and  enthusiasm. 

Dr  Harrison,  often  called  Bill  by  his  friends  and 
colleagues,  is  a member  of  the  Warbirds  of  America, 
an  organization  of  airplane  buffs  dedicated  to  the 
preservation  of  the  old  warplanes  of  the  world.  The 
group  owns  and  restores  and  keeps  ancient  airplanes 
flying,  or  in  the  custody  of  museums.  Bill  also  be- 
longs to  the  Confederate  Air  Force,  another  group 
that  owns  and  preserves  many  of  the  old  warplanes 
of  the  world,  and  has  two  wings  in  Oklahoma.  Bill 
notes  that  his  home  airport  at  Tulsa  is  exactly 
half-way  between  the  Harlingen,  Tex,  base  of  the 
Confederate  Air  Force,  and  the  Oshkosh,  Wise,  base 
of  the  EAA  museum  that  houses  the  refurbished 
B-17. 

Over  the  years,  Dr  Harrison  has  bought,  restored, 
and  sold  or  donated  to  museums  about  forty  old 
warplanes.  These  old  warbirds  have  been  found 
everywhere,  from  a nearby  trade  school  to  the  African 
nation  of  Zaire  to  El  Salvador.  Wherever  he  finds 
them,  he  gets  them  into  flying  condition,  brings 
them  back  to  Tulsa,  and  renovates  them  to  exhibition 
condition.  He  then  flies  and  demonstrates  them  in 
airshows  everywhere,  and  Bill  reports  there  is  an 
airshow  nearly  every  weekend  through  the  summer. 
Attendance  at  six  to  seven  airshows  per  season  is 
customary  for  the  Harrisons. 

Despite  the  variety  of  plans  and  the  many  flying 
hours,  including  P51  pylon  racing,  Bill  has  had  only 
one  injury  accident.  He  has  lost  an  engine  on  one 
occasion  and  also  crash-landed  a Messerschmitt  109 
when  its  landing  gear  collapsed.  The  one  physical 
injury  was  a broken  vertebra  sustained  when  a 
Grumman  Wigeon  float  plane  broke  up  on  a water 
landing  a mile  from  shore.  Bill  reports  that  it  was 
"kind  of  hairy”  getting  to  shore,  but  the  back  healed 
to  nearly  normal. 

Dr  Harrison  expresses  a keen  feeling  for  history 


in  relating  to  his  past  and  present  airplanes,  and 
notes  that  the  lessons  of  the  past  wars  must  be 
remembered  in  the  approach  to  peace  in  the  future. 
He  derives  great  satisfaction  in  the  preservation  of 
the  warbirds  for  a focus  of  remembrance  for  those 
who  used  them  on  combat  missions.  He  recalls  the 
feelings  expressed  by  the  combat  veterans  who  react 
to  his  functioning  planes.  One  veteran  B-17  gunner 
showed  his  little  grandson  the  gun  turret,  and  with 
tears  in  his  eyes,  told  some  of  his  war  experiences  to 
the  little  boy.  Witnessing  such  scenes  transforms  the 
restoration  work  into  a labor  of  altruism.  “I’m 
obsessed  with  it,”  Bill  says. 

Dr  Harrison  enjoys  a most  unusual  hobby  and 
preserves  a precious  slice  of  history  for  future  gener- 
ations. (J) 


Reaction  Time 

Tulsa  doctor  urges  his  colleagues  to 
extend  more  professional  courtesy 

To  the  Editor:  The  information  in  a recent  OSMA 
newsletter  which  noted  the  increasing  cost  of  PLICO 
health  insurance  and  the  lack  of  professional  cour- 
tesy being  extended  to  fellow  physicians  was  disturb- 
ing. 

A few  years  ago  Dr  Eugene  Feild  made  a plea  to 
Oklahoma  physicians  not  to  charge  one  another. 

Professional  courtesy  is  an  old  and  honorable 
tradition.  The  temptation  to  accept  a fee  because  it 
will  be  paid  through  insurance  leads  to  the  same 
thing  which  causes  us  as  physicians  to  criticize 
others  who  demand  money  or  services  beyond  which 


Selling  or  Buying  a Practice? 


Practice  evaluation 
Practice  brokerage 


Roger  Harrison 

3750  West  Main,  Suite  AA.  Norman,  OK  73072 
Office  (405)  360-9238  Home  (405)  329-2423 
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Reaction  Time  (continued) 

they  are  entitled  because  these  are  “paid  for  by 
insurance.” 

This  is  a form  of  greed  which  in  addition  diverts 
us  from  the  reality  of  the  honor  done  us  when  a 
colleague  places  his  confidence  in  us  — it  places  too 
much  of  the  relationship  into  the  marketplace. 

I urge  you  to  repeat,  and  keep  repeating  if  neces- 
sary, Dr  Feild’s  message  to  us  not  to  charge  each 
other  even  if  PLICO  pays. 

I know  the  hospitals  will  charge  us  — shame  on 
them,  but  there  are  other  regulations  governing  this. 

— Paul  A.  April,  MD 
Tulsa 

Editorial  takes  OKC  reader  back  to 
Bastogne  and  "Battle  of  the  Bulge" 

To  the  Editor:  What  a wonderful  experience  it  was, 
reading  your  editorial  “A  Cold  December  Night”  in 
the  December  1989  issue  of  the  OSMA  Journal,  as 
it  relates  to  the  practice  of  medicine,  in  which  you 
state,  “the  memory  of  this  rustic  event  still  reminds 
me  that  the  practice  of  medicine  offers  unique  oppor- 
tunities to  express  the  noble  aspect  of  the  human 
spirit.” 

I can  personally  relate  to  your  battle  experience, 
having  been  “on  the  front  line”  as  a BAR  man 
(Browning  Automatic  Rifle  machine  gun)  during  the 
“Battle  of  the  Bulge”  in  December  1944— January 
1945  — just  outside  Bastogne.  Though  “scared  to 
death”  all  the  time,  I was  still  proud  of  being  there, 
and  felt  that  I was  serving  the  worthy  cause  of 
“freedom.”  I sometimes  have  to  ask  myself  — in  the 
light  of  the  socialistic  bureaucratic  efforts  controlling 
medicine  — if  it  was  worth  it,  but  my  answer  is  still 
an  emphatic  — yes! 

— Harl  N.  Stokes 
Executive  Vice  President 
Oklahoma  Academy  of  Family  Physicians 

Oklahoma  City 


OSMA 

PHYSICIAN  RECOVERY 
HOTLINE 
(405)  360-4535 


CALL  FOR  RESOLUTIONS 

All  resolutions  to  be  presented  to  the 
Oklahoma  State  Medical  Association 
House  of  Delegates  Annual  Meeting  must 
be  received  in  the  executive  offices  no 
later  than  thirty  (30)  days  prior  to  the 
meeting.  This  year’s  meeting  will  be 
May  3-5,  1990,  at  the  Marriott  Hotel 
in  Oklahoma  City. 

County  medical  societies  or  individuals 
wishing  to  submit  resolutions  should 
mail  them  to  OSMA,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118. 
Should  you  need  assistance  in  drafting 
such  resolutions,  please  contact 
the  executive  offices. 

RESOLUTIONS  MUST  BE  SUBMITTED 
ON  OR  BEFORE  APRIL  2,  1990 


Deaths 

John  Justice  Batchelor,  MD 
1895  - 1990 

John  J.  Batchelor,  MD,  a retired  general  practitioner, 
died  January  8,  1990,  in  Oklahoma  City.  Dr  Batch- 
elor was  a Life  Member  of  the  Oklahoma  State 
Medical  Association  (OSMA)  and  a 1924  graduate  of 
Yale  University  School  of  Medicine,  New  Haven, 
Conn.  He  was  a veteran  of  both  world  wars,  having 
served  with  the  British  Royal  Air  Force  in  World  War 
I and  the  US  Army  in  World  War  II. 

Charles  Edwards  Leonard,  MD 
1907  - 1989 

Retired  Oklahoma  City  psychiatrist  Charles  E. 
Leonard,  MD,  died  December  27,  1989.  Dr  Leonard 
was  graduated  from  the  University  of  Oklahoma 
School  of  Medicine  in  1932.  A Life  Member  of  the 
OSMA,  he  retired  in  1984  and  was  living  in  Ft 
Smith,  Ark,  at  the  time  of  his  death. 
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Dewey  Lee  Mathews,  MD 
1898  - 1990 

OSMA  Life  Member  Dewey  L.  Mathews,  MD,  died 
January  18, 1990.  Dr  Mathews  established  a general 
practice  in  Tonkawa  in  1926,  four  years  after  his 
graduation  from  the  University  of  Texas  Medical 
Branch  in  Galveston.  His  60  years  of  practice  in 
Tonkawa  included  40  years  as  college  physician  for 
Northern  Oklahoma  College.  Dr  Mathews  retired 
from  practice  in  1982. 

Fred  W.  Sellers,  MD 
1911  - 1990 

Fred  W.  Sellers,  MD,  Mangum,  an  OSMA  Life 
Member,  died  January  11,  1990.  A general  prac- 
titioner and  surgeon,  Dr  Sellers  earned  his  medical 
degree  at  Baylor  University  School  of  Medicine, 
Houston,  Tex,  in  1937.  During  World  War  II  he  served 
as  a flight  surgeon  at  several  US  bases.  He  retired 
from  practice  in  1975. 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


Lawton,  Oklahoma:  Full-time  pediatrician  opportunity 

available  at  clinic.  Scheduled  hours  are  Monday- Friday,  7:30  am- 
4:30  PM.  Minimal  hospital  responsibility.  Patients  scheduled  at  15- 
minute  intervals.  Position  includes  office  and  examining  room. 
Excellent  lab,  x-ray  and  back-up.  LPN  and  billing  assistance 
provided.  Guaranteed  rate  of  reimbursement  plus  monthly  over- 
age based  on  volume.  Must  be  BE/BC  in  pediatrics.  Contact  Ben 
Hatten,  Spectrum  Emergency  Care,  P.O.  Box  27352,  St.  Louis,  MO 
63141,  1-800-325-3982,  ext.  3004. 


Wanted:  Board  Certified  Family  Practice  Physician  to  join 

established  fee-for-service  Family  Practice  Group  in  Tulsa,  OK. 
Opportunity  to  teach  in  University  setting,  do  Obstetrics  and 
minor  surgery.  Income  potential  unlimited.  Senior  member  with 
large  practice  retiring.  Call  Ken  M.  Muckala,  M.D.,  Harvard 
Family  Physicians,  PC.,  (918)  743-8200. 


Established  rapidly  growing  20  M.D.  multi-specialty  group 

in  historic  Midwest  City  seeks  additional  family  physician,  IM/ 
gastro,  OB  and  orthopod.  Signing  bonus,  outstanding  income 
potential,  low  buy-in,  lovely  life  style.  Triple  A school  system,  four 
year  college,  and  many  recreational  activities.  Contact,  in  confi- 
dence, Cheryl  Broderick  (508)  688-9063  (COLLECT).  E.G.  Todd  is 
a physician  search  firm  with  opportunities  nationwide  in  all  spe- 
cialties. All  inquiries  confidential.  Fees  paid  by  clients,  not  physi- 
cian candidates. 
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INTERNAL 

MEDICINE 

PHYSICIAN 


We  Guarantee 
Friendly  People  And 
An  Interest-Free  Income 


Start  a satisfying  lifestyle  at  McCurtain 
Memorial  hospital  in  scenic  5E  Oklahoma, 
'tou're  guaranteed  an  interest-free  income  for 
2 years  as  part  of  this  referral  network  of 
10  family  physicians  and  a variety  of  special- 
ists practicing  at  our  119-bed,  JCAMO- 
approved  hospital. 

As  a valued  member  of  our  friendly 
community  near  Beavers  Bend  State  Park  and 
three  magnificent  lakes,  enjoy  a recreational 
paradise.  Work  and  relax  with  guaranteed 
rewards.  Call  now  or  send  your  resume  to:  Trilla 
Frazier,  McCurtain  Memorial  hospital, 
1301  Lincoln  Road,  Idabel,  OK  74745, 
(405)286-7623. 


An  Equal  Opportunity  Employer 


Physicians  Wanted  (continued) 


INTERNIST  FOR  NEBRASKA.  A growing  regional  medical 

center  in  Nebraska  seeks  an  internist  to  complement  a group  of 
highly  qualified  peers.  Modem,  progressive  hospital  will  purchase 
equipment  as  needed.  Competitive  compensation  package  in- 
cludes malpractice.  Regional  community  for  recreation,  culture 
and  shopping.  Call  Gwyneth  Anderson  at  800-221-4762.  E.G.  Todd 
Associates,  535  Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 


Oklahoma,  Ada:  Emergency  staff  position  in  well-equipped 

Valley  View  Regional  Hospital.  Annual  ED  volume  is  12,000.  Open 
24  hours/seven  days  per  week.  We  offer  competitive  remuneration, 
occurrence  malpractice  insurance  coverage,  CME,  licensing,  and 
certification  reimbursement.  Will  need  ACLS.  Ada  is  80  miles  from 
Oklahoma  City  and  has  a population  of  35,000.  Oklahoma  East 
Central  University  is  nearby.  Contact  Ron  Hamilton,  Spectrum 
Emergency  Care,  Inc.,  P.O.  Box  27352,  St.  Louis,  MO  63141;  1-800- 
325-3982,  ext.  3049. 


Oklahoma,  Elk  City:  Full-time  emergency  medicine  oppor- 
tunity available.  78-bed  community  hospital.  Department  open  24 
hours/seven  days  with  an  annual  volume  of  5,000.  Physician  sees 
an  average  15  patients  per  day.  Attractive  package  includes  funds 
for  CME,  licensing,  and  certification  reimbursement,  plus  occur- 
rence malpractice  insurance.  ACLS  requirement.  Elk  City  is  about 
two  hours  from  Oklahoma  City  on  Interstate  40.  Contact  Ron 
Hamilton,  Spectrum  Emergency  Care,  Inc.,  PO.  Box  27352,  St. 
Louis,  MO  63141;  1-800-325-3982,  ext.  3049. 


(continued) 
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GET  MORE  FOR 
YOUR  RESIDENCY. 

Become  an  Air  Force  sponsored  resident 
and  remain  in  your  training  program 
while  you  enjoy  the  pay  and  benefits  of 
an  Air  Force  officer.  Then  serve  two 
years  as  an  Air  Force  physician  or  spe- 
cialist...enjoying  a great  start  without  the 
financial/administrative  burden  of  start- 
ing a practice.  Find  out  how  to  qualify  for 
Air  Force  residency.  Call 

SSGT  PRIDDY 

STATION-TO-STATION  COLLECT 
1-405-232-5957 


Physicians  Wanted  (continued) 


BC  M.D.  Gen  Surg  and  BC  D.O.  GP  desire  BC  M.D./D.O.  FP 

to  form  prof  assn.  Must  do  OB.  Female  preferred.  1st  yr  guarantee 
175K  gross  should  net  150K.  Respond  with  C.V.  to  Box  267,  Fred- 
erick, Oklahoma  73542. 


PHOENIX  AREA;  Behavioral  Health  Program  seeking  ad- 
ditional adult  psychiatrist.  Center  provides  child  through  adult 
inpatient,  outpatient  and  partial  hospitalization,  adult  and  adoles- 
cent CD.  Fee-for-service  with  shared  call,  or  association  with  exist- 
ing staff  are  options.  Hospital  provides  competitive  financial 
support.  For  more  information,  call  Greg  Peterson,  E.G.  Todd 
Associates,  at  (800)-776-7330  or  collect  (913)-341-7806. 


RADIOLOGIST  FOR  MIDWEST.  Progressive  hospital  in 

Kansas  with  CT  SCAN,  mobile  ultrasound  and  mammography 
seeks  radiologist.  Income  guarantee  provided.  Projected  revenues 
exceed  $200,000.  All  insurances  paid.  One  hour  from  two  cities 
with  both  offering  cultural  and  educational  amenities.  Call 
Gwyneth  Anderson  at  800-221-4762.  E.G.  Todd  Associates,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 


REGIONAL  ORTHOPEDIC  PRACTICES.  Lucrative  ortho- 
paedic practices  available  with  several  midwestem  regional  med- 
ical centers.  Unique  opportunities  with  highly  competitive  start 
up  compensation  packages  which  include  income  guarantees,  paid 
malpractice  and  moving  allowance  along  with  additional  desirable 
benefits.  These  are  modem  facilities  with  excellent  peer  associa- 
tion and  up  to  date  surgical  equipment.  Several  locations  avail- 
able! Call  Gwyneth  Anderson  at  800-221-4762  or  write  to  E.G. 
Todd  Associates,  535  Fifth  Avenue,  Suite  1100,  New  York,  NY 
10017. 


1 ""  ' 

EMERGENCY  II 

ROOM 

PHYSICIAN 

We  Want  To  Include  You 
In  Our  Referral  System 

Step  into  a strong  professional  network  at 
McCurtain  Memorial  Hospital  in  scenic  SE 
Oklahoma.  As  a full-time  staff  member,  you 
will  be  part  of  a referral  system  of  10  family 
practice  physicians  and  various  specialists 
practicing  at  our  119-bed,  JCAHO- 
approved  hospital. 

Come  to  our  friendly  community  near  Beavers 
Bend  State  Park  and  three  magnificent  lakes. 
In  this  recreational  paradise,  work  and  relax- 
ation are  equal  partners.  Call  today  or  send 
your  resume  to  Tlilla  Frazier,  McCurtain 
Memorial  Hospital,  1301  Lincoln  Road, 
Idabel,  OK  74745,  (405)  286-7623. 

An  Equal  Opportunity  Employer 
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HANSFORD  HOSPITAL  & CLINICS 

707  SOUTH  ROLAND  HANSFORD  CO.  HOSPITAL  DISTRICT 

PHONE  806-659-2535  SPEARMAN,  TEXAS  79081 


WANTED: 

Physician  willing  to  establish  a practice  of  medicine,  who  is  willing  to  relocate  to 
the  Texas  Panhandle  area.  Nice  office  space  and  guaranteed  financial  package 
is  available.  Practice  is  located  in  Spearman,  Texas  which  is  the  county  seat  of 
Hansford  County. 

Agriculture,  oil  and  ranching  are  the  primary  industries.  The  school  system  is  excel- 
lent and  the  quality  of  life,  particularly  for  a family,  is  excellent. 

If  interested  send  C.V  or  call  Albert  LaRochelle,  Hospital  Administrator,  Hansford 
County  Hospital,  707  S.  Roland,  Spearman,  Texas  79081.  Phone  806-659-2535. 
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MULTI-SPECIALTY  CLINICAL  HEALTHCARE 
FOR  SOUTHEASTERN  OKLAHOMA 


INTERNAL  MEDICINE 

STACY  R.  HARDY,  M.D. 

R.  KERN  JACKSON,  M.D. 
KENNETH  R.  MILLER,  M.D. 
LEROY  M.  MILTON,  M.D. 

GASTROENTEROLOGY 

JAMES  A.  GOLLA,  M.D. 

OPHTHALMOLOGY 

ROBERT  G.  CASE,  M.D. 

PEDIATRICS 

DELTA  W.  BRIDGES,  M.D. 
PAUL  S.  THOMAS,  M.D. 

OTOLARYNGOLOGY 
(POSITION  AVAILABLE) 


SURGERY 

WILLIAM  G.  BLANCHARD,  M.D. 
DAVID!  MACMILLAN,  M.D. 

ALLERGY 

PAUL  S.  THOMAS,  M.D. 

RADIOLOGY 

BRUCE  H.  BROWN,  M.D. 

CARDIOLOGY 
(POSITION  AVAILABLE) 

NEUROLOGY 

(POSITION  AVAILABLE) 

UROLOGY 

(POSITION  AVAILABLE) 


FAMILY  MEDICINE 

BRUCE  W.  BENNETT,  M.D. 
JOHN  B.  COTTON,  M.D. 
LARRY  D.  LEWIS,  M.D. 
WILLIAM  E.  GUPTON,  M.D. 

OBSTETRICS-GYNECOLOGY 

DAVID  L.  DOYLE,  M.D. 

L.  DWAIN  DOYLE,  M.D. 

W.  RILEY  MURPHY,  JR„  M.D. 
STEPHEN  J.  RIDDEL,  M.D. 

ORTHOPEDICS 

(POSITION  AVAILABLE) 

ADMINISTRATOR 

PAUL  B.  BISHOP 


The  McAlester  Clinic,  Inc. 


1401  E.  VAN  BUREN  AVE. 


PO.  BOX  908 


McALESTER  OK  74502 


918  426-0240 


M 


INCREASE 
your  Medicare  Profits! 

If  Vou  - 

• Resubmit  claims 

• Request  reviews  on  improperly 
claims 

• Send  Operative  reports 

• Send  Pathology  reports 

you  are  not  realizing 
your  full  profit  potential  . . . 


‘Claims  Express 
of  America,  Inc. 

5138  South  Peoria 
Tulsa,  Oklahoma  74105 
(918)  747-3225 

Express  Mediclaim 
Services 

P.O.  Box  1065 
Norman.  Oklahoma  73070 
(405)  321-9855 


Oklahoma  Mediclaim 
Services 

P.O.  Box  52765 
Tulsa.  Oklahoma  74152 
(918)  747-7720 

Southeast  Claims  Express 

1730  Shadowood  Lane, 
Suite  305 

Jacksonville,  Florida  32207 
(904)  398-2412 


Electronic  claims  filing  for  physicians  is  our  specialty. 

•Dealer  Inquiries  Invited 


AN  ALTERNATIVE  FOR  THE  ELDERLY 
A RESPITE  FOR  THE  CARETAKER 

Adult  Day  Care 
Scheduled  Activities 
Nutritious  Meals  & Snacks 
R.N.’s  on  Call 
Consulting  Physicians 
Transportation  Assistance 
35  Years  Geriatric  Care  Experience 


BELLEVUE 
DAY  CENTER 


6430  North  Portland 
Oklahoma  City,  Oklahoma  731 16 

For  a free  initial  consultation,  call  843-61  16 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  Gty,  OK  73109  • (405)631-4263 


f/J  SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ [J  A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

rp n SOUTHERN  PLAINS 

OBSTETRICS  AND 

UROLOGY 

PLASTIC  & RECONSTRUCTIVE 

J J MEDICAL  CENTER  / Chickasha 

GYNECOLOGY 

K T Varma,  M D 

SURGERY  (Part-time) 

2222  Iowa  — 224-8111 

Nancy  W Dever.  M.D. 

E C Duus,  M D 

Alan  J Weedn,  M D 

ORTHOPEDIC  SURGERY 

FAMILY  PRACTICE 

David  Rumph,  M D 

J.E.  Winslow,  M D 

ONCOLOGY  (Part-time) 

J W McDoniel,  M D 

Bill  Ohl,  PA 

R G Ganick,  M D 

JO  Wood.  Jr.  M D 

NEUROLOGY  (Part-time) 

L.M  Bowen,  M D. 

Andrew  Gin,  M D. 

CLINICAL  PSYCHOLOGY 

INTERNAL  MEDICINE 

J.M.  Ross,  Ph  D 

SOUTHERN  PLAINS 

WS  Harrison.  M D 

GENERAL  & 

J CJ  MEDICAL  CENTER  / Duncan 

D L Stehr.  M D 

VASCULAR  SURGERY 

RADIOLOGY 

2515  West  Elk  — 252-6080 

Don  R Hess.  M D 

Linda  M Johnson,  M D 

T.J  Williams,  M D 

R L Jenkins.  M D 

Virginia  L.  Harr,  M.D. 

FAMILY  PRACTICE 

L V Deck.  M D 

Myra  Campbell,  PA 

SPEECH  PATHOLOGY 

Christopher  M Herndon.  M D 

R C Talley,  M D 

Colette  Ellis,  M Ed.,  C C C Jeff  Jones,  M D 

THORACIC  & 

CARDIOLOGY 

VASCULAR  SURGERY 

DERMATOLOGY 

ALLERGY  (Part-time)  ( 

Joe  T.  Bledsoe.  M D 

Paul  B Loh,  M.D. 

Linda  A.  Reinhardt.  M D 

R E Herndon,  M D , 

GASTROENTEROLOGY 

OPHTHALMOLOGY 

ALLERGY 

fpm  SOUTHERN  PLAINS 

C.K.  Su.  M D 

John  R Gearhart.  M D 

R E.  Herndon,  M.D 

[J  AMBULATORY  SURGERY  CENTER 

W.S.  Harrison,  M.D 

2222  Iowa  — Chickasha,  OK 

PEDIATRICS 

ANESTHESIOLOGY 

MEDICARE  Approved 

R E Herndon,  M D 

T Gowlikar,  MD 

PHYSICAL  MEDICINE 

E Ron  Orr,  M D 

Gideon  Lau,  M D 

& REHABILITATION 

ADMINISTRATION 

J E Freed.  M D 

M M Vaidya,  M D 

Kumudini  Vaidya,  M D. 

James  W Loy 

Pilar  Escobar.  M D 

Daniel  N.  Vaughan 

Donald  F Haslam,  M D 

ACUTE  CARE  & 

NEUROSURGERY  (Part-time) 

OCCUPATIONAL  MEDICINE 

R E.  Woosley,  M.D 

C R Gibson.  M D 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*].  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
*' Warren  G.  Low,  MD,  FACS 
Thomas  C.  Howard,  MD,  FACS 
*David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
*Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
Tarry  G.  Willis,  MD 
*Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

^Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


mmsm 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

2_T  Founded  1925  I— 

adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MDt* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDt° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

John  S.  Irons,  MDt° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  f* 

Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 

James  R.  Claflin,  MDt° 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 

George  L.  Winn,  MDt 

3433  N.W.  56th,  Suite  870 

t Diplomate  American  Board  ot  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

' Diplomate  American  Board  of  Internal  Medicine 

(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 

° Diplomate  American  Board  of  Pediatrics 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

One  of  24  regional  heart  transplantation  centers  in  the  country, 
and  the  only  one  in  Oklahoma  to  earn  Medicare  certification. 


Nazih  Zuhdi,  MD 

DIRECTOR 


Transplant  Surgeon-in-Chief 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
Dimitri  Novitzky,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 

Research 

Ye  Yong 

Yukifusa  Yokoyama 
Thomas  Snow,  PhD 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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Pasteur  Medical  Bldg. 

Room  301  East 
1111  N.  Lee 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918)  747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LAB1 

ALL  OKLAHOMA  CITY  LOCATIONS 239-7111 


THE 

independent 

FATHOLDBY 
INSTITUTE,  INC. 


A 

nc  mmm 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 


Accredited  by  the  American  Society  of  Cytology 


OKLAHOMA  UROLOGY  CENTER 

The  Bethany 
0 Pavilion 

CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 

ADULT,  ADOLESCENT 
AND  CHILD  PSYCHIATRY 

Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 

Thomas  W.  Lucas,  M.D. 
Pamela  G.  Hamilton,  M.D. 
Stephen  B.  Hopper,  M.D. 
Mike  Kampschaefer,  Psy.D. 

Nawal  Mishkhas.  M.D. 

1316  South  Cornwell 
Yukon,  OK  73099 
(405)354-8916 

Female-Male  Children  & Adults 

Micro  Surgery  for  Infertility 

7330  N.W.  23rd 

Prosthetic  Surgery  for  Impotency 

Bethany,  OK  73008 

Rebecca  Feliciano,  M.D. 

Urinary  Incontinence 

(405)787-2662 

4614  N.  MacArthur.  #232 
Oklahoma  City.  OK  73122 

James  M.  Gilbert,  M.D. 
William  H.  Scimeca,  M.D. 

(405)787-6060 

3131  NORTHWEST  EXPRESSWAY 

Jose  Chioco,  M.D. 
Carmen  Warren,  M.D. 

Sally  Varghese,  M.D. 

4301  N.W.  63rd.  Suite  #110 

SUITE  201 

Champa  Ranebenur,  Ph.D. 

Oklahoma  City.  OK  73116 

OKLAHOMA  CITY,  OKLAHOMA  73112 

7530  N.W.  23rd 
Bethany,  OK  73008 
(405)495-6340 

(405)840-5270 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 

IF  NO  ANSWER  (405)  523-1999 

7600  N.W.  23rd 
Bethany,  OK  73008 

(405)495-2870 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N 

SARATOGA  / P O BOX  849 

SHAWNEE.  OKLAHOMA  74801  / Phone 

405-273-5801 

ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M.  Bell.  MD- 

Michael  W.  Butcher,  MD" 

T.  A.  Balan,  MD,  FAAOS" 

William  Phillips,  MD* 

Merle  L.  Davis,  MD 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

Robert  G.  Wilson,  MD* 

Larry  D.  Fetzer,  MD 

S.  M Waingankar,  MD,  MS'  (Ortho) 

Cranfill  K.  Wisdom,  MD* 

GENERAL  SURGERY 

Eldon  V.  Gibson,  MD" 

Frank  H.  Howard,  MD" 

D A.  Mace,  MD 

Gary  D Myers.  MD* 

J.  B.  Jarrell,  MD" 

OTORHINOLARYNGOLOGY 

INFECTIOUS  DISEASE 

S.  P Shetty,  MD- 

S.  Rishi,  MD",  MS,  FACS 

William  A.  Chapman,  MD 

INDUSTRIAL  MEDICINE 

A M.  Bell,  MD 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

R.  K.  Mohan,  MD 

David  L McBnde,  MD" 

W.  J.  Birney 

OBSTETRICS 

PEDIATRICS 

"Board  Certified 

GYNECOLOGY 

A.  M.  Bell,  MD- 

Richard  E.  Jones,  MD* 

R.  K.  Mohan,  MD' 

Stephen  E.  Trotter,  MD* 

W.  A.  Chapman,  MD* 

Donald  E.  Loveless,  Jr.,  MD' 

ORTHOPEDIC  ASSOCIATES,  IIMC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N .W.  50th 

Oklahoma  City,  Oklahoma  731 12 
(405)  947-091 1 


David.  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 


General  Orthopedic  Services 
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g V A D 1 O L O G Y 

JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 

j\ 

G.  BEN  CARTER,  M.D. 

M NSSOCIATES,  INC. 

DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 

Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MR! 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARYG.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 

DONALD  P.  MUELLER,  M.D. 

CAROL  K.  YATES,  M.D. 

PRACTICE  LOCATIONS 

BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N W 56TH.  SUITE  C-10 
TELEPHONE  (405)  945-4750 

206  NORTHWEST  MEDICAL  CENTER  BLDG 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  945-4739 

BAPTIST  HOSPITAL 
TELEPHONE  (405)  949-3202 

DEACONESS  HOSPITAL 
TELEPHONE  (405)  949-6107 

iii^PI 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 


CT  SCAN 

Head 
Spine 
Total  Body 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


OKLAHOMA  HANDc— 1 fti-i 
SURGERY  CENTER,  INcTbg  ) 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 


Kenneth  A.  Hieke,  MD 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Sllverstein,  MD.  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 


ALLERGY 


ADULT  & ADOLESCENT  ALLERGY 

V.O.  LAING,  MD.  FACP  BOARD  CERTIFIED  ALLERGIST 

Children  & Adults  — Hay  Fever  — Asthma 
Blood  & Skin  Testing 

253  Utica  Square  Medical  Bldg.  • 21st  and  Utica 
Tulsa,  OK  74114  • (918)  747-8775 


JAMES  A MURRAY.  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY.  MD 
Fellow  Amencan  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


OKLAHOMA  ALLERGY  CLINIC,  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 

Roberts. Ellis, MDf  John  R Bozalis,  MDf 

LyleW  Burroughs,  MDf  John  S Irons,  MDf 

Charles  D Haunschild,  MDf”  Warren  V Filley,  MDf 

James  H Wells,  MDf  James  R Claflin,  MDf 

Senior  Consultants:  George  S.  Bozalis,  MD;  George  L.  Winn,  MDt 
t Diplomate  American  Board  of  Allergy  and  Immunology 
' Diplomate  Amencan  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Central  Office:  Baptist  Medical  Plaza  N Mercy  Doctors  Tower 

750  NE  13th  St  3433  NW  56th  4200  W.  Memonal 

Okla  City,  OK  73104  Suite  870  Suite  112 

405-235-0040  405-235-0040  405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization.  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 
•J.J  Donnell,  MD  947-2556  ‘G  L Homck,  MD  943-8428 
•J  L Bressie.  MD  946-0568  A.F  Elliott,  MD  943-8421 
A S Dahr.  MD  947-2321  Gary  Worcester,  MD  943-4134 
Man  Voda.  MD  947-1297  Stanley  A Horst,  MD  946-0606 
'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N W 56th  Oklahoma  City.  Oklahoma  73112 


Galen  P.  Robbins.  MD 
Williams  S Myers,  MD 
Lawrence  M Higgs.  MD 
Ronald  H.  White,  MD 


CARDIOVASCULAR  CLINIC 
William  J.  Fors,  MD 
W.  H Oehlert,  MD 
Charles  F Bethea,  MD 


Fred  E.  Lybrand,  MD 
Mel  Clark,  MD 
Jerome  L.  Anderson,  MD 
Santosh  T.  Prabhu,  MD' 


Senior  Consultant:  Wm.  Best  Thompson,  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 


BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial.  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interst  in  Skin  Surgery 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC. 


John  L.  Davis.  M D 
3330  N.W.  56th 

Oklahoma  City,  Oklahoma  731 1 2 
405  843-6619 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Suite  602 


RONALD  W GILCHRIST.  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC 
C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W  56,  Oklahoma  City  (405)  946-5678 


OSMA  toll-free  number 
1-800-522-9452 
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ENDOCRINOLOGY 


M GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 


Classen  Professional  Bldg 
1110  N.  Classen  Blvd,.  #200 
Oklahoma  City,  OK  73106 
(405)  235-8229 


M.D.  Medical  Tower 
8121  National  Ave.,  #401 
Midwest  City,  OK  73110 
(405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


Office:  405/272-6802 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC 
Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC. 
Baptist  Medical  Center  - South  Building 
3435  N.W  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 


S Fulton  Tompkins,  MD,  DABOS 


John  F Thompkins,  MD,  DABOS 


HOUSHANG  S^RADGE.  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  820 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memonal  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


E.  IDE  SMITH,  MD" 


WM.  P.  TUNELL,  MD" 


DAVID  W.  TUGGLE,  MD" 


940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
"American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R Murali  Krishna,  MD,  MAPA 
John  C.  Andrus,  MD,  MAPA 
Charles  E.  Smith,  MD,  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Shree  S.  Vinekar,  MD,  FAACP 
Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  in  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  MD 
Cheryl  L.  Feigal,  MD 
CONSULTANTS 
Robert  J.  Outlaw,  MD.  FAPA 
Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Povl  Toussieng,  MD,  FAPA 

Thurman  E.  Coburn,  PhD,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


RAYMOND  J DOUGHERTY,  MD 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building 


235-1701 


Oklahoma  City,  Oklahoma  73103 


OSMA  News 

Another  OSMA  member  service 
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NORMAN  K IMES.  MD 
DENNIS  M PARKER.  MD 
JOHN  E HUFF,  MD 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

Diplomates  American  Board  ol  Internal  Medicine 
American  Board  ol  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

PARAMJIT  S BAJAJ.  MD.  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  235-6671 

Suite  304  Oklahoma  City,  Okla  73106 

3330  N.W  56  Street  (405)  949-9400 

Oklahoma  City.  Oklahoma  73112 

RADIOLOGY 

WILLIAM  J FORREST,  MD 

CHET  BYNUM,  MD  GLENNA  YOUNG,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

HERBERT  M KRAVITZ,  MD,  FACS 

13301  N Meridian  Bldg  300  1125  N Porter 

Oklahoma  City,  Oklahoma  73120  Norman.  Okla  73071 

(405)  752-0186  (405)  364-1071 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

RADIOLOGIC  SPECIALTIES,  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  731 16 

1 UROLOGY 

Practice  Limited  To  CT  Scanning 

A de  QUEVEDO,  MD,  Inc 

V C.  Tisdal  III  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 

Diplomate  of  the  American  Board  of  Urology 

Suite  606 

Diplomates  Amencan  Board  ol  Radiology 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 

RHEUMATOLOGY  1 

BARNEY  J LIMES.  MD.  FACS 
1211  N Shartel,  Suite  208 
Oklahoma  City,  Okla.  73101 
Phone  235-0315 

THE  ARTHRITIS  CLINIC 

Uoyd  G.  McArthur,  PhD.  MD  Winfred  L Medcalf.  MD 

Robert  C Troop.  PhD,  MD 
207  C Street  NW  Ardmore.  OK  73401 

Phone  405-223-5180 

2801  Parklawn  Dr  Suite  300 
Midwest  City,  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 

JOSEPH  D PARKHURST,  MD,  FACS 
Diplomate  Amencan  Board  of  Urology 

SURGERY,  HAND  | 

2345  N Tompkins  1309  S.  Holly 

Bethany,  OK  73008  495-6134  Yukon,  OK  73099 

G M.  RAYAN,  MD.  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 
Board  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity.  Hand  & Microsurgery 

CHARLES  L.  REYNOLDS,  JR  . MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 

3433  NW  56th,  Suite  850  Oklahoma  City.  OK  73112 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 

HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

Professional  card  listings  are  available  to 

1044  S W 44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 

OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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Auxiliary 


Doctors'  Day  in  the  New  Decade 

On  March  30th,  wives  of  physicians,  auxilians, 
friends,  and  patients  will  celebrate  and  observe 
Doctors’  Day.  It  has  been  fifty-seven  years  since  Mrs 
Eudora  Almond  suggested  to  her  Barrow  County 
(Georgia)  Medical  Society  Auxiliary  that  doctors  be 
honored  at  an  annual  celebration.  Even  though  her 
beloved  husband  (her  greatest  hero)  did  not  practice 
with  the  computer  technology,  immense  expansion 
of  knowledge,  unending  pressures,  and  federal  in- 
fringement of  the  nineties,  his  dedication  to  the  art 
of  healing  deserved  respect  and  appreciation. 

Mrs  Almond  chose  March  30th  as  the  official  day 
to  honor  all  doctors  since  it  was  on  that  date,  in  1842, 
that  the  famous  Georgian  Dr  Crawford  W.  Long  first 
used  ether  anesthesia  in  surgery. 

As  a symbol  of  love,  charity,  sacrifice,  bravery, 
and  courage,  the  red  carnation  was  chosen  as  the 
flower  to  symbolize  Doctors’  Day.  All  doctors  possess 
some  or  all  of  these  qualities  as  they  strive  to  give 
high  quality  health  care  to  each  patient  they  see. 

The  new  decade  brings  unprecedented  challenges 
to  the  medical  profession,  and  only  those  who  are 
truly  dedicated  to  excellence  will  keep  that  “spirit” 
of  the  “greatest  profession  on  earth”  alive. 

Doctors  are  asked  to  wear  the  red  carnation  on 


their  lapels  as  a well-deserved  symbol  of  Doctors’ 
Day. 

Doctors’  Day  is  observed  in  many  different  ways 
and  activities.  Scholarships  or  loan  funds  may  be 
offered  to  medical  students,  equipment  or  needed 
hospital  furniture  donated.  Auxiliaries  may  have 
blood  drives,  or  send  personal  messages  to  physician’s 
widows  and  retired  physicians,  and  honor  physicians 
who  have  practiced  30  years  or  longer,  or  who  have 
made  outstanding  achievements  or  contributions. 

The  possibilities  are  numerous  for  emphasizing 
those  contributions  made  by  the  medical  profession 
and  the  impact  the  physicians  make  in  the  com- 
munity. 

The  medical  climate  of  the  nineties  is  different, 
but  the  dedication  and  accomplishments  of  the 
physician  and  the  sacrifices  of  the  physician’s  family 
must  not  go  unnoticed. 

May  every  activity  or  celebration  provided  by 
local  auxilians  or  hospitals  that  honors  or  pays 
tribute  to  the  medical  profession  express  sincere 
appreciation  and  the  true  “spirit”  of  Doctors’  Day 
that  began  in  1933. 

— Karen  Ghormley 
State  Chair,  OSMA  Auxiliary 
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The  Last  Word 


■ A special  session  on  adolescent  alcohol  and 
drug  abuse  will  be  held  during  the  Annual  Meeting 
of  the  Oklahoma  State  Medical  Association  (OSMA), 
May  3-5  in  Oklahoma  City.  The  session  will  feature 
representatives  from  the  State  Department  of  Educa- 
tion, the  State  Mental  Health  Department,  the 
Oklahoma  Alliance  Against  Drugs,  and  the  OSMA. 
Volunteer  physicians  and  spouses  will  receive  educa- 
tional materials  and  information  to  assist  them  in 
becoming  knowledgeable  leaders  against  adolescent 
drug  abuse  in  their  communities.  Interested  physi- 
cians are  encouraged  to  contact  Robert  Block,  MD, 
Chairman,  OSMA  Task  Force  on  Adolescent  Health, 
University  of  Oklahoma  College  of  Medicine  — 
Tulsa,  2815  S.  Sheridan,  Tulsa,  OK  74129. 

■ “Facing  the  21st  Century:  New  Horizons  in 
Women’s  Health  Care”  is  the  title  of  an  April  meeting 
to  be  sponsored  by  the  Department  of  Obstetrics  and 
Gynecology,  University  of  Oklahoma  College  of 
Medicine.  The  meeting  will  be  held  April  7-11  at  the 
Marriott’s  Rancho  Las  Palmas  Resort  in  Rancho 
Mirage,  Calif.  Also  scheduled  next  month  is  “Current 
Problems  in  Pediatric  Therapy  XVI,”  a course  de- 
signed to  update  pediatricians  and  generalists.  It 
will  be  conducted  April  27-29  at  Fountainhead 
Resort,  Eufaula.  For  further  information  on  either 
meeting,  contact  the  OU  College  of  Medicine,  Office 
of  Continuing  Medical  Education,  PO  Box  26901, 
3SP511,  Oklahoma  City,  OK  73190,  (405)  271-2350. 

■ Now  available  from  the  Oklahoma  State  De- 
partment of  Health  is  the  1988  Annual  Summary  of 
the  Epidemiology  of  Communicable  Diseases  and 
Reportable  Injuries  in  Oklahoma.  There  is  no  charge 
for  single  issues.  To  obtain  a copy,  call  or  write 
General  Communicable  Diseases  Division,  Okla- 
homa State  Department  of  Health,  PO  Box  53551, 
Oklahoma  City,  OK  73152,  (405)  271-4060. 

■ “Loss  Prevention  Guide  for  Physicians,”  an 

audiocassette  tape,  is  now  available  at  no  charge  to 
all  physicians  insured  by  the  Physicians  Liability 
Insurance  Company  (PLICO).  The  tape  is  the  sixth 
in  PLICO’s  loss  prevention  series  and  is  a one-hour 
condensed  version  of  the  seminar  of  the  same  name. 


Recorded  by  Ed  Kelsay,  OSMA  general  counsel  and 
PLICO  loss  prevention  manager,  the  tape  contains 
suggestions  for  avoiding  professional  liability  situa- 
tions. Previous  tapes,  addressing  such  topics  as 
communication  skills,  the  doctor-patient  relation- 
ship, and  allied  health  care  personnel,  are  still 
available.  Requests  for  tapes  should  be  mailed  to 
Debbie  Thurmond,  Oklahoma  State  Medical  Associ- 
ation, 601  Northwest  Expressway,  Oklahoma  City, 
OK  73118. 

■ Physicians  and  physician  associates  (PAs) 
insured  by  PLICO  are  reminded  that  their  coverage 
requires  they  attend  a loss  prevention  seminar  once 
every  three  years.  Seminars  have  been  scheduled 
throughout  1990,  with  the  last  to  be  conducted  in 
Oklahoma  City  on  Sunday,  November  4,  at  a location 
to  be  announced.  For  a complete  list  of  1990  seminars 
and  registration  information,  contact  the  OSMA. 

• . 

■ G.  Rainey  Williams,  MD,  professor  and  chair- 
man of  the  Department  of  Surgery,  University  of 
Oklahoma  College  of  Medicine,  was  honored  recently 
with  the  Dean’s  Award  for  Distinguished  Medical 
Service.  The  award  was  presented  at  the  sixth  annual 
“Evening  of  Excellence”  banquet,  sponsored  by  the 
OU  Health  Sciences  Center  and  the  state’s  business, 
medical,  and  industrial  communities,  and  hosted  by 
the  OU  College  of  Medicine  Alumni  Association. 
Sharing  the  awards  spotlight  was  the  Oklahoma 
Medical  Research  Foundation,  recipient  of  the  newly 
created  Dean’s  Recognition  of  a Distinguished  Okla- 
homa Institution. 

■ Stillwater  internist  Mike  Strange,  MD,  has 

been  elected  president  of  the  Board  of  Directors  of 
the  Oklahoma  Foundation  for  Peer  Review  (OFPR). 
Dr  Strange  is  a 1976  graduate  of  the  University  of 
Oklahoma  College  of  Medicine  and  has  been  practic- 
ing in  Stillwater  for  10  years.  Also  elected  to  office 
by  the  OFPR  were  William  O.  Coleman,  MD,  Okla- 
homa City,  first  vice-president;  Henry  Hamish,  DO, 
Enid,  second  vice-president;  Howard  B.  Keith,  MD, 
Woodward,  secretary;  and  Dale  W.  Bratzler,  DO, 
Tulsa,  treasurer.  (J) 
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Always  on  call 


For  over  20  years,  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.”  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY 

INTERNATIONAL  INSURANCE  FACILITIES 


Insurance  Counselors  to  the  OSMA 


P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 


It’s  never  been  more  important  to  specify  ‘Dyazide’.* 
Because  that’s  the  only  way  you  can  be  sure  your 
patients  will  receive  ‘Dyazide’  quality... the  quality  that 
physicians  and  their  patients  have  trusted  for  25  years. 

‘Dyazide’— prescribe  it  with  confidence,  prescribe 
it  byname.  Specify,  “Dispense  as  Written.”  Ask  your 
patients  to  make  sure  that’s  what  they  receive  when 
they  present  your  prescription. 

♦There  is  no  bioequivalent  generic  substitute  for  ‘Dyazide’. 


DYAZIDE 

25  mg  hlydrochlorothiaeide/50  mg  Triamterene/5KF 


It’s  never  been  more  important. 


The  unique  red  and  white  Dyazide®  capsule: 
Your  assurance  of  SK&F  quality. 
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Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Rex  Powell  Douglas 


Taryn  Y.  Griffith 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Your  Roche  Representative 
Would  Like  You  To  Have 
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. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 
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Stretched  to  Your  Limits? 


]\/[eeting  the  demands  placed  on  today’s 
busy  medical  professionals  can  be  real 
torture,  especially  when  annoying  details 
like  paperwork  and  personnel  problems 
get  in  the  way  of  practicing  medicine.  Doc- 
tors who  try  to  double  as  office  managers 
and  bookkeepers  soon  feel  like  they  are 
splitting  at  the  seams. 

When  you  find  yourself  racking  your 
brain  for  a good  alternative  to  your  current 
office  system,  pull  yourself  together  and 


call  Professional  Office  Management,  the 
practice  management  specialists.  They  can 
loosen  the  pressure  by  taking  care  of  your 
business  while  you  take  care  of  patients. 


POM . . .because  practicing  medicine 
should  never  be  a pain. 


“Okay  so  I know 
I need  iron. 
Where  do  I get  it? 


Paced  with  a Recommended  Daily  Dietary 
Allowance  of  18  mg,  the  question  is  a good  one 
for  women  aged  19-50.  Iron  is  one  of  the  nutri- 
ents most  often  lacking  in  the  American  diet. 

Low  intakes  of  iron  over  prolonged  time  can  lead 
to  iron  deficiency  anemia. 

In  the  1986  USDA  Continuing  Survey  of 
Food  Intakes  by  Individuals1,  women  of  child- 
bearing years  reported  a mean  intake  of  1588 
calories  a day.  Since  the  American  diet  averages 
about  6-7  mg  of  iron  per  1000  calories,  it’s  not 
surprising  that  the  same  survey  found  that  most 
of  these  women  are  getting  about  60  percent  of 
their  RDA  for  iron. 

Yet  consider,  one  three-ounce  serving  of 
lean  sirloin  contains  2 .8  mg  of  iron,  about  forty  to 
sixty  percent  of  which  is  heme  iron,  the  most 
bioavailable  form.  In  addition,  the  presence  of 
beef  or  other  meats  in  a meal  increases  the 
bioavailability  of  nonheme  iron  from  foods  such 
as  vegetables  and  grains. 

Importantly,  lean  beef  can  also  meet  fat 
and  cholesterol  guidelines  of  most  leading  heart 
and  health  authorities.  The  how-to’s  are  good 


advice  for  almost  anyone. 

Start  with  “The  Skinniest  Six”  shown 
below.  None  is  more  than  180  calories  per  three- 
ounce  cooked,  trimmed  serving.  All  are  easy  to 
specify  at  the  meat  counter. 

These  six  cuts  also 
simplify  portion  control. 

Four  ounces  uncooked 
equals  about  three 
ounces  cooked.  Grill- 
ing, broiling  and 
roasting  add  no  extra 
fat  in  cooking.  And  the 
taste  of  beef  makes  it 
easy  to  dispense  with 
fat-laden  sauces. 

Carefully  chosen , pre- 
pared and  served,  “The  Skinniest  Six” 
provide  an  impressive  list  of  essential  nutrients 
for  under  180  calories  per  three-ounce  serving. 

And  as  part  of  a specific  plan  to 
increase  dietary  iron , in  a balanced  BEEF, 
diet  beef  can  be  one  of  the  best-tasting 
recommendations  you  ’ 11  ever  make . AJ 


Eye  of  Round 

1.65mgiron 
155  calories 
5.5  g total  fat 
(2. 1 g saturated  fat) 
59  mg  cholesterol 


Round  Tip 

2.50mgiron 
162  calories 
6 A g total fat 
(2. 3 g saturated fat) 
69  mg  cholesterol 


‘The  Skinniest  ASix 


Top  Loin 

2.10mgiron 
172  calories 
7. 6 g total fat 
(3.0  g saturated fat) 
65  mg  cholesterol 


Top  Round 

2 A 5 mg  iron 
162  calories 
5.3  g total fat 
(1.8  g saturated fat) 
72  mg  cholesterol 


Uncooked  whole  cuts  are  shmvn for  purpose  of  identification. 


X 


Sirloin 

2. 85  mg  iron 
177  calories 
7 Ag  total  fat 
(3. Og  saturated  fat) 
76  mg  cholesterol 


Tenderloin 

3.05mgiron 
174  calories 
7.9  g total  fat 
(3. 1 g saturated fat) 
72  mg  cholesterol 


Composite  ot  cooked  retail  cuts  ot  beef* 

Protein  25.9  g 

Iron  2.7  mg 

Zinc  6.0  mg 

Vitamin  B-12  2.28  meg 

Thiamin  08  mg 

Niacin  3.6  mg 

Sodium  55  mg 

Total  Fat  8.7  g 

(Saturated  Fat)  (3.4  g) 

Cholesterol  76  mg 

Calories  189 


1.  United  States  Department  of  Agriculture,  “Nationwide  Food  Consumption  Survey,  Continuing  Survey  of  Food  Intakes  by  Individuals.  (NFCS,  CSFI I)”  Report  No  86-1.  'Nutrients  in  3 oz.  trimmed  and  cooked:  USDA  Handbook  8-13,  Rev  1986. 


Oklahoma  Beef  Commission,  312  N.E.  28th,  Oklahoma  City,  OK  73105,  405-521-4022 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine  ' 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system / 

Swift  and  effective 
Hz-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively4  5 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300 mg  once  night! ) 
(150  mg  b.i.d.  is  also  available) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


AXID" 

nizatidine  capsules 

Brief  Summary  Consult  the  package  literature  lor  complete 
information. 

Indications  and  Usage:  1 Active  duodenal  ulcer- lor  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  lour  weeks. 

2 Maintenance  therapy  -lor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  ol  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  p receptor  antagonists. 
Precautions:  Genera/-1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions  -No  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxide,  lorazepam.  lidocaine.  phenytoin.  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therelore.  drug 
interactions  mediated  by  inhibition  ot  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
bid.,  was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility  - A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  ol  a carcinogenic  effect  There  was  a dose- related  increase  in 
the  density  ol  enterochromaltin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa  In  a two-year  study  in  mice,  there  was  no  evidence  ol  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  ot  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  signilicant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups  The  rate  ol 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  lor  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excossive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  iniury  (transaminase  elevations)  The 
occurrence  of  a marginal  finding  al  high  dose  only  in  animals  given 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  lemale  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy- Teratogenic  Effects -Pregnancy  Category  C— Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement,  coarctation  ol  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg.  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  letus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  attect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  il  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers  - Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations  Because  ol  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  ol  the  drug  to  the  mother 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  elderiy  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  ol  adverse  events  and 
laboratory  test  abnormalities  Age  alone  may  not  be  an  Important  factoi 
in  the  disposition  ol  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  ol  varying  durations  included  almost 
5,000  patients  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0  5%  vs  <0.01%),  and 
somnolence  (2  4%  vs  1.3%)  were  significantly  more  common  wilh 
nizatidine  It  was  not  possible  to  determine  whether  a variety  ol  less 
common  events  was  due  to  the  drug 


Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkal 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  so 
patients.  In  some  cases  there  was  marked  elevation  (>500 IU/L)  in  SC 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L.  The  made 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  trr 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  Irom  i 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported 
abnormalities  were  reversible  after  disconbnuation  ol  Axid 

Cardiovascular- In  clinical  pharmacology  studies,  short  episo 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individi 
administered  Axid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  repo 

Endocnne- Clinical  pharmacology  studies  and  controlled  clinical  t 
showed  no  evidence  of  antiandrogenic  activity  due  to  mzahd 
Impotence  and  decreased  libido  were  reported  with  equal  frequency 
pabents  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  t 
reported  rarely 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a pat 
treated  with  nizatidine  and  another  Hj-receptor  antagonist  This  pa’ 
had  previously  experienced  thrombocytopenia  while  taking  other  di 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Sweating  and  urticaria  were  reported  significa 
more  frequently  in  nizatidine-  than  in  placebo-treated  pabents.  Rash 
exfoliative  dermabbs  were  also  reported. 

Hypersensihvity-As  with  other  H;-receptor  antagonists,  rare  cast 
anaphylaxis  following  nizatidine  administration  have  been  repo 
Because  cross-sensitivity  among  this  class  has  been  observed,  H,-rec< 
antagonists  should  not  be  administered  to  those  with  a history  ol  h 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensitivity  reac 
(eg,  bronchospasm.  laryngeal  edema,  rash,  and  eosinophilia)  have 
repotted 

Ofber-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis 
reported  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have 
reported 

Overdosage  Overdoses  ol  Axid  have  been  reported  rarely  II  overdo 
occurs,  acbvated  charcoal,  emesis  or  lavage  should  be  considered  r I 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  lot 
to  six  hours  increased  plasma  clearance  by  approximately  84% 
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Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
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Editorial 


Sail  Ho! 

Since  the  days  of  the  tall  sailing  ships,  insurance  has 
been  an  integral  part  of  commerce.  It  was  originated 
to  prevent  the  total  loss  of  capital  from  rare,  unpre- 
dictable but  catastrophic  events  in  the  sailing  ship 
business.  As  the  device  proved  useful,  it  spread  to 
other  property  losses  from  rare  events  such  as  fire. 
Investors  were  grateful  for  the  “stop  loss”  nature  of 
insurance,  and  lesser  properties  and  lesser  events 
come  to  be  insured. 

About  a hundred  years  ago,  Germany  began 
experimenting  with  “social  insurance”  with  an 
attempt  to  “insure”  against  undesirable  human 
events  such  as  unemployment,  physical  disability, 
and  medical  expenses.  In  contrast  to  shipping  insur- 
ance, “social  insurance”  devices  require  the  coerced 
inclusion  of  specified  population  groups  as  a precon- 
dition of  operation. 

Many  other  countries  have  since  joined  these 
experimentations,  but  a century  later,  their  use  is 
still  attended  by  turmoil  and  trouble.  Inequities  and 
injustices  abound  in  the  various  systems.  Although 
a definite  social  or  financial  benefit  has  not  yet  been 
clearly  achieved,  significant  political  pressure  con- 
tinues for  wider  programs. 

The  social  policy  tinkerers  have  forgotten  the 
vast  difference  between  the  commercial  insurance 
concept  and  the  social  “insurance”  concept.  Commer- 
cial insurance  deals  with  property,  and  with  rare  and 
unpredictable  events  with  catastrophic  consequences 
to  property.  Social  “insurance”  deals  with  human 
events  that  are  common  and  have  consequences  that 
are  not  catastrophic  but  are  merely  undesirable,  and 
are  so  frequent  that  only  the  timing  is  unknown.  The 
human  subjects  of  “social  insurance”  partly  control 
the  timing  and  extent  of  the  undesirable  events,  and 
some  even  reap  undeserved  rewards  from  the  un- 
wanted event.  On  the  other  hand,  the  properties 
covered  by  commercial  insurance  are  the  passive 
recipients  of  random  natural  violence,  and  the  best 
the  insured  investors  can  do  is  to  reduce  monetary 
losses;  the  insured  never  profits. 


Medical  “insurance”  has  become  a misrepresenta- 
tion of  the  word  insurance  that  has  been  perverted 
for  social  engineering  purposes.  The  ordinary  word 
insurance  can  not  be  correctly  applied  to  such  radi- 
cally different  instruments. 

It  is  probably  true  in  the  United  States  that 
current  high  tech,  high  cost  medical  care  cannot  be 
generally  delivered  without  a risk-spreading  device 
for  unusual,  high-dollar  treatments.  But  the  concept 
of  insurance  based  on  casualty  losses  is  inept  for  the 
purpose,  and  the  scheme  becomes  totally  unworkable 
when  first  dollar  loss  coverage  for  routine  care  is 
attempted.  The  present  medley  of  schemes  fails  to 
“insure”  a significant  part  of  our  population,  while 
promoting  fiscal  irresponsibility  and  economic  de- 
pendency for  a majority  of  people. 

In  the  end  the  consumer  must  pay  for  what  is 
consumed,  and  the  eventual  solution  to  the  current 
health  care  quandary  must  lie  in  a government 
policy  revision  that  returns  the  patient  to  the  pay- 
ment loop  in  a decisive  role. 

Let  us  relabel  “medical  insurance.”  A more 
accurate  name  for  the  present  system  would  be 
“medical  expense  case  management  account”  or 
possibly  “health  cost  trust.”  An  accurate  descriptive 
label  might  improve  our  society’s  understanding  of 
the  system. 

When  the  medical  “insurance”  problem  is  eventu- 
ally solved,  the  purchaser  of  health  care  — the 
patient  — will  have  reasserted  the  ability  and  the 
right  to  control  the  payment  of  the  physician,  the 
nurse,  the  hospital,  the  laboratory  and  all  the  ancil- 
lary providers.  All  consumers  and  politicians  will 
have  come  to  know  that  it  is  not  an  insurance  system 
like  that  invented  for  the  venturous  sailing  ships  of 
yesterday. 

Sail  Ho! 
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Good  Cents  Doesn't  Cost,  It  Pays! 


“With  over  20,000  square  feet  and  a heated  pool,  we  have  unusual  energy 
needs.  But,  with  Good  Cents  and  our  heat  pumps,  the 
savings  and  ease  of  maintenance  have  been  fantastic.” 


* 


Jim  Seawright  — Council  Oaks  Learning  Campus 
Broken  Arrow 


1 va  Bottom-Line  Benefits  Fop  Any  Building  Owner. 

For  buildings  of  any  size  or  type,  PSO’s  Good  Cents 
energy  efficiency  programs  mean  lower  energy  bills, 
reduced  operating  costs,  and  increased  property  values. 

To  put  our  cost-cutting  Good  Cents  Programs  to 
work  for  you,  call  your  Good  Cents  Commercial 
representative  at  PSO. 


GoodCents 

Commercial 

Public  Service  Company  of  Oklahoma 


PRESIDENT'S  PAGE 


Teamwork! 


My  year  as  your  president  is 
quickly  coming  to  an  end. 

When  we  started  the  year  at 
the  last  House  of  Delegates 
meeting,  I proposed  as  my 
slogan  for  the  year:  Stand  PAT 
with  participation,  action,  and 
teamwork. 

Participation  has  been 
better  as  we  have  attemped  to 
screen  new  members  to  our  various  councils  and 
committees  and  include  those  who  agreed  to  be 
active  in  the  work  of  the  organization.  We  also  have 
attempted  to  make  it  less  inconvenient  for  individu- 
als to  participate  by  varying  the  location  of  the 
meetings  and  having  more  at  a “half-way”  point  in 
Stroud.  I was  concerned  that  the  Tulsa  members 
particularly  were  becoming  less  involved  because  of 
the  location  and  timing  of  so  many  meetings. 

The  organization  has  continued  to  be  very  active 
in  its  functions  and  our  staff,  which  is  probably  not 
surpassed  in  quality  by  any  other  state  medical 
association,  has  continued  to  be  on  top  of  the  issues 
and  problems  and  continues  to  take  care  of  the 
day-to-day  activities  and  responsibilities  in  great 
fashion.  We  have  accomplished  much  this  year  by  our 
involvement  in  task  forces,  lobbying  activities, 
development  of  programs,  re-establishment  of  work- 
ing relationships,  and  many  other  areas.  The  organi- 
zation is  very  active  and  productive,  and  it  would  be 
great  if  all  our  members  could  be  fully  aware  of  what 
the  organization  accomplishes  on  our  behalf. 

Teamwork  was  a major  concern  as  the  year 
began,  as  it  is  in  any  organization.  Unity  and  team- 
work has  never  been  more  important  than  it  is  now. 
Outside  forces  are  deliberately  working  to  split 


organized  medicine  and  specialties  into  splinter 
groups  so  they  can  be  more  easily  controlled.  OSMA 
represents  all  physicians  and  specialties  and  ap- 
proaches issues  with  that  thought  foremost  in  mind. 
It  is  impossible  therefore,  for  everyone  to  be  com- 
pletely satisfied  with  our  handling  or  position  on 
every  issue.  Playing  within  the  rules  of  the  game, 
what  might  benefit  the  rural  physician  may  hurt  the 
urban  physician,  for  example.  Compared  to  most 
states,  we  in  Oklahoma  have  a generally  good  situa- 
tion. Because  of  OSMA  and  our  unity,  as  was  well 
pointed  out  by  PLICO  President  Dr  Alton  Brown 
recently,  we  have  an  extremely  good  position  in  the 
medical  liability  and  health  insurance  arena.  It 
would  be  a disaster  to  allow  somewhat  petty  concerns 
to  split  the  organization  and  ultimately  destroy  what 
has  been  accomplished  by  our  pulling  together  so 
effectively. 

I certainly  don’t  agree  with  every  position  and 
policy  that  our  parent  organization,  AMA,  develops 
and  doubt  that  anyone  in  the  state  does  either,  but 
the  overall  picture  and  accomplishments,  once  we 
are  informed  and  realize  what  they  are,  more  than 
justify  our  support.  The  same  is  true  of  OSMA.  If 
there  is  a position  that  we  disagree  with,  we  should 
work  within  the  system  to  alter  or  change  it  and  not 
just  criticize  and  split.  We  need  to  develop  more 
leaders  within  the  organization  and  inject  new  ideas 
and  innovative  thinking  at  all  levels  of  participation. 
Our  new  president,  Dr  Perry  Lambird,  is  one  who 
should  inspire  confidence  and  loyalty  throughout  the 
organization.  Let’s  continue  to  participate  as  a 
TEAM  under  Perry’s  leadership. 
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Always  on  call 


For  over  20  years,  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.’’  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY 

INSURANCE  facilities  ' 


INTERNATIONAL 


Insurance  Counselors  to  the  OSMA 


P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 


Scientific 


Unusual  Skin  Sites  of  Herpes  Simplex  Eruptions: 
Delay  in  Diagnosis 


Clifford  G.  Wlodaver,  MD;  Ronald  A.  Greenfield,  MD 


Whereas  Herpes  simplex  labialis  and  genitalis  are 
common  and  simple  to  diagnose,  herpetic  eruptions  in 
other  areas  are  relatively  rare  and  often  misdiagnosed. 
We  report  five  cases  of  Herpes  simplex  eruption  at 
unusual  sites.  Diagnosis  was  delayed  up  to  20  years  and 
resulted  in  unnecessary  antibiotic  treatment.  The 
recurrent  nature  of  this  eruption  is  the  key  to  diagnosis. 

Herpes  simplex  commonly  erupts  on  the  vermil- 
ion border  of  the  lips  or  on  the  genitalia,  and 
typical  sores  are  easily  diagnosed  by  inspection. 
Eruptions  on  the  finger  and  in  the  perianal  area  are 
also  relatively  common.1  Herpes  simplex  eruptions 
elsewhere  on  the  body  are  uncommon,  however,  and 
frequently  result  in  misdiagnosis  and  inappropriate 
management.  Five  cases  of  unusual  sites  of  herpes 
simplex  eruption  are  presented,  recurrence  being 
one  of  the  keys  to  diagnosis. 

Case  #1 

A 34-year-old  white  male  had  been  having  recurrent 
eruptions  on  his  face  since  he  was  19  years  old.  The 
first  attack  occurred  when  he  was  a college  wrestler, 
and  he  recalled  teammates  with  similar  eruptions. 
He  described  the  eruption  as  vesicular  and  associated 
with  pruritis  and  a mild  flu-like  malaise,  usually 
occurring  on  his  forehead  and  occasionally  on  his 
chin  and  lips  as  well.  He  states  that  the  vesicles 


From  the  Oklahoma  City  Clinic  and  the  Infectious  Diseases  Section,  Veterans 
Administration  Medical  Center,  Oklahoma  City. 

Direct  correspondence  to  Clifford  G.  Wlodaver,  MD,  Oklahoma  City  Clinic, 
701  Northeast  10th  Street,  Oklahoma  City,  OK  73104. 


evolved  to  ulcers,  then  crusts,  and  ultimately  re- 
solved within  7 to  10-days.  There  were  approximately 
two  recurrences  per  year,  often  precipitated  by 
fatigue  and  stress.  One  attack  followed  a sunburn. 
Most  of  the  attacks  had  been  treated  with  erythro- 
mycin on  the  presumption  that  they  were  bacterial 
infections.  Physical  examination  during  one  of  the 
attacks  was  normal  except  for  two  small  vesicles  on 
the  vermilion  border  of  his  lower  lip  and  a crop  of 
crusted  ulcers  on  the  chin.  Viral  culture  of  the  lip 
vesicle  grew  Herpes  simplex.  Physical  examination 
during  another  attack  showed  a crop  of  vesicular 
lesions  on  his  forehead,  viral  culture  of  which  grew 
Herpes  simplex.  The  patient  has  not  been  treated 
and  continues  to  have  approximately  one  to  two 
recurrences  of  the  forehead  lesions  per  year. 

Case  #2 

A 31 -year-old  female  developed  an  eruption  on  the 
posterior  aspect  of  her  right  thigh. This  began  with 
local  pruritis;  pain  and  vesicles  occurred  24  hours 
later,  then  tender  inguinal  adenopathy.  Her  history 
was  negative  for  insect  bites  and  trauma  to  the  area, 
and  there  had  been  no  known  exposure  to  Herpes. 
On  physical  examination  there  was  a crop  of  vesicles 
on  the  right  posterior  thigh  surrounded  by  a 10  cm 
area  of  inflammation.  There  was  tender  right  ingui- 
nal adenopathy.  A Tzank  preparation  showed  mul- 
tinucleated  giant  cells  and  a culture  grew  Herpes 
simplex.  The  eruption  resolved  spontaneously  within 
two  weeks.  The  patient  was  lost  to  follow-up  there- 
after. 
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Case  #3 

An  18-year-old  male  developed  a vesicular  eruption 
in  the  periungual  area  of  the  right  second  finger. 
This  eruption  recurred  on  four  occasions  over  the 
ensuing  year.  He  was  seen  by  other  physicians  and 
each  attack  was  treated  with  antibiotics,  although 
bacterial  cultures  were  negative.  The  patient  re- 
called that  the  first  attack  developed  a few  days  after 
digital-genital  contact  with  his  girlfriend.  There  is 
no  information  available  on  whether  or  not  she  had 
herpes  genitalis.  On  physical  examination  there  was 
a 5 mm  bulla  in  the  periungual  region  of  the  right 
second  finger.  A viral  culture  grew  Herpes  simplex. 
Bacterial  cultures  were  negative.  There  was  no 
therapy  and  the  patient  was  lost  to  follow-up. 

Case  #4 

A 44-year-old  female  had  recurrent  facial  lesions  for 
20  years,  approximately  two  episodes  per  year.  They 
occurred  in  the  medial  comer  of  her  left  eye,  extend- 
ing down  toward  the  nose.  The  lesions  began  with 
paresthesias,  after  which  “water  blisters”  developed, 
which  ultimately  ruptured  and  then  formed  scabs. 
Some  mild  malaise  accompanied  these  attacks.  The 
attacks  appeared  at  no  predictable  time  although 
they  were  sometimes  precipitated  by  excessive 
fatigue.  She  had  seen  several  different  physicians  for 
this  problem  and  was  told  she  had  a “Staph  infection” 
and  had  been  treated  with  antibiotics  on  multiple 
occasions.  Within  a two-week  period,  the  lesions 
resolved.  Physical  examination  during  one  of  the 
attacks  showed  a crop  of  vesicles  and  surrounding 
erythema,  measuring  1.5  cm  in  diameter,  extending 
from  the  medial  aspect  of  her  left  eye  toward  the  left 
nostril.  There  were  a few  small,  slightly  tender  nodes 
in  the  left  submandibular  area.  A culture  of  the 
vesicles  grew  Herpes  simplex.  The  patient  was 
treated  with  acyclovir  capsules,  200  mg  PO  three 
times  daily  for  several  months,  during  which  time 
the  eruption  did  not  recur. 

Case  #5 

A 33-year-old  male  had  a 5-year  history  of  episodic 
pain,  erythema,  and  edema  of  the  right  forearm. 
Attacks  occurred  approximately  every  2 months  and 
lasted  about  10  days.  After  3 years  of  such  recur- 
rences, some  edema  and  pain  persisted  between  the 
acute  flares.  Vesicles  had  never  been  noticed.  The 
patient  was  treated  with  a variety  of  antibiotics  and 
anti-inflammatory  agents,  but  these  produced  no 
improvement.  Physical  examination  during  an 
attack  revealed  two  small  vesicles  in  the  digital  web 


between  the  right  third  and  fourth  fingers,  and  right 
forearm  inflammation.  ATzank  smear  of  the  vesicles 
showed  multinucleate  giant  cells  and  a viral  culture 
grew  Herpes  simplex.  Treatment  with  acyclovir 
capsules,  400  mg,  5 times  daily  for  7 days  lessened 
the  intensity  and  duration  of  the  attack.  Suppression 
of  subsequent  attacks  was  accomplished  with  acy- 
clovir capsules,  200  mg,  3 times  daily,  but  relapse 
occurred  within  2 weeks  of  its  discontinuation. 
Patient-initiated  early  episodic  treatment  with 
acyclovir,  200  mg,  5 times  daily  for  7 days  has  been 
effective  in  reducing  the  pain  and  swelling  associated 
with  the  recurrences,  and  limiting  their  duration  to 
24  to  48  hours.  The  arm  became  free  of  pain  and 
edema  between  episodes. 

Discussion 

When  a patient  presents  with  typical  herpes  labialis 
or  herpes  genitalis,  the  diagnosis  is  straightforward. 
Herpetic  whitlow  and  perianal  herpes  are  other 
relatively  common  sites  of  involvement.  The  former 
is  sometimes  misdiagnosed  as  bacterial  paronychia; 
the  latter  recently  presenting  in  pronounced  form, 
with  particularly  deep  and  widespread  ulcerations, 
as  a manifestation  of  acquired  immune  deficiency 
syndrome  (AIDS).2  Herpes  simplex  eruptions  else- 
where on  the  body  are  relatively  uncommon,  often 
resulting  in  misdiagnosis  and  inappropriate  manage- 
ment, as  illustrated  by  the  cases  herein. 

Case  #1  qualifies  as  “herpes  gladiatorum”  a 
syndrome  described  in  1964  by  Selling  and  Kibrick.3 
Our  patient  appears  to  have  contracted  Herpes 
simplex  during  his  days  as  a wrestler.  However,  the 
association  was  not  made  for  15  years,  during  which 
time  he  saw  several  physicians  and  received  several 
courses  of  antibiotics  for  presumed  bacterial  infec- 
tions. 

In  Case  #4,  Herpes  also  occurred  on  the  face,  but 
the  initial  infection  cannot  be  traced  to  any  particu- 
lar exposure  or  autoinoculation.  Over  a period  of  20 
years,  this  patient  too  had  seen  several  physicians 
and  received  several  courses  of  antibiotics  for  “recur- 
rent Staph  infection.” 

Case  #3  can  be  classified  as  a “herpetic  whitlow.” 
Whereas  fingertip  involvement  has  previously  been 
associated  with  healthcare  workers,  Gill  et  al  have 
recently  demonstrated  that  this  infection  may  be 
even  more  common  in  non-healthcare  workers.4  Our 
patient  was  not  a healthcare  worker.  In  his  case,  the 
initial  infection  can  be  dated  to  digital-genital 
sexual  contact.  Herpetic  whitlow  as  part  of  genital 
virus  infection  has  been  reported.5 
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Case  #2  is  noteworthy  in  that  the  eruption 
occurred  on  the  posterior  aspect  of  the  midthigh,  an 
area  that  invariably  comes  into  contact  with  toilet 
seats.  Herpes  simplex  may  remain  viable  on  inani- 
mate objects  for  2 to  3 hours,' K and  it  could  be 
presumed  that  the  disease  was  contracted  in  this 
manner. 

The  unusual  presentation  of  Case  #5,  recurrent 
arm  inflammation  over  a 5-year  period,  defied  diag- 
nosis until  vesicular  lesions  were  specifically  sought 
and  then  cultured  for  virus.  Herpes  simplex  lym- 
phangitis and  lymphedema  complicating  herpetic 
hand  infections  has  been  reviewed  recently  by  Sands 
and  Brown.7 

The  major  clue,  indeed  the  key  to  diagnosis  of 
Herpes  simplex  infection  in  cases  1, 3, 4,  and  5 was 
the  recurrent  nature  of  the  eruption  over  a period  of 
several  months  to  years.  This  emphasizes  the  impor- 
tance of  a careful  history,  particularly  in  regard  to 
recurrences.  When  a vesicular  eruption  recurs  in  the 
same  area  and  evolves  to  ulcers  and  then  crusts  over 
a period  of  days,  there  is  arguably  no  differential 
diagnosis.  Laboratory  confirmation  is  generally  not 
necessary. 

Treatment  of  these  lesions  can  perhaps  be 
generalized  from  the  literature  on  treatment  of 
herpes  labialis  and  genitalis.  Essentially,  there  is  no 


effective  treatment.  On  the  other  hand,  acyclovir  can 
be  used  as  prophylaxis  against  recurrences.  For 
recurrent  herpes  genitalis,  continuous  acyclovir  can 
eliminate,  or  at  least  decrease  the  freqency  of  recur- 
rences.8 Similar  efficacy  might  occur  for  nongenital 
lesions  as  well.  (J 
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Unusual  Causes  of  Renal  Failure  in  Diabetics: 
Two  Case  Studies 


T.V.  VenkataRaman,  MD;  Fay  Knickerbocker,  MD;  Carol  V.  Sheldon,  MD 


An  atypical  course  of  diabetic  nephropathy  may  signal 
an  associated  glomerulonephritis  or  other  complicating 
illness.  Two  cases  illustrate  the  importance  of  seeking 
reversible  causes  of  renal  dysfunction  in  diabetics. 

Diabetic  nephropathy  is  a common  clinical 
entity  and  is  the  reason  for  30%  to  40%  of 
patients  entering  renal  dialysis  programs.  Diabetic 
renal  disease  progresses  through  a proteinuric 
phase,  a phase  of  renal  insufficiency  with  or  without 
hypertension,  and  finally  end-stage  renal  failure. 
There  is  often  a slow  progression  of  the  disease,  and 
generally  12  to  15  years  elapse  from  the  detection  of 
insulin-dependent  diabetes  mellitus  to  chronic  renal 
failure.  However,  an  atypical  course  of  diabetic 
nephropathy  may  signal  an  associated  glomerulo- 
nephritis or  other  complicating  illness.  This  article 
describes  the  course  of  two  diabetic  patients  who  had 
a coexisting  problem  accounting  for  acute  renal 
failure. 

A 67-year-old  white  female  with  a 20-year  history 
of  insulin-dependent  diabetes  mellitus  and  hyperten- 
sion was  admitted  to  the  hospital  with  a foot  infec- 
tion. The  infection  developed  after  she  stepped  on  a 
piece  of  glass  one  week  prior  to  admission.  She  was 
initially  treated  with  amoxicillin  and  cefadroxil  and 
she  had  been  taking  captopril  and  HCTZ/triam- 
terene  for  her  hypertension. 

There  was  past  history  of  treatment  for  a right 
leg  abscess  with  ticarcillin/clavulanate  in  June  of 
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1986,  at  which  time  BUN  of  13  mg%  and  serum 
creatinine  of  1.1  mg%  had  been  recorded.  Except  for 
a remote  history  of  appendectomy  and  hysterectomy, 
her  medical  history  was  negative. 

On  admission  into  the  hospital  on  June  23, 1988 
she  was  febrile  with  an  oral  temperature  of  100. 2°F 
and  had  cellulitis  of  the  right  foot.  There  were  no 
signs  of  congestive  heart  failure,  and  the  kidneys 
were  not  palpable  or  tender.  Optic  fundus  examina- 
tion showed  the  characteristic  changes  of  diabetic 
retinopathy. 

A culture  taken  from  the  foot  wound  grew 
Staphylococcus  aureus  and  oxacillin  was  started.  The 
patient  was  continued  on  captopril,  furosemide,  and 
metolazone.  A progressive  azotemia  developed,  and 
relevant  laboratory  values  are  summarized  in 
Table  1. 

After  a generalized  erythematous  rash  developed, 
both  captopril  and  oxacillin  were  discontinued. 


Table  1. 

Laboratory  Values  for  Case  #1 

6/23/88 

6/27/88 

6/29/88 

7/1/88 

BUN 

23 

23 

39 

54 

Creat. 

1.2 

1.1 

1.5 

2.6 

UA 

Neg 

FeNa  0.18% 

Spgr  1012, 
Protein  100  mg%, 
3+  blood, 

4-6  RBC/hpf, 
25-30  WBCs/hpf, 
OCC  WBC 
clump 
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Renal  ultrasound  showed  normal  sized  kidneys 
bilaterally  (11.2  cm  right  and  11.9  left)  with  a 2.5  cm 
cyst  at  the  lower  pole  of  the  right  kidney.  Twenty- 
four-hour  urinary  protein  excretion  was  660  mgs.  A 
percutaneous  renal  biopsy  was  performed  on  July  5 
and  this  showed  acute  postinfectious  glomerulo- 
nephritis. Figure  1 demonstrates  hyalinosis  of  a 
vessel  wall  indicating  underlying  diabetes  mellitus. 
In  light  microscopy  with  hematoxylin  and  eosin 
(H&E)  stain,  glomeruli  with  typical  proliferative 
and  exudative  changes  were  present  (Fig  2).  On 
electron  microscopy,  the  typical  subepithelial  de- 
posits seen  with  postinfectious  glomerulonephritis 
are  identified  (Fig.  3). 

Immunofluorescence  revealed  3 + staining  for 
IgG  in  the  mesangium  and  basement  membrane, 
and  4+  diffuse  staining  for  C'3  in  the  mesangium 
and  basement  membrane. 

The  steriods  which  had  been  started  empirically 
prior  to  obtaining  the  renal  biopsy  were  then  slowly 
tapered  and  at  the  time  of  discharge  on  July  14  the 
BUN  was  141  mg%,  and  the  serum  creatinine  was 

2.2  mg%.  The  elevated  BUN  was  believed  to  be  due 
to  the  steriod  therapy.  On  July  30,  the  BUN  was 
down  to  30  m g%  and  the  serum  creatinine  was 

1.3  mg%.  A follow-up  UA  on  July  27  showed  3 + 
blood  but  no  protein  or  casts. 

The  second  illustrative  case  is  a 47-year-old 
white  female  with  a 32-year  history  of  diabetes 
mellitus  who  developed  acute  bilateral  flank  pain  on 
December  10,  1988.  The  initial  evaluation  was  at 
another  institution,  and  the  patient  was  told  that 
she  had  renal  failure  and  elevated  serum  potassium. 
She  was  discharged  on  oral  sodium  polystyrene 
sulfonate  and  citrate  solution.  However,  back  and 
abdominal  pain  continued,  and  she  was  hospitalized 
January  1,  1989.  There  was  a history  of  previous 
C-sections,  and  hypertension  present  for  one  year. 

The  physical  examination  revealed  an  afebrile 
patient,  with  BP  of  180/74  mmHg  and  a tachycardia 
at  100-108/min.  She  had  significant  tenderness  over 
the  right  flank  and  kidney,  but  there  was  no  abdom- 
inal bruit.  She  had  fundoscopic  evidence  of  diabetic 
retinopathy.  At  admission,  laboratory  tests  showed 
anemia  (hemoglobin  8.6  gm%  after  receiving  2 units 
of  packed  cells  at  previous  hospital),  thrombocyto- 
penia with  initial  platelet  counts  varying  from 
56,000  to  70,000,  and  renal  failure  was  indicated  by 
the  BUN  of  111  mg%  and  a serum  creatinine  of 
11.4  mg%.  Urinalysis  showed  3+  proteinuria  with 
microscopic  RBCs  and  WBCs,  but  no  casts.  The  urine 
culture  was  negative.  Renal  ultrasound  examination 


Figure  1.  Kidney  vessel  with  hyalinosis  (arrow).  Hematoxylin  and 
eosin  stain.  500x. 


Figure  2.  Kidney  with  two  glomeruli  exhibiting  diffuse  increase  in 
cellularity  and  numerous  neutrophils.  Hematoxylin  and  eosin  stain. 
200x. 


Figure  3.  Kidney  electron  micrograph  demonstrating  dense  deposit, 
so-called  "hump"  (arrow),  in  subepithelial  zone  of  capillary  basement 
membrane.  24,000x. 


I Okla  State  Med  Assoc,  Vol  83,  April  1990 


165 


Figure  4.  Right  renal  arteriogram  with  nephrogram  effect  but  no 
visualization  of  renal  vein. 


showed  the  right  kidney  measured  10.4  cm  in  length 
and  the  left  kidney  12.2  cm  in  length.  There  was  no 
evidence  of  hydronephrosis.  A cystoscopy  and  retro- 
grade pyelogram  were  normal. 

The  back  pain  and  right  flank  tenderness  con- 
tinued, and  on  the  third  hospital  day,  bilateral  renal 
vein  studies,  and  renal  arteriograms  showed  bilat- 
eral renal  vein  thrombosis.  Figure  4 shows  the  right 
renal  artery  study  with  a nephrogram  effect,  but  no 
filling  in  the  right  renal  vein.  Figure  5 shows  the 
right  renal  vein  study  with  a patent  inferior  vena 
cava  but  no  flow  from  the  renal  vein.  Figure  6 shows 
the  left  renal  artery  study  with  nephrogram  effect 
and  collateral  flow  through  the  ovarian  vein.  Selec- 
tive left  renal  vein  injection  (Fig  7)  confirmed  the 
renal  vein  thrombosis. 

The  patient  received  hemodialysis,  and  a per- 
cutaneous right  renal  biopsy  showed  diffuse  and 
nodular  glomerulosclerosis  (Fig  8).  Though  not 
pictured  here,  there  were  foci  of  eosinophilic  infil- 
trates in  the  interstitium,  a finding  that  has  been 
reported  with  renal  vein  thrombosis.1  The  biopsy 
also  documented  the  typical  fibrin  cap  lesion  seen  in 
glomerular  capillaries  of  diabetics  (Fig  9).  This 
patient  is  still  receiving  maintenance  hemodialysis, 
and  there  has  been  no  renal  recovery  for  the  past 
four  months. 

Discussion 

There  is  agreement  that  an  atypical  course  of  dia- 
betic nephropathy  can  be  defined  as  (1)  clinical 
proteinuria  despite  short  history  of  IDDM  (less  than 
6 to  8 years),  (2)  nephropathy  without  the  presence 


Figure  5.  Inferior  vena  cava  is  patent  but  no  filling  evident  in  right 
renal  vein. 


of  retinopathy,  (3)  rapid  deterioration  of  renal  func- 
tion, and  (4)  impairment  of  renal  function  without 
antecedent  proteinuria,  which  may  demand  further 
diagnostic  evaluation.2  In  evaluating  rapid  decline 
in  renal  function  in  a diabetic,  one  seeks  reversible 
factors: 

(1)  Has  the  patient  taken  potentially  nephrotoxic 
drugs  recently?  Drug-induced  nephrotoxicity  can  be 
a potential  problem  for  any  patient,  and  diabetics 
are  more  vulnerable  to  drug  toxicity  because  of 
associated  vascular  disease  and  altered  pharmaco- 
kinetics of  the  drug.  Analgesic-induced  acute  papil- 
lary necrosis  is  very  common  in  diabetics,  and  should 
be  in  the  differential  diagnosis  of  every  diabetic 
presenting  with  rapidly  declining  renal  function. 
Similarly,  aminoglycoside-induced  toxicity  and 
NSAID-induced  prostaglandin  inhibition  could  be 
more  frequent  in  diabetics. 

(2)  If  the  diabetic  patient  has  been  a hypertensive, 
has  the  blood  pressure  been  more  difficult  to  control 
recently?  Has  the  rapid  decline  in  renal  function 
occurred  after  the  use  of  ACE  inhibitors  for  control 
of  hypertension?  With  the  coexistence  of  athero- 
sclerosis, the  possibility  of  atheromatous  renal 
artery  stenosis  complicating  the  hypertension  in  the 
diabetic  patient  should  be  considered.  ACE  in- 
hibitors have  been  shown  to  cause  a decline  in 
glomerular  filtration  rate,  and  this  is  exaggerated 
with  coexisting  renal  artery  narrowing. 

(3)  Could  the  diabetic  patient  have  a coexisting 
glomerulonephritis?  Glomerulonephritis  of  various 
types  — proliferative,  membranous,  membrano- 
proliferative,  rapidly  progressive  glomerulo- 
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Figure  6.  Left  renal  arteriogram  with  filling  of  ovarian  vein  but  not  the 
renal  vein. 


nephritis,  etc  — have  been  found  with  a coexisting 
diabetic  nephropathy.3  Hommel  and  associates,  who 
biopsied  a group  of  IDDM  patients  solely  because  of 
erythrocytouria,  demonstrated  diabetic  glomerulo- 
sclerosis in  all  of  the  patients,  but  a superimposed 
nondiabetic  glomerular  disease  also  was  present  in 
60%  of  the  group.4  Hematuria  alone  is  not  a good 
clinical  clue  to  the  problem  of  coexisting  glomerulo- 
nephritis. In  two  reports  including  a total  of  280 
renal  biopsies  in  diabetic  patients,  hematuria  was 
found  in  28%  and  48%  of  patients  with  diabetic 
nephropathy  alone.5-6 

(4)  Could  there  be  an  associated  renal  vein  throm- 
bosis? Renal  vein  thrombosis  is  a rare  occurrence  in 
diabetic  nephropathy,  and  case  reports  are  scarce. 
However,  the  presence  of  renal  tenderness  with 
hematuria,  when  papillary  necrosis  or  renal  obstruc- 
tion are  excluded,  should  alert  the  clinician  to  the 
possibility  of  this  rare,  but  potentially  treatable 
thrombosis. 

These  two  case  reports  illustrate  the  importance 
of  seeking  reversible  causes  of  renal  dysfunction  in 
diabetics.  The  first  patient  had  a 20-year  history  of 
IDDM,  but  did  not  have  proteinuria  on  the  initial 
urinalysis.  Proteinuria  and  microscopic  hematuria 
developed  by  the  eighth  hospital  day,  along  with  a 
generalized  rash.  She  was  on  two  potentially  nephro- 
toxic drugs.  Oxacillin  can  cause  acute  interstitial 
nephritis,  and  captopril  may  reduce  renal  blood  flow 
and  glomuerulas  filtration  rate.  Both  drugs  were 
discontinued,  but  in  this  case,  azotemia  continued  to 
worsen,  leading  to  a consideration  of  the  possibility 
of  a coincident  nephritis.  It  should  be  emphasized 


Figure  7.  Left  renal  vein  study  showing  no  filling  in  renal  vein. 


Figure  8.  Kidney  glomerulus  with  diffuse  and  nodular 
glomerulosclerosis.  Hematoxylin  and  eosin  stain.  500x. 


Figure  9.  Kidney  glomerulus  shows  dense  silver  staining  of  sclerotic 
glomerulus.  Fibrin  cap  lesions  (arrow)  in  glomerular  capillaries  are 
silver  negative.  Periodic  acid,  methenamine  silver.  500x. 
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that  the  patient  had  had  no  recent  throat  infections; 
it  is  interesting  to  speculate  about  the  association  of 
S aureus  cellulitis  and  the  associated  glomerulo- 
nephritis. 

The  second  patient  had  a 32-year  history  of 
IDDM,  but  unlike  the  first  patient,  was  known  to 
have  had  proteinuria  previously.  Because  of  the 
patient’s  significant  flank  tenderness,  obstructive 
uropathy  was  considered  very  likely;  however,  a 
retrograde  study  excluded  it.  The  thrombocytopenia 
at  admission  is  difficult  to  explain,  as  the  hemato- 
logic evaluation  for  diffuse  intravascular  coagulo- 
pathy and  microangiopathy  were  negative.  Prompt 
and  early  anticoagulation  offers  a good  chance  of 
recovery  in  renal  vein  thrombosis,  but  in  the  reported 
case  the  four-week  delay  before  anticoagulation 
reduced  the  opportunity  for  reversal  of  the  renal 
failure.  (Jj 
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Commentary 


Child  Abuse:  A Time  for  New  Awareness 

Gwen  L.  Gibson,  MD;  Robert  W.  Block,  MD 


There  were  7602  cases  of  confirmed  child  abuse  and 
neglect  in  Oklahoma  in  1989.  Twenty-five  children  died 
from  abuse  during  the  fiscal  year.  Physician  training  in 
diagnosis  and  management  of  child  abuse  must  be 
expanded.  Physicians  are  required  by  state  statute  to 
report  all  cases  of  suspected  abuse  to  the  Department 
of  Human  Services.  Sexual  abuse  of  children  appears 
to  be  increasing.  A coordinated  multidisciplinary  effort 
which  involves  physicians  can  help  manage  this  threat 
to  childrens'  health. 

Based  on  the  most  recent  national  statistics,  it  is 
estimated  that  over  1.5  million  children  were 
abused  in  the  United  States  in  1986. 1 This  represents 
an  appalling  74%  increase  since  1980.  In  the  same 
time  period,  the  incidence  of  child  sexual  abuse  has 
tripled. 

In  Oklahoma,  child  abuse  is  also  increasing 
relentlessly.  There  were  3733  confirmed  cases  in 
1981  and  7602  in  1989.  Only  33%  of  all  cases  reported 
to  the  Oklahoma  Department  of  Human  Services 
(DHS)  are  confirmed.  Among  confirmed  reports,  42% 
were  examples  of  environmental  neglect,  23%  were 
related  to  beatings,  and  14%  represented  sexual 
abuse.  During  fiscal  1989  there  were  37  child  deaths 
investigated  by  DHS  for  alleged  child  abuse  or 
neglect.  Twenty-five  of  these  deaths  were  confirmed 
as  abuse.2 

In  1988  the  Governor  of  Oklahoma  and  the 
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leaders  of  the  state  House  and  Senate  appointed  a 
commission  to  study  child  abuse  in  the  state.  The 
report  of  the  commission,  Protecting  Oklahoma’s 
Children:  Who  is  Responsible,  was  released  in 
November  1989.  In  this  report,  heading  a section 
addressing  “System  failure:  Recurring  abuse  and 
child  deaths,”  the  following  quote  appears: 

Physicians  in  Oklahoma  have  grown  increasingly 
concerned  about  child  abuse  and  neglect  in  the 
past  several  years.  Lately,  child  deaths  from  abuse 
have  increased,  and  we  are  dealing  with  an  as- 
tounding number  of  sexual  abuse  referrals.  Physi- 
cians see  evidence  first  hand  that  the  systems  in 
Oklahoma  designed  to  deal  with  child  abuse  are 
over-burdened  and  not  working.  Strengthening 
the  system  is  imperative  to  reducing  severe  abuse 
and  child  deaths.  Medical,  legal,  and  social  work 
professionals  must  make  a commitment  to  work 
together.3 

One  of  27  issues  discussed  in  the  commission 
report  was  diagnosis,  reporting,  and  testimony  by 
medical  professionals.  Only  2.2%  of  suspected  abuse 
cases  in  Oklahoma  are  reported  by  physicians, 
compared  to  13%  nationally.  Research  in  this  area 
led  the  commission  to  the  following  findings: 

1.  Many  physicians  lack  the  necessary  training  to 
work  with  suspected  child  abuse  and  neglect 
cases. 

2.  Professional  liability  and  time  lost  to  courts  are 
deterrents  against  physicians  working  in  the  area 
of  child  abuse. 

3.  Reimbursement  for  the  time  required  to  evaluate 
and  follow-up  an  abuse  case  is  often  not  available 
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or  difficult  to  obtain.  Expert  witness  fee  sources 
are  unavailable  or  difficult  to  identify. 

4.  Because  many  rural  hospitals  and  physicians 
lack  the  expertise  to  provide  management  for 
suspected  abuse  cases,  many  children  are  referred 
to  Children’s  Hospital  of  Oklahoma,  where  re- 
sources are  strained.3 

In  order  to  deal  more  effectively  with  child  abuse 
issues,  physician  training  in  diagnosis  and  treat- 
ment must  be  expanded,  and  more  physician  abuse 
experts  must  be  available  for  consultation  to  rural 
counties.  Physician  concerns  regarding  immunity, 
reimbursement,  and  time  in  court  are  reasonable, 
and  solutions  must  be  developed.  However,  the 
commission  suggests  that  “physicians  and  nurses 
cannot  allow  (these  concerns)  to  override  their  legal 
obligation  to  report  suspected  abuse,  or  their  obliga- 
tion as  healers  to  intervene  if  a child’s  life  and  safety 
is  in  jeopardy.”3 

Legislation  is  currently  being  considered  that 
would  create  a special  designation  for  physicians 
who,  after  special  training,  would  be  child  abuse 
examiners.  These  physicians  would  then  provide 
consultation  to  colleagues,  and  would  manage  child 
abuse  cases  presenting  in  their  locales. 

The  Oklahoma  Statutes  clearly  define  reporting 
responsibilities  for  physicians.  As  stated  in  Title  21, 
O.S.  §846,  “Every  physician  or  surgeon, . . . attending 
or  treating  a child  under  the  age  of  eighteen  years 
. . . having  reason  to  believe  that  a child  under  the 
age  of  18  years  has  had  physical  injury  or  injuries 
inflicted  upon  him  or  her  by  other  than  accidental 
means  where  the  injury  appears  to  have  been  caused 
as  a result  of  physical  abuse  or  neglect,  shall  report 
the  matter  promptly  to  the  county  office  of  the  DHS 
in  the  county  wherein  the  suspected  injury  occurred. 

. . . Provided  it  shall  be  a misdemeanor  for  any  person 
to  knowingly  and  willfully  fail  to  promptly  report  any 
incident  as  provided  above.” 

It  is  very  important  to  note  the  next  statute, 
§847,  which  states,  “Any  person  participating  in  good 
faith  and  exercising  due  care  in  the  making  of  a 
report  pursuant  to  (this  act) . . . shall  have  immunity 
from  any  liability,  civil  or  criminal.  ...” 

One  of  the  areas  that  creates  frustration  for 
physicians  suspecting  abuse  or  examining  a child 
referred  for  possible  abuse  is  the  lack  of  coordinated 
follow-up  with  DHS  and  the  court  systems.  In  order 
to  rectify  this  problem  while  simultaneously 
facilitating  management  of  abuse  cases,  the  creation 


of  multidisciplinary  teams  is  being  explored  by  the 
Child  Abuse  Study  Commission  and  the  legislature. 
Physicians,  particularly  those  identified  as  child 
abuse  examiners,  would  participate  on  these  teams 
with  DHS  workers,  law  enforcement  officials,  district 
attorneys,  and  other  professionals.  Case  manage- 
ment, including  treatment  for  the  child  and  prosecu- 
tion of  perpetrators  when  appropriate,  could  be 
greatly  facilitated  by  this  model. 

As  we  enter  a new  decade  and  prepare  for  the 
21st  century,  it  is  incumbent  upon  physicians  to  be 
aware  of  current  trends  in  child  abuse.  As  recently 
reported,  more  children  are  being  identified  as 
needing  evaluation  for  possible  abuse,  more  clini- 
cally subtle  abuse  is  being  recognized,  and  child 
sexual  abuse  is  becoming  the  most  frequent  com- 
plaint in  some  states.4 

Child  sexual  abuse  is  defined  as  the  exploitation 
of  a child  or  adolescent  for  the  sexual  gratification 
of  another  person.  This  definition  implies  a power 
discrepancy  between  adults  and  dependent,  develop- 
mentally  immature  children  or  adolescents  who  are 
engaged  in  sexual  activities  they  do  not  understand, 
and  to  which  they  are  unable  to  give  informed  con- 
sent. Child  sexual  abuse  encompasses  a wide  range 
of  behaviors  from  fondling,  exhibitionism,  prostitu- 
tion, and  pornography  to  actual  sexual  intercourse. 
Abuse  can  be  a one-time  occurrence  but  more  com- 
monly is  part  of  a relationship  spanning  months  or 
years. 

Exploitation  of  children  is  not  a phenomenon 
unique  to  the  twentieth  century.  However,  child 
sexual  abuse  literature  was  almost  nonexistent  until 
the  late  1970s.5  Over  the  past  two  decades  reports  of 
child  sexual  abuse  have  increased  to  epidemic  propor- 
tions. Estimates  of  the  prevalence  from  the  National 
Center  on  Child  Abuse  and  Neglect  indicate  that 
100,000  to  250,000  cases  of  child  and  adolescent 
sexual  abuse  are  reported  annually  in  the  United 
States.8  In  Oklahoma,  14%  to  28%  of  confirmed  cases 
of  abuse  and  neglect  are  sexual  abuse.2. 

The  emotional  consequences  of  sexual  abuse 
begin  with  feelings  of  betrayal  which  result  from 
being  abused  by  a person  who  usually  was  known 
and  trusted,  and  often  are  followed  by  disbelief 
among  people  to  whom  the  child  discloses  the  abuse. 
The  feeling  of  betrayal  may  undermine  the  sense  of 
trust  a child  needs  to  develop  intimate  relationships. 
A victim  can  develop  a sense  of  powerlessness  as  a 
result  of  feeling  trapped  or  attacked.  This  can  result 
in  phobias,  nightmares,  somatic  complaints,  and 
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generally  anxious  behaviors  that  may  lead  the  child 
and  family  to  medical  evaluation  without  disclosure 
of  the  underlying  abuse.7 

What  is  the  key  to  solving  the  problem  of  child 
sexual  abuse?  Most  feel  prevention  is  the  answer. 
This  begins  by  acknowledging  that  sexual  abuse 
does  occur.  Efforts  to  deal  with  the  problem  must 
begin  at  a local  level.  Physicians  must  learn  to 
recognize  physical  signs  of  sexual  abuse,  and  under- 
stand that  these  signs  are  often  absent.  Behavioral 
indicators  might  suggest  abuse,  so  physicians  also 
need  training  to  recognize  these  signs. 

Oklahoma  has  a solid  medical  foundation  in  the 
area  of  child  abuse,  beginning  with  the  departments 
of  pediatrics  at  the  Oklahoma  City  and  Tulsa  cam- 
puses of  the  University  of  Oklahoma  College  of 
Medicine,  and  extending  through  graduates  of  the 
residency  training  programs  into  many  areas  of  the 
state.  Continuing  medical  education  in  the  area  of 
child  abuse  for  all  physicians  who  see  children  is  the 
next  priority.  J 
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In  a Lighter  Vein 


On  Looking  Young 

William  P.  Truels,  MD 


My  Father  always  used  to  complain  about  how 
he  looked  so  young.  “Whenever  I go  looking  for 
a job,  people  always  tell  me  they’re  looking  for 
someone  older,”  he  would  complain. 

Little  did  I realize  that  when  I got  older,  the  same 
problems  would  haunt  me  in  the  medical  profession. 
While  many  of  my  colleagues  suffered  the  ignomini- 
ous fate  of  a receding  hairline  or  even  premature 
baldness,  I was  cursed  with  a full  head  of  thick,  black 
hair  and  oily  skin  that  made  me  look  about  ten  years 
younger. 

At  times,  this  worked  to  my  advantage.  One  night 
as  a chief  resident,  I was  working  late  in  the 
Emergency  Room  sewing  up  a laceration.  About  half 
way  through  the  closure,  my  new  intern,  who  was 
nowhere  to  be  found,  suddenly  appeared.  He  was  five 
years  my  junior,  but  with  his  premature  baldness,  he 
looked  about  ten  years  older. 

“Dr  Truels,  may  I finish  closing  the  incision?” 
he  asked. 

As  a courtesy  to  the  patient,  I was  about  to  say 
no,  since  the  closure  was  somewhat  complicated  and 
I was  already  half  way  through  the  procedure. 

To  my  surprise,  the  patient,  who  had  been  dozing, 
suddenly  spoke  up. 

“I  would  prefer,  Dr  Truels,  if  the  intern  finished 
closing  the  incision,”  the  patient  replied.  “He  looks 
to  be  more  experienced.” 

As  I prepared  to  leave,  the  intern  whispered, 
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“What  kind  of  suture  should  I use  to  close  the  skin, 

Dr  Truels?” 

I whispered  back,  “Just  use  your  experience.” 

With  great  fanfare,  I turned  the  case  over  to  my 
intern  and  went  to  sleep  for  the  rest  of  the  night. 

At  other  times,  though,  looking  young  can  be  a 
distinct  disadvantage,  especially  if  you’re  a surgeon 
describing  to  a nervous  patient  the  need  for  an 
operation. 

More  than  once,  I have  heard  patients  whisper 
as  I leave  the  room,  “How  old  is  that  doctor?” 

Accordingly,  during  the  course  of  discussing 
surgery  with  a patient,  I always  try  to  work  some 
reference  to  my  age  into  the  conversation.  One  time, 

I had  a middle-aged  patient  from  Brooklyn  who 
seemed  uneasy  about  my  fixing  his  hernia. 

I casually  looked  at  the  chart  and  said,  “I  see 
you’re  from  Brooklyn.  Sure  was  a shame  when  the 
Dodgers  had  to  leave  town,”  I complained.  Needless 
to  say,  I fixed  his  hernia  the  same  week. 

My  stepfather  was  a World  War  II  veteran  and 
has  told  me  countless  stories  about  his  experiences 
in  the  South  Pacific.  One  time  I had  an  older  patient 
who  was  apprehensive  about  having  his  gallbladder 
removed,  and  I asked  him  if  he  was  a veteran. 

“I  sure  am  a veteran,  Doctor,”  he  replied.  “I  spent 
four  years  in  the  South  Pacific  and  fought  in  the 
battle  of  Okinawa.” 

“Those  kamikazes  were  lethal,”  I replied  matter- 
of-factly. 

“We  knocked  three  of  them  down  with  our  six-inch 
guns,”  he  replied,  visibly  more  at  ease.  The  next  day, 
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I removed  his  markedly  inflamed  gallbladder. 

Another  tactic  for  younger  surgeons  is  to  refer  to 
their  vast  experience.  One  week,  I had  removed  three 
gallbladders  and  was  seeing  a patient  that  Friday 
morning. 

“How  many  of  these  gallbladders  have  you  re- 
moved, Doctor?”  the  patient  asked  skeptically,  look- 
ing at  the  acne  on  my  face. 

“You’re  the  fourth  one  this  week,”  I replied 
matter-of-factly.  I did  his  surgery  the  following 
Monday. 

Lately,  my  full  head  of  hair  has  developed  some 
silver  streaks,  which  I initially  interpreted  as  a sign 
of  relief.  No  longer  would  I have  to  convince  people 
of  my  vast  surgical  experience  or  expertise.  But,  alas, 
even  this  development  has  not  solved  all  my  prob- 
lems. 

One  day  I was  getting  ready  to  schedule  my 
patient  for  a hernia  repair  when  I detected  some 
apprehension  on  his  part. 

“Is  there  a problem?”  I asked. 

“Yes,  Doctor,”  he  replied.  “How  long  have  you 
been  in  practice?” 


“Sixteen  years,”  I confidently  responded. 

“You  probably  graduated  before  they  started 
using  lasers,”  he  replied.  “I  saw  an  advertisement  on 
TV  from  University  Hospital.  It  seems  the  young 
surgeons  there  are  using  lasers  to  do  hernias,”  he 
added.  “Looks  to  me  like  lasers  are  the  wave  of  the 
future,  what  with  Star  Wars  and  all.” 

“I’ve  taken  two  postgraduate  courses  in  laser 
surgery,”  I responded  defensively.  “Lasers  have 
proven  themselves  in  hemorrhoid  surgery,  but 
haven’t  yet  been  practical  for  hernias.  In  addition, 
there’s  a $300  charge  for  using  the  laser,”  I added. 

My  patient  agreed  to  his  outpatient  hernia 
surgery,  but  I began  to  wonder  if  there  was  ever  an 
ideal  age  for  surgeons.  It  all  came  down  to  one  of 
those  good  news/bad  news  stories.  The  good  news  was 
that  I no  longer  looked  too  young  — the  bad  news 
was  that  I was  beginning  to  look  too  old!  (J) 

The  Author 

William  P.  Truels,  MD,  is  an  Oklahoma  City  surgeon  and  assistant 
editor  of  the  Oklahoma  County  Medical  Society’s  Bulletin 
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News 


37  Life  Members  approved 

Board  names  winners  of  Robins, 

Winners  of  the  A.H.  Robins  and  Donald  J.  Blair 
Friend  of  Medicine  awards  were  selected  by  the 
OSMA  Board  of  Trustees  at  their  February  18  meet- 
ing in  Oklahoma  City. 

Virgil  Dale  Matthews,  MD,  Muskogee,  will  re- 
ceive the  Robins  award,  given  for  outstanding 
community  service  by  a physician.  The  Blair  award 
will  go  to  Oklahoma  City  community  leader  Lee 
Allan  Smith.  Awards  are  to  be  presented  at  the 
OSMA  Annual  Meeting  next  month. 

Bud  Wright,  AMA  medical  society  relations 
director,  was  a special  guest  at  the  meeting.  He 
reported  on  events  surrounding  the  recent  resig- 
nation of  AMA  Executive  Vice  President  James 
Sammons.  Also  appearing  was  Fred  Bush,  director 
of  Aetna  Medicare,  who  discussed  new  Medicare 
regulations  and  “Dear  Doctor”  letters. 

In  an  update  on  the  VIP  program,  OSMA  Special 
Projects  Director  Claudia  Kamas  reported  that  work 
is  underway  to  compile  a list  of  all  VIP  sign-up  sites 
in  Oklahoma.  The  list  is  for  use  by  the  OSMA  staff 
in  referring  callers. 


Blair  awards  at  winter  meeting 

The  Council  on  Medical  Services  submitted  its 
proposed  policy  for  the  review  of  member  physicians 
with  hospital  staff  privileges  or  credentialing  dis- 
putes. The  policy  was  approved. 

A proposal  to  adopt  the  AMA  Investment  and 
Retirement  Program  for  OSMA  physicians,  tabled  at 
the  November  board  meeting,  was  tabled  again  and 
is  to  be  considered  at  the  board’s  next  meeting  in  May. 

OSMA  Executive  Director  David  Bickham  re- 
ported that  the  controversial  Blue  Cross  “hold  harm- 
less” clause  had  been  deleted  in  its  entirety  from  the 
Prudent  Purchaser  Option  Physician  Agreement. 
The  change  became  effective  January  1, 1990,  via  an 
endorsement  issued  by  the  company. 

In  a discussion  of  PLICO  Health  claims,  it  was 
noted  that  there  are  four  levels  of  reimbursement  in 
the  payment  schedule,  which  is  based  on  zip  codes; 
the  difference  in  levels  was  said  to  be  minimal.  The 
board  approved  a motion  requesting  that  the  next 
PLICO  report  to  the  board  explain  why  more  than 
one  level  of  reimbursement  exists. 

( continued) 


Attending  the  February 
meeting  of  the  OSMA  Board 
of  Trustees  were  (I  to  r)  Fred 
Bush,  Aetna  Medicare  direc- 
tor; Jim  Williams,  executive 
director  of  the  Oklahoma 
Foundation  for  Peer  Review 
(OFPR);  and  Bud  Wright, 
AMA  medical  society 
relations  director. 
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OKC  to  host  84th  Annual  Meeting  of  OSMA  House  of  Delegates 


The  Marriott  Hotel  in  northwest  Oklahoma  City  will 
play  host  this  year  to  the  84th  Annual  Meeting  of 
the  Oklahoma  State  Medical  Association  (OSMA). 
The  meeting  runs  May  3-5. 

The  OSMA  Board  of  Trustees  will  convene  on 
Thursday  afternoon,  May  3.  That  evening  the  Univer- 
sity of  Oklahoma  College  of  Medicine  Alumni  Associ- 


Scheduled  to 
appear  at  the  84th 
Annual  Meeting 
of  the  OSMA  are 
AMA  Trustee 
William  F.  Jacott, 
MD,  and  humorist 
Jeanne  Robertson. 


ation  will  host  its  annual  dinner  dance  honoring 
OU’s  Physician  of  the  Year  and  Amicus  Medicinae 
Award  recipient. 

Opening  Session  of  the  OSMA  House  of  Delegates 
will  begin  at  9 AM  Friday,  May  4,  with  Reference 
Committee  meetings  immediately  following. 

Oklahoma  physicians  and  their  spouses  are 
invited  to  attend  Friday’s  annual  luncheon  sponsored 


by  the  OSMA  Auxiliary.  This  year’s  program  features 
a style  show  from  the  Webb  of  Nichols  Hills  Plaza. 
All  profits  from  the  event  will  go  to  the  AMA-ERF. 

Friday  afternoon  will  be  highlighted  by  a special 
seminar  on  adolescent  alcohol  and  drug  abuse.  The 
session  will  feature  representatives  from  the  State 
Department  of  Education,  State  Mental  Health 
Department,  Oklahoma  Alliance  Against  Drugs, 
and  OSMA.  Volunteer  physicians  and  spouses  will 
receive  educational  materials  and  information  to 
assist  them  in  becoming  knowledgeable  leaders 
against  adolescent  substance  abuse  in  their  com- 
munities. 

The  entertainment  Friday  evening  begins  with  a 
6 PM  reception  honoring  incoming  OSMA  President 
Perry  A.  Lambird,  MD,  and  retiring  president  John 
R.  Alexander,  MD.  The  President’s  Banquet  follows 
at  7 pm  and  features  homorist  Jeanne  Robertson. 
Ms  Robertson,  a six-foot-two  former  Miss  America 
contestant  from  North  Carolina,  entertained  at  the 
OSMA’s  1983  Annual  Meeting  in  Tulsa. 

The  Closing  Session  of  the  House  of  Delegates, 
featuring  a special  address  by  AMA  Trustee  W.E. 
Jacott,  MD,  will  begin  at  9 AM  Saturday,  May  5.  It 
will  be  followed  that  afternoon  by  a PLICO  Loss 
Prevention  Seminar,  sponsored  by  the  Oklahoma 
Surgical  Association.  $ 


Board  Meeting  (continued) 

In  other  business,  OSMA  President  John  R. 
Alexander,  MD,  announced  the  formation  of  a new 
OSMA/OUHSC  liaison  committee  which  will  con- 
sider several  issues:  the  decreasing  medical  student 
applicant  pool,  the  decreasing  number  of  graduates 
going  into  primary  care  specialties,  and  the  improve- 
ment of  state  funding  for  medical  schools. 

Treasurer  James  Funnell,  MD,  reported  that  the 
OSMA  audit  by  BDO  Seidman  was  complete  and  the 
PLICO  audit  was  still  in  progress.  The  two  reports 
will  be  ready  for  the  May  board  meeting. 

The  board  approved  Life  Memberships  for  the 
following  applicants: 

From  Oklahoma  City:  Gerald  W.  Boles,  MD;  Earl 
M.  Bricker,  Jr.,  MD;  Charles  M.  Harvey,  MD; Thomas 
H.  Henley,  MD;  James  R.  Lowell,  MD;  M.  Wilson 
Mahone,  MD;  William  A.  Morrison,  MD;  Ira  O. 
Pollock,  MD. 


From  Tulsa:  Irvin  B.  Braverman,  MD;  William  F. 
Ewing,  MD;  Homer  D.  Hardy,  Jr.,  MD;  John  C.  Lee, 
MD;  Robert  A.  Nelson,  MD;  William  J.  O’Meilia,  MD; 
Joseph  Salamy,  MD;  David  I.  Schrum,  MD;  William 
B.  Scimeca,  MD. 

From  Lawton:  John  T.  Hicks,  MD;  Sam  C. 
Jack,  MD. 

From  Sapulpa:  Thomas  D.  Burnett,  MD;  Walter 
Cale,  MD;  Robert  G.  White,  MD. 

From  elsewhere  in  the  state:  Howard  A.  Bennett, 
MD,  Bartlesville;  Arthur  M.  Brown,  Jr.,  MD,  Perry; 
Wilson  J.  Buvinger,  MD,  Enid;  Francis  A.  Davis,  MD, 
Shawnee;  William  O.  Ellifrit,  MD,  Ponca  City;  Jack 
P.  Enos,  MD,  Yukon;  Jack  D.  Fetzer,  MD,  Woodward. 

Others  were:  A.W.  Haddox,  MD,  Antlers;  Julius 
Lacroix,  Jr.,  MD,  Hugo;  W.  George  Long,  MD,  Purcell; 
Virgil  D.  Matthews,  MD,  Muskogee;  John  R.  Pollock, 
MD,  Ardmore;  Laurence  O.  Short,  MD,  Cyril; 

J.  Harold  Tisdal,  MD,  Clinton;  Claude  H.  Williams, 
MD,  Okeene.  (J 
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84th  Annual  Meeting 
Oklahoma  State  Medical  Association 
May  3-5,  1990 

Marriott  Hotel,  Oklahoma  City 

Thursday,  May  3 

11  am  OSMA/OSMAA  Registration 

11  am  OSMAA  Hospitality  & Silent  Auction 

11:30-1:30  pm OSMAA  Board  Meeting  and  Luncheon 

Noon-1 :30  pm OSMA  Executive  Committee 

1:30-4  pm OSMA  Board  of  Trustees  Meeting 

1:30-5:30  pm  OSMAA  Tour  of  Oklahoma  City 

6:30  pm OU  College  of  Medicine  Reception,  Dinner  and 

Dance  (tickets  may  be  ordered  by  calling  the 
college  at  (405)  271  -2353) 

Friday,  May  4 

7:30  am OSMA/OSMAA  Registration 

7:30  am OSMAA  Hospitality  & Silent  Auction 

Continental  Breakfast 

7:30-9  am OSMAA  Past  Presidents  Breakfast 

7:30-9  am OSMAA  County  Presidents  & Presidents-Elect  Breakfast 

9 am  OSMA  House  of  Delegates  Opening  Session 

9 AM-Noon  OSMAA  House  of  Delegates 

10:30  am OSMA  Reference  Committees 

Noon OSMA-OSMAA  Luncheon/Fashion  Show 

1 pm  Adolescent  Alcohol  and  Drug  Abuse  Seminar 

1-4  pm  Oklahoma  Surgical  Association  Scientific  Session 

3:30-5  pm OSMA  Candidate  Forum 

6-7  pm  OSMA  President’s  Reception 

7 pm  OSMA  President's  Banquet 

Guest  Speaker:  Jeanne  Robertson 

Saturday,  May  5 

7:30  am OSMA/OSMAA  Registration 

7:30  am OSMAA  Hospitality 

7:30-9  am OSMA  Past  Presidents  Breakfast 

7:30-9  am OSMA  Hospital  Medical  Staffs  Section  Breakfast 

9 am  OSMAA  Post-Convention  Board  Meeting 

9 am  OSMA  House  of  Delegates  Closing  Session 

9 am-1  pm Oklahoma  State  Urological  Association 

9:30  am-3  pm  Oklahoma  Chapter  of  American  College  of 

Emergency  Physicians:  “Risk  Management  in 
Emergency  Medicine” 

11:30  am-1  pm  ....  Oklahoma  Surgical  Association  Business  Luncheon 

1:30  pm PLICO  Loss  Prevention  Seminar  sponsored  by 

the  Oklahoma  Surgical  Association 


Schedule  subject  to  change  prior  to  publication  of  official  program 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 


Professional  Staff 

William  D.  Hawley,  MD  R.  Darryl  Fisher,  MD 

James  M.  Hartsuck,  MD  Marvin  D.  Peyton,  MD 

Scott  K.  Lucas,  MD 


Diplomates  of 
American  Board  of  Surgery 
American  Board  of  Thoracic  and 
Cardiovascular  Surgery 


Specializing  in 
Cardiac,  Vascular 
and  Thoracic  Surgery 


Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1-800-522-6755 


(405)  946-0900 


OFFICES 


3433  N.W.  56TH,  SUITE  660 
1044  S.W.  44TH,  SUITE  520 


OKC,  OK  73112 
OKC,  OK  73109 
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From  the  OSDH 


Grant  to 


provide  Healthy  Futures  for  state's  perinatal  infants 


Data  collected  in  the  late  eighties 
T ^ indicate  that  nearly  one-third  of  the 

^ expectant  mothers  in  the  state  re- 

| I ceive  neither  early  nor  adequate 
^ M prenatal  care.  Even  where  adequate 

maternal  and  infant  services  exist, 
many  babies  and  expectant  mothers  do  not  receive 
this  care  because  of  a lack  of  money  to  pay  for  the 


care,  a lack  of  transportation  to  such  care,  the  un- 
availability of  affordable  child  care,  or  the  lack  of 
appreciation  for  the  need  of  such  services. 

In  1988,  as  a result  of  this  problem  and  coinciding 
with  the  Governor’s  Conference  on  Families,  Chil- 
dren and  Youth,  Oklahoma  was  announced  as  one  of 
six  states  to  receive  a special  grant  from  the  Robert 
Woods  Johnson  (RWJ)  Foundation.  Part  of  the  RWJ 


Earth  Day  Every  Day 

by  George  H.  Hulsey,  MD 

Take  time  and  smell  the  roses! 

Hardly  the  advice  of  an  allergist  to  a wheez- 
ing patient,  but  a simple  prescription  for  har- 
ried physicians  mired  in  the  medical  bureau- 
cracy and  particularly  appropriate  as  our 
nation  celebrates  Earth  Day  this  month. 

As  a long-time  environmentalist,  physician, 
and  current  chairman  of  the  National  Wildlife 
Federation,  I believe  the  time  has  arrived  for 
physicians  to  become  aware  of  environmental 
issues  and  incorporate  these  concerns  into  our 
practices  for  the  good  of  our  patients. 

You  all  know  the  issues  — the  depletion  of 
the  ozone  layer,  polluted  air  and  water,  acid 
rain,  the  wanton  destruction  of  forests  and 
wetlands.  All  of  these  issues  have  a direct 
impact  on  the  health  of  our  patients.  These 
environmental  problems  lead  to  respiratory 
distress,  injury  to  our  immune  system,  and 
increases  in  skin  cancers,  cataracts,  and  related 
eye  problems. 

As  physicians  we  can  be  role  models  for  our 
patients,  especially  the  young,  when  we  advise 
them  to  use  sun  screens  and  explain  why  our 
Earth  receives  more  and  more  ultraviolet  light, 
or  tell  them  not  to  exercise  in  polluted  air  and 
describe  what  we  all  can  do  to  make  it  pure 
again. 

Because  of  our  scientific  training  and  our 
place  in  our  communities,  we  as  physicians  are 
in  a natural  position  to  become  leaders  in 
detailing  the  deleterious  health  effects  of  ignor- 
ing the  environment. 

I am  pleased  to  report  that  this  year  the 
OSMA  established  a Committee  on  Physicians 
and  the  Environment  to  deal  with  these  issues. 


Oklahoma  physicians  interested  in  this  area 
should  contact  committee  chair  Chet  Bynum, 
MD. 

In  addition  to  better  serving  our  patients 
and  working  to  preserve  our  planet,  there  is 
another  very  important  reason  I encourage  my 
colleagues  to  become  interested  in  the  environ- 
ment. That  reason  is  you! 

These  are  not  easy  times  for  physicians.  We 
are  regulated  and  reviewed  to  a greater  degree 
than  any  other  profession.  As  our  stress  level 
rises  as  we  deal  with  the  bureaucrats  and 
others  who  would  like  to  tell  us  how  to  practice 
medicine,  the  environment  can  become  our  first 
defense  against  burnout. 

All  too  often  an  environmentalist  is 
stereotyped  as  a sign-carrying  zealot  with  a 
cause.  This  may  be  true  for  some  but  for  most, 
an  environmentalist  is  simply  someone  who 
loves  and  enjoys  nature. 

When  your  head  begins  to  spin  with  “Dear 
Doctor”  letters  from  Medicare  or  information 
about  some  new  managed  care  plan,  you  will 
be  amazed  at  how  your  perspective  and  dis- 
position improve  when  you  discover  the  healing 
effect  of  a rod,  reel,  and  cold  mountain  stream; 
a brisk  walk  under  a blue  country  sky;  or  time 
alone  or  with  family  simply  enjoying  the  sol- 
itude, quiet,  and  beauty  of  nature. 

As  we  celebrate  Earth  Day,  I hope  all  Okla- 
homa doctors  will  take  this  prescription:  Some- 
time this  year  put  a sign  on  your  office  door 
that  says  “Gone  Fishin’!” 

I promise  you  it’s  good  medicine.  (J 

[Dr  Hulsey  is  a family  physician  in  Norman .] 
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Healthy  Futures  (continued) 

program  “Healthy  Futures:  A Program  to  Improve 
Maternal  and  Infant  Care  in  the  South,”  Oklahoma 
received  $609,000  for  a two-year  period,  renewable 
for  an  additional  two  years. 

This  important  grant  is  providing  Oklahoma 
with  the  unique  opportunity  to  put  together  an  array 
of  programs,  projects,  and  public  awareness  cam- 
paigns to  reduce  infant  mortality,  low  birthweight 
babies,  delivery  complications,  and  infant  deaths. 

The  grant  uses  a three-step  approach.  It  was  felt 
that  to  make  significant  changes  in  the  health  care 
system  for  expecting  mothers  and  perinatal  infants, 
a state  policy  that  facilitates  access  to  care  is  needed; 
funding  must  improve  preconceptional  perinatal  and 
infant  care  services;  and  comprehensive  community 
systems  coordination  is  necessary  as  well. 

The  program  was  begun  in  1988,  and  coordinators 
have  visited  all  counties  in  the  state  and  have 
acquainted  themselves  with  most  perinatal  care 
providers,  key  community  leaders,  and  other  indi- 
viduals and  agencies  involved  in  the  perinatal  care 
system. 


From  its  conception,  Healthy  Futures  has  had  the 
cooperation  and  involvement  of  the  private  sector  of 
medicine.  The  program  receives  its  guidance  from  a 
steering  committee  made  up  of  a partnership  of 
professionals  from  a number  of  different  fields.  Much 
of  the  success  that  this  program  has  enjoyed  so  far 
must  be  attributed  to  the  participation  of  the  private 
physicians  in  this  group. 

Additionally,  the  participation  of  several  legis- 
lators in  this  project  cannot  be  overemphasized. 
Without  their  substantial  support  the  program  could 
not  have  become  a reality. 

With  the  support  of  these  groups  and  the  gover- 
nor’s office,  the  Healthy  Futures  program,  which  is 
headquartered  in  the  Oklahoma  State  Department 
of  Health  (OSDH),  will  continue  to  work  toward  an 
improvement  in  the  health  status  of  mothers  and 
infants  and  provide  healthier  futures  for  all  Oklaho- 
mans as  well  as  the  more  cost-effective  delivery  of 
health  services  statewide. 

For  information,  call  Healthy  Futures,  Joy 
Leuthard,  (405)  271-4476.  (J) 


DRIVE  A VOLVO  BECAUSE 
JERRY  BUGG 


REPLACEMENT  PARTS  ARE  HARD  TO  FIND. 


907  SOUTH  BROADWAY 
EDMOND  . OKLAHOMA 
359-1234 


VOLVO 

A car  you  can  believe  in 


Center  educates  care  providers 
for  state's  geriatric  population 

A new  organization,  the  Oklahoma  Geriatric  Educa- 
tion Center  (OkGEC),  is  now  offering  interdiscipli- 
nary geriatric  education  for  the  faculties  of  health 
professional  schools  and  health  care  providers  across 
the  state. 

Established  in  October,  the  center  is  located  in 
the  O’Donoghue  Rehabilitation  Institute  on  the 
University  of  Oklahoma  Health  Sciences  Center 
(OUHSC)  campus  in  Oklahoma  City;  a regional 
training  center  is  located  on  OUHSC’s  Tulsa  campus. 

Director  James  W.  Mold,  MD,  assistant  professor 
of  family  medicine  at  OUHSC,  emphasized  that  the 
center  will  provide  technical  assistance  and  consulta- 
tion for  development  of  geriatric  education  programs 
to  the  faculty  of  any  school  which  offers  training  in 
any  of  OkGEC’s  17  health  care  disciplines:  biomedi- 
cal and  health  care  ethics,  communication  disorders, 
dentistry,  dietetics,  education,  gerontology,  health 
care  administration,  medicine  (allopathic  and  os- 
teopathic), nursing,  occupational  therapy,  optometry, 
pharmacy,  physical  therapy,  physician  associate, 
psychology,  public  health,  and  social  work. 

OkGEC  is  a consortium  of  five  academic  institu- 
tions: Langston  University,  Northeastern  State 
University,  Oklahoma  City  Community  College, 
Oklahoma  State  University  (both  main  campus  and 
the  College  of  Osteopathic  Medicine),  and  the  Univer- 
sity of  Oklahoma  (main  campus,  Health  Sciences 
Center,  Oklahoma  City,  and  College  of  Medicine, 
Tulsa).  The  group’s  funding  was  provided  by  a grant 
to  OUHSC  from  the  US  Department  of  Health  and 
Human  Services,  Public  Health  Services,  Health 
Resources  and  Services  Administration. 

For  additional  information,  contact  Oklahoma 
Geriatric  Education  Center,  1122  Northeast  13th 
Street,  Room  4201,  Oklahoma  City,  OK  73117-1039, 
(405)  271-8558.  The  Tulsa  office  is  located  at  2808 
South  Sheridan  Road,  Tulsa,  OK  74129-1077,  (918) 
838-4724. 


OSMA  Physician 
Recovery  Program 
(405)  360-4535 


We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  ana 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we  ll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  Citv,  OK 
(405)840-9333 ' 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 
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AT  AN  AUTHORIZED  Mercedes-Benz  dealer,  you’ll  never  see  change  for  the  sake  of 
change.  Which  makes  the  300  Class  for  1990  all  the  more  remarkable. 

There’s  enhanced  styling  outside.  An  inviting  new  richness  inside.  And  a safety 
feature  that’s  very  reassuring.  For  the  first  time  you  can  get  a 300  E Sedan 
or  300TE  Wagon  with  4MATIC — the  Mercedes-Benz  fully  automatic 
all-wheel-drive  system. 

Take  a look  at  one  now.  LIKE  NO  OTHER  DEALERS  IN  THE  WORLD. 


JAGUAR 


1225  N BROADWAY 

C 1989  Authorized  Mercedes-Benz  Dealers 


VOLVO 

OKLAHOMA  CITY 


(405)  236-1224 


How  Far  Would  You  Go 
To  Save  A Life? 


1 1 6 2 0 6 


Last  year,  AirEvac  for  Tulsa  flew  116,206.7  miles  to 
provide  critical  care  transport  for  patients  throughout 
northeastern  Oklahoma. 

That’s  equal  to  4 1/2  orbits  around  the  Earth.  And 
while  we  don’t  offer  global  service,  you  can  count 
on  us  to  go  the  extra  mile.  Because  you  and  your 
patients  mean  the  world  to  us. 


AirEvac  — The  Ultimate  Emergency  Air  Transport 
(918)  585-EVAC  or  1 (800)  422-EVAC 

A Service  of  Hillcrest  Healthcare 
Corporation  arul  St.  John 
Medical  Center 
ALso  serving  Jane  Phillips 

Episcopal'Memonal  Medical  Center  and  Tulsa  Regional  Medical  Center 
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Reaction  Time 


PLICO  appreciated  by  reader  and 
envied  by  out-of-state  doctors 

To  the  Editor:  I certainly  agree  with  the  views 
expressed  by  our  president,  J.  R.  Alexander,  in  his 
editorial  [“Unrivaled  Value,”  Feb  90]  about  our 
physicians  liability  insurance.  In  the  last  6 months, 
on  two  occasions,  I have  had  the  opportunity  to  be  a 
keynote  speaker  to  the  boards  of  physician-owned 
liability  companies,  one  a state  in  the  midwest  and 
one  on  the  east  coast.  Afterwards,  I listened  to  these 
physicians  discuss  their  problems  during  their 
business  meetings.  I reflected  on  how  fortunate  we 
were  in  Oklahoma  by  comparison.  Indeed,  our  insur- 
ance is  of  “unrivaled  value.”  Physician  board  mem- 
bers in  both  states  expressed  the  wish  they  could 
offer  their  colleagues  something  comparable  to 
“what  you  have  in  Oklahoma.” 

— Gordon  H.  Deckert,  MD 
Oklahoma  City 

Neurologist  addresses  issue  of 
specialty  boards  and  certification 

7b  the  Editor:  I read  your  editorial  in  the  state 
medical  journal  [“On  Cranberry  Juice,”  Feb  90].  You 
need  to  realize  that  there  are  many  boards.  There 
are  in  fact  legitimate  boards  that  have  been  incorpo- 
rated for  many  years  and  do  not  give  away  certifica- 
tion. 

I would  particularly  bring  your  attention  to  the 
Neurophysiology  Boards  given  by  two  EEG  societies 
— American  EEG  Society  and  American  Medical 
EEG  Association.  These  have  been  in  existence  for 
approximately  twenty  years. 

Many  candidates  flunk  their  examinations  and 
in  fact  the  fail  rate  is  often  as  high  as  50%.  Being  a 
Senior  Examiner  on  the  Boards  for  AMEEGA,  I can 
assure  you  that  these  are  not  “Mickey  Mouse”  boards. 

The  problem  that  you  really  have  not  addressed, 
even  slightly,  is  what  to  do  with  the  large  areas  of 
knowledge  from  which  no  testing  is  done  by  any 
ABMS  certified  board.  As  new  fields  of  knowledge 
develop,  how  are  these  tested?  If  you  do  not  develop 
an  ad  hoc  board  to  examine  physicians,  you  will 
never  develop  a full-blown  specialty  in  same.  Hence, 
what  you  have  done  is  open  the  field  for  quacks  to  use. 

It  has  been  the  policy  of  ABMS  to  systematically 
exclude  these  boards  and  not  recognize  them,  which 
has  been  unfortunate.  Since  people  who  are  boarded 


by  legitimate  subspecialties  are  excluded,  there  is  no 
question  that  this  is  clearly  in  restraint  of  trade  in 
an  effort  by  the  ABMS  to  restrict  in  a very  dis- 
criminatory fashion  the  recognition  of  training. 

Basically,  the  issue  is  the  following:  (1)  Does  a 
body  of  knowledge  exist  which  is  independent  from 
that  already  being  tested  by  an  ABMS  Board?  (2)  If 
this  body  of  knowledge  exists,  then  are  physicians 
being  trained  in  this  area?  (3)  If  physicians  are  being 
trained  in  this  area  which  is  not  covered  by  ABMS 
Boards,  should  they  not  be  certified  by  an  indepen- 
dent board?  (continued) 


In  Memoriam 

1989 

John  Hoyle  Carlock,  Jr.,  MD 

January  19 

Michael  Bailey  McCarty,  MD 

January  22 

Alexander  Shadid,  MD 

February  2 

Moorman  Paul  Prosser,  MD 

February  12 

Robert  Vem  Weger,  MD 

February  18 

William  Lawrence  Bond,  MD 

March  26 

Mary  Edna  Sippel,  MD 

April  10 

Ruben  Hilton  Mayberry,  MD 

April  20 

Norman  Eugene  Deambarger,  MD  May  6 

Gordon  Kent  Jimerson,  MD 

May  6 

Orville  McClure  Woodson,  MD 

May  11 

Robert  Sears  Davis,  Jr.,  MD 

May  13 

James  Richard  Riggall,  MD 

May  30 

Howard  Choice  Martin,  MD 

July  23 

D.  Evelyn  Miller,  MD 

July  30 

Nevin  Wilson  Dodd,  MD 

July  31 

Alwyn  Travers  Komblee,  MD 

August  7 

Edward  Keats  Norfleet,  MD 

August  13 

Wayman  Jackson  Thompson,  MD 

September  20 

Rheba  L.  Huff  Edwards,  MD 

September  30 

George  Harry  Garrison,  MD 

October  5 

Monroe  Ruework  Jennings,  MD 

October  27 

Edmund  Gordon  Ferguson,  MD 

November  17 

Don  Lee  Dycus,  MD 

December  6 

Sylvester  Robert  Shaver,  MD 

December  16 

Charles  Edwards  Leonard,  MD 

December  27 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

Powell  Everett  Fry,  MD 

January  28 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 
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REACTION  TIME 


I believe  that  the  new  rules  as  promulgated  will 
generate  nothing  but  lawsuits.  I certainly  expect  to 
take  part  in  one  if  I am  not  allowed  to  use  my  board 
credentialing. 

Notice  at  the  top  of  my  stationery  that  I have 
never  used  Boards  after  my  name  because  I do  not 
believe  it  is  important!  However,  since  now  it  is  going 
to  be  an  issue,  I intend  to  do  so. 

— Ernest  G.  Warner,  Jr.,  MD 
Oklahoma  City 

Deaths 

Powell  Everett  Fry,  MD 
1910  - 1990 

Retired  Stillwater  physician  Powell  E.  Fry,  MD,  died 
January  28,  1990.  Dr  Fry  was  a native  of  Frederick 
and  graduated  from  the  University  of  Oklahoma 
School  of  Medicine  in  1934.  He  established  his 
general  practice  in  Stillwater  in  1935.  During  World 
War  II,  he  served  for  almost  four  years  as  a flight 
surgeon  in  the  Army  Air  Corps.  Dr  Fry  was  a past 
president  of  both  the  OU  Medical  School  Alumni 
Association  and  the  Payne  County  Medical  Associa- 
tion. A Life  Member  of  the  OSMA,  he  retired  in  1978. 

Alpha  Louis  Johnson,  MD 
1902  - 1990 

OSMA  Life  Member  Alpha  L.  Johnson,  MD,  El  Reno, 
died  February  19, 1990,  at  his  home.  Bom  in  Elyris, 
Kan,  Dr  Johnson  was  graduated  from  the  OU  School 
of  Medicine  in  1924  and  established  his  general 
practice  in  El  Reno  1926.  He  served  for  one  year  as 
OSMA  vice  president  and  was  on  the  OSMA  Board 
of  Trustees  for  nine  years.  In  1973  he  received  the 
A.H.  Robins  Community  Service  Award.  Dr  Johnson 
retired  in  1987. 

Marshall  W.  Opper,  MD 
1919  - 1990 

Marshall  W.  Opper,  MD,  a family  practitioner  in 
Oklahoma  City,  died  February  12,  1990.  Dr  Opper 
was  bom  in  Chicago  and  attended  the  University  of 
Oklahoma  School  of  Medicine,  where  he  was 
graduated  in  1944.  He  was  a captain  in  the  US  Army 
from  1946  to  1948  and  began  his  private  practice  in 
Oklahoma  City  in  1950.  rj) 


Oklahoma 

AIDS  Information  Line 
1-800-522-9054 


Selling  or  Buying  a Practice? 


Practice  evaluation 
Practice  brokerage 


Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 
Office  (405)  360-9238  Home  (405)  329-2423 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


LaJuanta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


Physicians  Wanted.  Office  space  available  in  Southern  Okla- 
homa, Ardmore  across  the  street  from  Memorial  Hospital  of  South- 
ern Oklahoma,  currently  have  2 family  practice  physicians  with 
one  intending  to  retire,  office  is  fully  staffed,  has  in  house  x-ray 
and  laboratory  as  well  as  two  business  offices.  Pull  partnership  or 
coverage  arrangements  will  be  available.  Contact  Scott  M.  Malow- 
ney,  M.D.,  1025  15th  NW  Ardmore,  OK  73401. 


TEXAS:  Full-time  and  part-time  emergency  department 

positions  available  at  224  bed  hospital.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insurance. 
Benefit  package  available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport  Road,  Room  54, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 
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Announcing  a 

Beautiful  New  Solution 
to  Vascular  Blemishes 


Spider  Veins,  Portwine  Stain  “Birthmarks”, 
Reddened  Blotchy  Skin,  Broken  Blood  Vessels 

An  advanced  laser  system  called  Vasculase.  It  erases  those  tiny 
veins  or  blotchy  areas  so  common  on  the  face,  feet,  legs  and  hands. 

Vasculase  is  the  most  advanced  laser  of  its  kind  and  the  first  in 
Oklahoma.  Its  laser  light  is  effective  in  removing  spider  veins, 
broken  blood  vessels,  even  dark  portwine  birthmark  stains. 

The  beauty  of  this  treatment  is  it  works  immediately  with  only 
minimal  discomfort,  and  it's  safe.  We  simply  trace  the 
vein  or  blemish  with  a pinpoint  of  light,  and  it  vanishes 
while  the  skin  remains  virtually  unaffected. 

Call  now  for  a free  physician  consultation. 

Laser  Surgery  Center 

Harold  Haston,  M.D.  • 1 145  S.  Utica 
Suite  202  • Tulsa  Oklahoma  74104 

(918)  585-2885  or  toll  free 
1-800-869-9929 


Technologies 


Physicians  Wanted  (continued) 


FAMILY  PRACTICE  — INTERNAL  MEDICINE.  Seeking 

physician  to  join  M.D.,  D.O.,  N.P.,  in  a rural  community,  one  hour 
from  Oklahoma  City.  Join  a busy,  fully-equipped  modem  medical 
clinic.  Beginning  salary  75,000  + , paid  3 wk.  vacation,  malprac- 
tice insurance,  health/life  insurance,  pension/profit  sharing  plan. 
Option  for  additional  income  in  local  emergency  department.  For 
more  information  call  Tricia  405-382-3650. 


INTERNIST/CARDIOLOGIST.  To  share  office,  equipment 

and  weekend  coverage.  Modem  office  that  is  progressive,  com- 
puterized, beautifully  decorated,  spacious  and  easily  accessible  to 
patients.  Billing/Collection  by  independent,  reputable,  profes- 
sional office  management  group.  Call  Dr.  S.  Sanbar  at  (405)  787- 
9185  or  write  1507  N.  Rockwell,  Oklahoma  City,  OK  73127. 


Wanted:  Board  Certified  Family  Practice  Physician  to  join 

established  fee-for-service  Family  Practice  Group  in  Tulsa,  OK. 
Opportunity  to  teach  in  University  setting,  do  Obstetrics  and 
minor  surgery.  Income  potential  unlimited.  Senior  member  with 
large  practice  retiring.  Call  Ken  M.  Muckala,  M.D.,  Harvard 
Family  Physicians,  PC.,  (918)  743-8200. 


Established  rapidly  growing  20  M.D.  multi-specialty  group 

in  historic  Midwest  City  seeks  additional  family  physician,  IM/ 
gastro,  OB  and  orthopod.  Signing  bonus,  outstanding  income 
potential,  low  buy-in,  lovely  life  style.  Triple  A school  system,  four 
year  college,  and  many  recreational  activities.  Contact,  in  confi- 
dence, Cheryl  Broderick  (508)  688-9063  (COLLECT).  E.G.  Todd  is 
a physician  search  firm  with  opportunities  nationwide  in  all  spe- 
cialties. All  inquiries  confidential.  Fees  paid  by  clients,  not  physi- 
cian candidates. 


Physicians  Wanted  (continued) 


Lawton,  Oklahoma:  Fidl-time  pediatrician  opportunity 

available  at  clinic.  Scheduled  hours  are  Monday- Friday,  7:30  AM- 
4:30  PM.  Minimal  hospital  responsibility.  Patients  scheduled  at  15- 
minute  intervals.  Position  includes  office  and  examining  room. 
Excellent  lab,  x-ray  and  back-up.  LPN  and  billing  assistance 
provided.  Guaranteed  rate  of  reimbursement  plus  monthly  over- 
age based  on  volume.  Must  be  BE/BC  in  pediatrics.  Contact  Ben 
Hatten,  Spectrum  Emergency  Care,  P.O.  Box  27352,  St.  Louis,  MO 
63141,  1-800-325-3982,  ext.  3004. 


Positions  Wanted 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE  PHYSI- 
CIAN interested  in  relocating  to  Oklahoma  City.  Practice  with 
guarantees.  Reply  Journal  Box  36,  c/o  OSMA. 


Other 


PRACTICE  SOUGHT.  Competent  and  personable  FMG, 

with  5 years  residency  and  8 years  of  Oklahoma  family  practice 
experience,  seeks  to  buy  a suitable  practice  in  a southern  Okla- 
homa community.  Can  do  OB.  All  responses  to  be  kept  in  confi- 
dence and  will  be  answered  promptly.  Reply  Journal  Box  37,  c/o 
OSMA. 


$10,000  for  Old  Lionel  Trains  in  excellent  condition.  H.R. 

Safford,  III,  M.D.,  2005  Franklin  #550,  Denver,  CO  80205,  303- 
837-0912  (9a-4p)  761-8899  (7-9p). 
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BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Why  PLICO  Health? 


Guaranteed 

Continued 

Insurability 


PLICO  Health  is  committed  to  guaranteed  continued  in- 
surability for  every  member  of  the  Oklahoma  State 
Medical  Association.  You  are  assured  continued  in- 
surability regardless  of  losses  you,  your  family,  or  your 
employees  may  suffer.  That  is  a commitment  no  other 
company  is  willing  to  make,  but  it  is  only  one  of  the 
reasons  PLICO  Health  is  your  best  option.  To  find  out 
more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  insurance  specialists  will  be  happy  to 
provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

P.O.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  In  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon1*  1/12  gr.  5.4  mg  in 


bottles  of  100's  NOC  53159-001-01  and  1000  s NDC 

53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 
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McMillan  December  Rev.  1/85 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A Morales  et  al  , The  Journal  of  Urology  128: 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


INCREASE 
your  Medicare  Profits! 

If  You  - 

• Resubmit  claims 

• Request  reviews  on  improperly 
claims 

• Send  Operative  reports 

• Send  Pathology  reports 

you  are  not  realizing 
your  full  profit  potential  . . . 


‘Claims  Express 
of  America,  Inc. 

5138  South  Peoria 
Tulsa,  Oklahoma  74105 
(918)  747-3225 


Oklahoma  Mediclaim 
Services 

P O.  Box  52765 
Tulsa.  Oklahoma  74152 
(918)  747-7720 


Express  Mediclaim 
Services 

P O Box  1065 
Norman.  Oklahoma  73070 
(405)  321-9855 

Electronic  claims  filing 


Southeast  Claims  Express 

1730  Shadowood  Lane. 
Suite  305 

Jacksonville,  Florida  32207 
(904)  398-2412 

physicians  is  our  specialty. 


‘Dealer  Inquiries  Invited 


AN  ALTERNATIVE  FOR  THE  ELDERLY 
A RESPITE  FOR  THE  CARETAKER 

Adult  Day  Care 
Scheduled  Activities 
Nutritious  Meals  & Snacks 
R.N.'s  on  Call 
Consulting  Physicians 
Transportation  Assistance 
35  Years  Geriatric  Care  Experience 


BELLEVUE 
DAY  CENTER 


6430  North  Portland 
Oklahoma  City,  Oklahoma  73116 


For  a free  initial  consultation,  call  843-61 16 
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The  (hind  Center 

For  Surgery ; Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


Tfo  SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ ^ A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

IT*  SOUTHERN  PLAINS 

OBSTETRICS  AND 

UROLOGY 

PLASTIC  & RECONSTRUCTIVE 

J u MEDICAL  CENTER  / Chickasha 

GYNECOLOGY 

K T Varma.  M D 

SURGERY  (Part-time) 

2222  Iowa  — 224-8111 

Nancy  W Dever,  M D 

E C.  Duus,  M D 

Alan  J.  Weedn,  M D 

ORTHOPEDIC  SURGERY 

FAMILY  PRACTICE 

David  Rumph,  M.D, 

J.E.  Winslow,  M.D 

ONCOLOGY  (Part-time) 

J W McDoniel.  M D 

Bill  Ohl,  PA. 

R.G  Ganick,  M D 

J O Wood.  Jr,  M D 

NEUROLOGY  (Part-time) 

L.M  Bowen,  M D 

Andrew  Gin,  M D 

CLINICAL  PSYCHOLOGY 

INTERNAL  MEDICINE 

J M Ross,  Ph  D. 

jy*  SOUTHERN  PLAINS 

W.S  Harrison,  M D 

GENERAL  & 

A J MEDICAL  CENTER  / Duncan 

D.L.  Stehr,  M D 

VASCULAR  SURGERY 

RADIOLOGY 

2515  West  Elk  — 252-6080 

Don  R Hess,  M D 

Linda  M Johnson,  M D 

T.J.  Williams,  M.D 

R.L.  Jenkins,  M D, 

Virginia  L,  Harr,  M.D 

FAMILY  PRACTICE 

L.V.  Deck,  M D 

Myra  Campbell,  PA 

SPEECH  PATHOLOGY 

Christopher  M Herndon,  M D »•' 

R.C.  Talley,  M D 

Colette  Ellis,  M Ed.,  C C.C.  Jeff  Jones,  M.D. 

THORACIC  & 

CARDIOLOGY 

VASCULAR  SURGERY 

DERMATOLOGY 

ALLERGY  (Part-time) 

Joe  T Bledsoe  M D 

Paul  B.  Loh,  M.D, 

Linda  A.  Reinhardt,  M D 

R E.  Herndon,  M D 

GASTROENTEROLOGY 

OPHTHALMOLOGY 

ALLERGY 

1 rpm  SOUTHERN  PLAINS 

C K Su,  M D 

John  R Gearhart,  M.D 

R E Herndon,  M D 

’J  J AMBULATORY  SURGERY  CENTER 

W.S  Harrison,  M.D 

2222  Iowa  — Chickasha,  OK 

PEDIATRICS 

ANESTHESIOLOGY 

MEDICARE  Approved 

R E,  Herndon,  M D 

T,  Gowlikar,  M.D 

PHYSICAL  MEDICINE 

E.  Ron  Orr,  M D 

Gideon  Lau,  M.D 

& REHABILITATION 

ADMINISTRATION 

J.E.  Freed,  M.D 

M.M  Vaidya,  M D. 

Kumudini  Vaidya,  M.D 

James  W Loy 

Pilar  Escobar,  M.D 

Daniel  N Vaughan 

Donald  F.  Haslam,  M.D. 

ACUTE  CARE  & 

NEUROSURGERY  (Part-time) 

OCCUPATIONAL  MEDICINE 

R E Woosley,  M D 

C.R  Gibson,  M.D. 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
"Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
"J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Low,  MD,  FACS 
"Thomas  C.  Howard,  MD,  FACS 
"David  L.  Holden,  MD,  FACS 
"Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
"Jon  W.  Blaschke,  MD 
"R.  Eugene  Arthur,  MD 
"Larry  G.  Willis,  MD 
"Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

"Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


« 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

Founded  1925  3 

adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MDf* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDf° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

John  S.  Irons,  MDt° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  f* 

Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 

James  R.  Claflin,  MDf° 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 

George  L.  Winn,  MDf 

3433  N.W.  56th,  Suite  870 

t Diplomate  American  Board  of  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

■ Diplomate  American  Board  ot  Internal  Medicine 

(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 

Diplomate  American  Board  of  Pediatrics 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

One  of  24  regional  heart  transplantation  centers  in  the  country, 
and  the  only  one  in  Oklahoma  to  earn  Medicare  certification. 


- Nazih  Zuhdi,  MD  - 

DIRECTOR 

Transplant  Surgeon-in-Chief 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
Dimitri  Novitzky,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 

Research 

Ye  Yong 

Yukifusa  Yokoyama 
Thomas  Snow,  PhD 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 


SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 

Ada,  Oklahoma 


MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 


FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 

Ponca  City,  Oklahoma 


PATHOLOGY  ASSOCIATES 
OF  LAWTON 

Lawton,  Oklahoma 


SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 

McAlester,  Oklahoma 


MIDWEST  CITY 
PATHOLOGY,  INC. 

Midwest  City,  Oklahoma 


PATHOLOGY,  INC 

Stillwater,  Oklahoma 


Medical  Arts  Laboratory 
Associated  Regional 
and 

University  Pathologists,  Inc. 

For  Information  Call 
(405)  239-7111  or 
1 (800)  REF-LAB  1 


OKLAHOMA  UROLOGY  CENTER 

CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 


TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


The  Bethany 
Q Pavilion 


ADULT,  ADOLESCENT 
AND  CHILD  PSYCHIATRY 


Thomas  W.  Lucas,  M.D. 
Pamela  G.  Hamilton,  M.D. 
Stephen  B.  Hopper,  M.D. 
Mike  Kampschaefer,  Psy.D. 

7330  N.W.  23rd 
Bethany.  OK  73008 
(405)787-2662 

James  M.  Gilbert,  M.D. 
William  H.  Scimeca,  M.D. 
Jose  Chioco,  M.D. 

Carmen  Warren,  M.D. 
Champa  Ranebenur,  Ph.D. 
7530  N.W.  23rd 
Bethany.  OK  73008 
(405)495-6340 


Nawal  Mishkhas,  M.D. 

1316  South  Cornwell 
Yukon.  OK  73099 
(405)354-8916 

Rebecca  Feliciano.  M.D. 

4614  N.  MacArthur,  #232 
Oklahoma  City.  OK  73122 
(405)787-6060 

Sally  Varghese,  M.D. 

4301  N.W.  63rd.  Suite  #110 
Oklahoma  City.  OK  73116 
(405)840-5270 


7600  N.W.  23rd 
Bethany,  OK  73008 
(405)495-2870 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N SARATOGA  PO  BOX  849  SHAWNEE.  OKLAHOMA  74801  / Phone  405-273-5801 


ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M.  Bell,  MD* 

Michael  W.  Butcher,  MD" 

T A.  Balan,  MD,  FAAOS" 

William  Phillips,  MD" 

Merle  L.  Davis.  MD 

R.  M.  Kamath,  MD,  MS"  (Ortho) 

Robert  G.  Wilson,  MD" 

GENERAL  SURGERY 

Frank  H.  Howard,  MD" 

Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson,  MD' 
D.  A.  Mace,  MD 

S.  M Wamgankar,  MD,  MS"  (Ortho) 

Cranfill  K.  Wisdom,  MD" 

Gary  D.  Myers,  MD" 

J.  B Jarrell,  MD" 

OTORHINOLARYNGOLOGY 

INFECTIOUS  DISEASE 

S.  P.  Shetty,  MD" 

S.  Rishi,  MD",  MS,  FACS 

William  A.  Chapman,  MD 

INDUSTRIAL  MEDICINE 

A.  M.  Bell,  MD 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

R K.  Mohan,  MD 

David  L.  McBride,  MD' 

W.  J.  Birney 

OBSTETRICS 

GYNECOLOGY 

Richard  E.  Jones,  MD* 
Stephen  E.  Trotter,  MD" 
Donald  E.  Loveless,  Jr.,  MD" 

PEDIATRICS 

A.  M Bell,  MD* 

R.  K.  Mohan,  MD' 

W.  A.  Chapman,  MD" 

"Board  Certified 

ORTHOPEDIC  ASSOCIATES,  IIMC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12 
(405)  947-091 1 


David.  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 
General  Orthopedic  Services 
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DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MR! 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 

DONALD  P.  MUELLER,  M.D. 

CAROL  K.  YATES,  M.D. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N W 56TH.  SUITE  C-10 
TELEPHONE  (405)  945-4750 


206  NORTHWEST  MEDICAL  CENTER  BLDG. 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  945-4739 


BAPTIST  HOSPITAL 
TELEPHONE  (405)  949-3202 


DEACONESS  HOSPITAL 
TELEPHONE  (405)  949-6107 


lllV'PI 

MEDICAL  PLAZA  IMAGING 

State  of  the  Art 

8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


CT  SCAN 

Head 
Spine 
Total  Body 


MRI 

(1.5  Tesla  GE  Magnet) 

Head 

Spine 

Total  Body 


OKLAHOMA  HAND «==— ^s|-. 
SURGERY  CENTER,  INCLl^gJ 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 


Kenneth  A.  Hieke,  MD 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton.  MD,  FACS  Paul  Silverstein,  MD,  FACS 

J.  Michael  Kelly,  MD.  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 


ALLERGY 


ADULT  & ADOLESCENT  ALLERGY 

V.O  LAING.  MD.  FACP  BOARD  CERTIFIED  ALLERGIST 

Children  & Adults  — Hay  Fever  — Asthma 
Blood  & Skin  Testing 

253  Utica  Square  Medical  Bldg  • 21st  and  Utica 
Tulsa,  OK  74114  • (918)  747-8775 


JAMES  A MURRAY.  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adulls  and  Children 

JAMES  A.  MURRAY,  MD 
Fellow  Amencan  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


OKLAHOMA  ALLERGY  CLINIC.  INC 
Specializing  in  the  Diagnosis  and  treatment  ot  Allergic  Disease 


Robert  S Ellis,  MDf 
Lyle  W Burroughs,  MDf 
Charles  D Haunschild,  MDf 
James  H Wells,  MDf 


John  R Bozalis,  MDf 
John  S Irons,  MDf 
Warren  V Filley,  MDf 
James  R Claflin,  MDf 


Senior  Consultants  George  S Bozalis.  MD.  George  L Winn.  MDf 


f Diplomate  American  Board  of  Allergy  and  Immunology 
‘ Diplomate  Amencan  Board  of  Internal  Medicine 
• Diplomate  American  Board  of  Pediatrics 


Central  Office  Baptist  Medical  Plaza  N 

750  NE  13th  St  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 
•J.J  Donnell.  MD  947-2556  'G  L.  Homck.  MD  943-8428 
•J  L Bressie.  MD  946-0568  A F Elliott,  MD  943-8421 
A S Dahr,  MD  947-2321  Gary  Worcester,  MD  943-4134 
•Jan  Voda.  MD  947-1297  Stanley  A Horst.  MD  946-0606 
"Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor.  3433  N W 56th  Oklahoma  City,  Oklahoma  73112 


Galen  P Robbins,  MD 
Williams  S Myers,  MD 
Lawrence  M Higgs,  MD 
Ronald  H.  White,  MD 


CARDIOVASCULAR  CLINIC 
William  J.  Fors,  MD 
• W.  H.  Oehlert,  MD 
Charles  F Bethea,  MD 


Fred  E Lybrand,  MD 
Mel  Clark,  MD 
Jerome  L.  Anderson,  MD 
Santosh  T Prabhu,  MD' 


Senior  Consultant:  Wm  Best  Thompson.  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 


BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400.  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W.  Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interst  in  Skin  Surgery 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC 


John  L.  Davis,  M.D 
3330  N.W.  56th 

Oklahoma  City.  Oklahoma  73112 
405  843-6619 


Suite  602 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


RONALD  W GILCHRIST.  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young.  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


OSMA  toll-free  number 
1-800-522-9452 
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ENDOCRINOLOGY 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


M.  GUDE,  MD,  MRCP  (UK).  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6.  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M.D  Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave.,  #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  Afler  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC. 

Baptist  Medical  Center  • South  Building 
3435  N.W  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  . MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memonal  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


E.  IDE  SMITH,  MD'  WM  P TUNELL,  MD"  DAVID  W.  TUGGLE,  MD" 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  Afler  hours:  405-523-6739  (then  enter  your  phone  no.) 
■American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  MD,  MAPA 
John  C.  Andrus.  MD,  MAPA 
Charles  E.  Smith,  MD.  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Shree  S.  Vinekar,  MD.  FAACP 
Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  in  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  MD 
Cheryl  L Feigal,  MD 
CONSULTANTS 
Robert  J.  Outlaw,  MD.  FAPA 
Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Povl  Toussieng,  MD,  FAPA 

Thurman  E.  Coburn,  PhD,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


RAYMOND  J DOUGHERTY,  MD 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


OSMA  News 

Another  OSMA  member  service 
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NORMAN  K.  IMES,  MD 
JOHN  E HUFF,  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56th  Street.  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S LITTLE.  MD 
DENNIS  M PARKER.  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street,  Suite  208  (405)  949-2215 

Oklahoma  City.  Oklahoma  73112 


RADIOLOGY 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S BAJAJ,  MD,  FACS 
FRCS  (England).  PROS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  235-6671 

Suite  304  Oklahoma  City,  Okla  73106 


WILLIAM  J FORREST.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


CHET  BYNUM.  MD  GLENNA  YOUNG,  MD 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

13301  N Meridian  Bldg  300 
Oklahoma  City,  Oklahoma  73120 
(405)  752-0186 


RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street,  Suite  125 
Oklahoma  City,  Oklahoma  73116 

Practice  Limited  To  CT  Scanning 

V C Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal,  MD 
Diplomates  American  Board  of  Radiology 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Lloyd  G McArthur.  PhD.  MD  Winfred  L.  Medcalf,  MD 

Robert  C.  Troop.  PhD,  MD 
207  C Street  NW  Ardmore.  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G.  M.  RAYAN.  MD,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 


HERBERT  M KRAVITZ.  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 


UROLOGY 


A de  QUEVEDO,  MD,  Inc 
Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 


BARNEY  J LIMES.  MD.  FACS 
1211  N Shartel,  Suite  208 
Oklahoma  City.  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr . Suite  300 
Midwest  City,  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 


JOSEPH  D PARKHURST,  MD.  FACS 
Diplomate  Amencan  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 


CHARLES  L.  REYNOLDS,  JR  . MD.  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  Of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY.  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 


1125  N Porter 
Norman,  Okla  73071 
(405)  364-1071 
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Elect;  Billy  D.  Dotter,  MD,  Vice-President;  James  D.  Funnell,  MD, 
Secretary-Treasurer;  Larry  L.  Long,  MD,  Speaker,  House  of  Delegates; 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  JOURNAL  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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Auxiliary 


State  Convention  1990 

Oklahoma  City  will  be  the  site  of  the  annual  meeting 
of  the  Oklahoma  State  Medical  Association  Au- 
xiliary, as  it  meets  concurrently  with  the  OSMA.  The 
meeting  will  be  held  May  3-5  at  the  Marriott  Hotel, 
3233  Northwest  Expressway. 

Following  the  pre-convention  board  meeting  on 
Thursday  will  be  a tour,  “Oklahoma  City  — Old  and 
New,”  open  to  all  auxilians  and  their  spouses.  Led 
by  Carol  Jordan  of  Territorial  Tours,  the  bus  will 
depart  from  the  hotel  at  1:30  pm  and  return  at  5:30. 
The  tour,  which  traces  the  story  of  our  great  city  from 
its  spirited  beginnings,  will  start  downtown,  where 
we  will  see  Battle  Row,  Church  Row,  Automobile 
Alley,  Bricktown,  and  the  Crystal  Bridge.  From  there 
we  will  travel  through  historic  Heritage  Hills  and 
enjoy  a guided  tour  of  the  Overholser  Mansion,  the 
first  grandiose  home  in  OKC.  We  will  drive  through 
the  Medical  Complex  to  see  how  much  it  has  changed 
from  the  last  time  we  were  there,  and  make  a quick 
stop  at  the  capitol  to  view  the  Charles  Banks  Wilson 
murals  in  the  rotunda.  We  will  get  more  than  a bird’s 
eye  view  of  Remington  Park,  our  new  $92  million 
thoroughbred  horseracing  track.  Our  last  stop  will 
be  at  the  National  Cowboy  Hall  of  Fame  and  Western 
Heritage  Center,  where  a docent  will  be  our  guide 
as  we  view  the  art  of  Frederic  Remington,  Charles 
Russell,  and  James  Earle  Fraser.  The  afternoon 
promises  to  be  both  educational  and  entertaining  to 
all,  even  the  most  knowledgeable  history  buff.  Thurs- 
day evening  the  University  of  Oklahoma  College  of 
Medicine  will  host  its  annual  alumni  banquet  at  the 
hotel. 

On  Friday  morning,  there  will  be  two  special 
breakfasts,  one  honoring  past  state  presidents  and 


one  honoring  county  presidents  and  presidents-elect, 
followed  by  a breakfast  buffet  for  the  general  mem- 
bership. Our  House  of  Delegates  will  convene  at 
9:30,  when  opening  speeches  will  be  given  by  visiting 
AMA  and  SMA  Auxiliary  officers.  Election  and 
installation  of  state  officers  will  be  held,  as  well  as 
the  appointment  of  the  new  nominating  committee. 
Other  business  will  include  the  budget  presentation, 
a vote  on  by-laws  changes,  and  annual  reports  from 
county  auxiliaries  and  regional  directors.  We  will 
remember  the  lives  of  our  deceased  auxilians  with  a 
memorial  service  before  the  meeting  is  adjourned. 

Spouses  are  invited  to  join  us  for  lunch  and  a 
style  show  following  the  business  meetings  of  Friday 
morning.  The  Webb  of  Nichols  Hills  Plaza  will  pro- 
vide the  fashions  for  this  luncheon,  which  will  benefit 
the  AMA-ERF.  The  Oklahoma  Beef  Commission  will 
underwrite  this  luncheon  so  that  even  more  profits 
may  be  given  to  this  most  worthwhile  foundation. 

Friday  afternoon  is  free  for  shopping,  sports,  or 
just  relaxing.  The  OSMA  President’s  Reception  and 
Banquet  will  be  held  Friday  evening.  It  will  honor 
Perry  A.  Lambird,  MD,  the  new  OSMA  president. 

Our  post-convention  board  meeting  will  be  held 
on  Saturday  morning.  The  alumni  department  of  the 
OU  College  of  Medicine  will  complete  the  week-end 
activities  with  a reception  and  barbeque  at  the 
OUHSC. 

Make  plans  now  to  participate  in  Convention  ’90, 
and  send  in  your  reservations  as  soon  as  possible.  It 
promises  to  be  a worthwhile  and  enjoyable  meeting. 

Looking  forward  to  hearing  from  you. 

— Susan  Wendelken 
OSMAA  Convention  Chair 
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The  Last  Word 


■ Malcolm  G.  Robinson,  MD,  Oklahoma  City, 

has  been  elected  a 1990  governor  for  the  American 
College  of  Gastroenterology.  A graduate  of  the  Uni- 
versity of  Oklahoma  College  of  Medicine,  Dr  Robin- 
son’s subspecialty  is  adolescent  medicine. 

■ A course  on  the  practical  management  of 
fluid  and  electrolyte  problems  will  be  presented 
Saturday,  May  5,  1990,  at  the  Waterford  Hotel  in 
Oklahoma  City.  Using  a case-centered  workshop 
approach,  the  program  from  the  Department  of 
Medicine,  University  of  Oklahoma  Health  Sciences 
Center,  will  focus  on  sodium  and  potassium; 
syndromes  will  be  included  with  low,  normal, 

and  high  volumes  of  water.  For  information,  call 
(405)  270-5149. 

■ The  Oklahoma  State  Department  of  Health 

(OSDH)  has  produced  two  new  posters  promoting  the 
prevention  of  AIDS  and  other  sexually  transmitted 
diseases.  The  first,  with  the  headline  “Date  But 
Wait”  and  a contemporary  spot-color  design,  encour- 
ages adolescents  to  postpone  sexual  relationships. 
The  second  poster,  headed  “Shhhh!,”  is  directed  to 
the  Native  American  community  and  warns  that 
silence  can  spread  AIDS  faster  than  sex,  IV  drugs, 
or  alcohol  abuse.  The  design  is  distinctly  Southwest- 
ern. Both  posters  display  the  Oklahoma  AIDS  Infor- 
mation phone  number.  They  are  available  through 
the  OSDH  Office  of  Films  and  Publications,  (405) 
271-5188. 

■ The  Department  of  Continuing  Medical 

Education,  University  of  Oklahoma  College  of 
Medicine,  has  scheduled  two  courses  in  the  next 
eight  weeks.  The  Annual  Ob/Gyn  Spring  Symposium 
will  be  held  Wednesday  through  Friday,  May  16-18, 
at  the  Marriott  Hotel  in  Oklahoma  City.  The  course 
is  designed  to  accommodate  the  continuing  educa- 
tion needs  of  the  practicing  obstetrician,  gyne- 
cologist, family  practitioner,  endocrinologist,  and 
resident  in  training.  It  will  provide  management 
plans  for  assessing  a wide  variety  of  clinical  ob/gyn 
problems. 

Saturday,  June  2,  is  the  date  of  the  Fourteenth 
Annual  Alumni  and  Residents  Meeting  (Ophthal- 
mology). The  program  will  update  practicing  clini- 
cians on  new  developments  in  the  field  and  provide 
an  overview  of  current  clinical  ophthalmic  research. 
The  meeting  will  be  held  at  the  Waterford  Hotel  in 
Oklahoma  City. 


■ An  article  in  the  February  issue  of  “Epidemi- 
ology Bulletin,”  a publication  of  the  Oklahoma  State 
Department  of  Health,  discusses  infections  in  the 
elderly.  The  author,  Clifford  G.  Wlodaver,  MD,  an 
infectious  disease  specialist  in  Oklahoma  City,  says 
the  elderly  are  predisposed  to  more  infections  and 
poorer  prognoses  than  younger  individuals.  Multiple 
conditions  and  treatments  complicate  the  problem. 
Presentation  in  the  elderly  patient  may  be  atypical, 
Dr  Wlodaver  notes.  Febrile  response  to  infection 
might  be  blunted,  for  example.  Physicians  also 
should  watch  for  decreased  renal  clearance,  which 
may  increase  the  toxicity  of  some  antibiotics,  the 
potential  drug  interactions  in  patients  on  multiple 
medications,  and  the  potential  for  resistant  or- 
ganisms. 

■ Tulsa  and  Oklahoma  City  account  for  only 

18%  of  the  hospital  beds  in  the  state  but  provide  over 
60%  of  the  hospital  care  services,  according  to  a 
recent  health  policy  brief  from  the  Center  for  Health 
Policy  Research,  Oklahoma  Medical  Research  Foun- 
dation. The  brief,  second  in  a series  entitled  “1988 
Fiscal  Health  of  Oklahoma  Hospitals,”  summarizes 
statistics  from  the  nation’s  100  largest  cities.  “Both 
communities  offer  relatively  efficient  use  of  resources 
by  having  higher  occupancy  rates  and  lower  rates  of 
personnel  staffing  at  lower-than-median  hospital 
admission  costs,”  says  the  report.  However,  “care 
should  be  taken  in  placing  an  over-emphasis  upon 
gross  cost  differentials  between  regions.”  For  exam- 
ple, the  report  says,  “New  England  has  high  unad- 
justed costs  but  was  the  most  ‘affordable’  when 
expressed  as  a percent  of  per  capita  income;  and  also 
has  lower  percentage  of  citizens  without  insurance.” 

■ The  Hospital  Medical  Staff  Section  of  the 

American  Medical  Association  will  hold  its  Fifteenth 
Assembly  Meeting  June  21-25, 1990.  Medical  Staffs 
from  across  the  country  are  encouraged  to  elect  a 
medical  staff  representative  to  participate  in  the 
AMA-HMSS  meeting  at  the  Chicago  Marriott  Hotel 
in  Chicago.  The  HMSS  Assembly  provides  medical 
staffs  with  a unique  opportunity  to  discuss  and 
participate  in  the  policymaking  process  of  the  AMA. 
In  addition  to  the  Assembly  Meeting,  Stephen 
Shortell,  PhD,  of  Northwestern  University  will 
present  an  informative  program  entitled  “Building 
Effective  Hospital  Physician  Relationships:  Ten 
Success  Stories.”  For  further  information  about  the 
AMA-HMSS,  please  call  (312)  645-4754  or  645-4761. 
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VASOTEC 


ENALAPR1L  MALEATE I MSD 

VASOTEC  is  available  in  2.5-mg,  5-mg.  10-mg,  and  20-mg  tablet  strengths 


white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 


was  a cause  ol  discontinuation  ot  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  lailure.  hyper 
' a ot  patients  but  was  not  a cause  tor  discontinuation 


Surgery! Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension 
enalapril  may  block  angiotensin  II  tormation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 


Angioedema  Angioedema  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swatlowmg  or  breathing)  and  to  take  no  more  drug  until  they 


have  consulted  with  the  prescribing  physician 


Agents  Increasing^  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 

otas 


with  heart  failure  receiving  Vi 


lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium,  including  ACE  inhibitors  A lew  cases  of  lithium  toxicity  have  been  repot'  ' 


, , ... ,i  toxicity  have  been  reported  in  patients  receiving 

concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  ot  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  it  enalapril  is  administered  concomitantly  with  lithium 


been  clearly  delmed.  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
efit justifies  the  potential  risk  to  the  letus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  ol  pregnancy  nas  not  been  reported  to  atfecl  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  tetal  and  neonatal  mor- 
bidity and  mortality 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 


When  ACE  inhibitors  are  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  pertusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  letus  Infants  exposed  in  uleio  to  ACE  inhibitors  should  be  closely  observed 


Warnings:  Angioedema  Angioedema  ol  the  tace,  extremities,  lips,  tongue  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 


for  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 

n(hthf-J-'-: — J 


and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlmed  to  the 


te  patient  carefully  i ...  ,..jpw  

lace  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 


relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  tatai  Where  there  is  Involvement  ol 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction  appropriate  therapy,  eg  subcutaneous 
epinephrine  solution  1:1000  (0.3  mL  to  0 5 mL).  should  be  promptly  administered  (See  ADVERSE 

REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 


piessure  and  renal  pertusion  with  the  administration  ot  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitor  " ' ' 
is  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ol  UC  enalapril  maleate  It  is  npt 


known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 


dose,  but  discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
utmr"  m ^ litialin 


instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 


TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
■ d/or  t ‘ IkH  - - - - 


and  rarely  with  acute  renal  lailure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure  hyponatremia  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose  renal  dialysis. 


Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  salety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  lound  to  be  generally  well  tolerated  in  controlled  clinical 
Trials  involving  2987  patients 

HYPERTENSION  The  most  trequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 


or  severe  volume  and/or  salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (excep[inghents 

ive  hype  - -- 

Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  lor  excessive  hypotension  therapy  should  be  started  unde! 


Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1 4%).  rash  (1 4%),  cough  (1 3%).  orthostatic  effects  (1 2%)  and  asthenia  (1 1%) 


with  heart  lailure).  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VA 
in  patients  at  ns*  tor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug 


HEART  FAILURE  The  most  trequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%),  hypotension  (6  7%),  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  pain  (21%),  and 


very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  Inst  two  weeks  ol  treatment  and 
whenever  the  dose  ol  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  it  necessary,  receive  an  intravenous  mlusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 


diarrhea  (2.1% 

Other  adverse  experiences  occurring  in  greater  than  1%  ot 
uncontrolled  clinical  trials  were  fatigue  (18%)  headache  (1 
tic  hypotension  (1 6%),  vertigo  jl  6%).  an^ma  pectoris 


contraindication  to  further  doses  ot  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 


diuretic  may  be  necessary 

Neulropemal Agianulocytosis  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 

^■■■■■ftaMHll^urmoie  I ■aMiMt  -::r‘ 


marrow  depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  impairment  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  ol  enalapril  ate  insufficient  to  show  that 


enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 


Precautions:  General  impaired  Renal  Function  As  a consequence  ol  inhibiting  the  remn-angiolensin-aidosierone 
system  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renm-angiotensin-aldoslerone  system  treatment  with  ACE 


inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  lailure  and/or  death 


itients  treated  with  VASOTEC  in  both  controlled  and 
le  (1  8%).  abdominal  pain  (1 6%),  asthenia  (1 6%).  orthosta- 
(1 5%).  nausea  (1 3%)  vomiting  (1 3%).  bronchitis  (1 3%), 
dyspnea  (13%),  urinary  tract  infection  (1  3%).  rash  (1  3%).  and  myocardial  infarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
m 0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension ) pulmonary  embolism  and  inlarction,  pulmonary 
edema  rhythm  disturbances  atrial  fibrillation  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena.  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous! Psychiatric  Depression  confusion,  ataxia,  somnolence  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure.  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhmorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
lirst  tew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 


Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme.  urticaria,  pruritus,  alopecia.  Hushing,  hypernidrosis 


\ symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rale, 
irthralgias/arthntis  myalgias,  lever  serositis,  vasculitis,  leukocytosis,  eosinophilia.  photosensitivity,  rash,  and  other 


concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 


Evaluation  of 

function.  (See  DOSAGE  AND  ADMINISTRATION 
Hyperkalemia  Elevated  serum  potassium  (>57  mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients 

tnlir  -----  r 


ients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 

kuMt“'~”'*"~“  ‘ 
class 

in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
- ' itiH  ' " il.'e 


Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
As 

arthrafg 

dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  tatai  It  angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  09%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  Therapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  ther- 
apy in  01%  ot  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 


kalemia  was  observed  in  3 8%  ol  patient: 

Risk  (actors  lot  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant 


py  in  or 

2 2%  ot  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  therapy  in  1 9%  of  patients  with  heart 
lailure  (See  WARNINGS ) 


use  ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes  which 
should  be  used  cautiously,  it  at  all.  with  VASOTEC  (See  Drug  Interactions ) 


Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ot  therapy  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 


sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  v 


i were  also  receiving 

diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ot  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients 
Increases  m blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  of  patients 


Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  lirst  tew  days  ot  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with 


Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1 0 vol  % respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  trials,  less  than 


dual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  infection  (e  g , sore  throat,  lever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  intormation 
is  intended  to  aid  in  the  sate  and  effective  use  of  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ot  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  ot  treatment  with  enalapril  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  q . diuretics) 


01%  ot  patients  discontinued  therapy  due  to  anemia 
Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia  and 
bone  marrow  depression  have  been  reported  A tew  cases  ot  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 


Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  dis- 


hypotension  occasionally  may  occur  fi 

continued  for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypotension  (See 
WARNINGS ) It  the  patient's  blood  pressure  is  not  controlled  w " 


) It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 


to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 

*»--  ‘ "—**  ‘ ““  ■ 3 —3  .L- 


divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  of  the 


dosing  interval  In  such  patients,  atnncrease  in  dosage  or  twice-daHy  administration  should  be  considered  It  blood 


pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  ad 


Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 

(sei 


elease  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  ol  clinically  significant 
adverse  interactions. 


sparing  diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mL/mm  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/mm  (serum  creatinine  a 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily.  After  the  initial  dose  of  V‘" 
supervision  fi 


Potassium-sparing  diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomi- 


dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
jpervision  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS.  Drug  Interactions ) It  possible,  the  dose  ot  the  diuretic  should  be  reduced,  which  may 


dimmish  the  likelihood  ot  hypotension  The  appearance  of  hi 


tant  use  ot  these  agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  ot  s|rurn  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 


.......  lypotension 

preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  ot  the  hypotension  The 


after  the  initial  dose  of  VASOTEC  does  not 


Pregnancy -Category  C There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  limes  the  maximum  human  dose)  Fetotoxicity.  expressed  as  a decrease  in  average  tetal  weight,  occurred 
Ln  f?ls  given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 


ug.  t 

usual  therapeutic  dosing  range  lor  the  treatment  ot  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  (he  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  Ivy  patients  were  treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Effects.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 


Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
io  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 .6  me 
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tnaiaprii  was  not  teratogenic  in  rabbits  However,  maternal  and  tetal  toxicity  occurred  in  some  rabbits  at  doses  of 
j mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  tetal  toxicity  seen  at  doses  ol  3 and  10  mg/ 


kg/day.  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
Thereare  no  adequate  and  well-controlled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  that 


who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL.  therapy  should  be  initi 
ated  at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS.  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid.  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  tour  days  or  more,  it  at  the  time 
ol  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deterioration  ol  renal  func- 
tion The  maximum  daily  dose  is  40  mg 
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For  more  detailed  information,  consult  your  MSD  Representative  or  see  Prescribing  Information,  Merck 


VASOTEC 


ENALAPRIL  MALEATE I MSD 


FOR  MANY 

HYPERTENSIVE  PATIENTS 

ONCE-A-DAY 


THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
ttihypertensive  classes. 


VASOTEC  is  contraindicated  in  patients  who 
am  Hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  orevious  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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Family  therapy 
for  colic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That's  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.' 


Frequency  of  crying  attacks  Amplitude  ot  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  — — Active  therapy 
p values  (active  vs  placebo)  NS  - Not  significant  *p<  005  t p < 0 02  t p < 0 01 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they'll  appreciate. 


NEW 


Phazyme 
Drops  sr 

Helps  you  through 
the  colic  phase. 


1 Kanwaljit  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic 
Practitioner  1988.232  508 
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practicing  medicine  should  never  be  dis- 
appointing, but  it  can  be  - to  you,  your 
family  and  even  your  patients  - when  you 
need  more  than  24  hours  a day  to  get 
everything  done.  Keeping  up  with  medical 
advancements  and  professional  reading 
already  takes  most  of  your  free  time.  Don’t 
let  paperwork  and  personnel  emergencies 
consume  the  rest. 
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tion to  restore  your  free  time  and  provide 
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Good  Cents  Doesn't  Cost,  It  Pays! 


“With  over  20,000  square  feet  and  a heated  pool,  we  have  unusual  energy 
needs.  But,  with  Good  Cents  and  our  heat  pumps,  the 
savings  and  ease  of  maintenance  have  been  fantastic.” 
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“I  think  I need  lessons  in  eating.” 


Putting  good  dietary  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community,  the 
beef  industry  faced  the  challenge  of 
change  several  years  ago.  We  reaffirmed 
Diet-Health  Principles  that: 

□ Support  a moderate  and 
balanced  consumption  of 
all  foods. 

□ Foster  new  breeding 
and  feeding  techniques 
to  produce  leaner 
animals. 

□ Encourage  retailers  to 
promote  lean  cuts  of  closely 
trimmed  beef. 

This  continuing  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

A lean,  trimmed,  cooked  3-ounce 


serving  of  beef  can  be  included  in  meal 
plans  that  meet  the  dietary  advice  of 
most  leading  health  authorities. 

“Mealstyles”  is  a new  booklet  for 
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truly  enjoy,  in  ways  that  recognize  the 
needs  of  changing  lifestyles  to  control 
total  fat,  saturated  fatty  acids,  dietary 
cholesterol  and  sodium. 

A free  copy  of  “Mealstyles”  is  avail- 
able for  your  review  and  comments 
immediately.  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

When  your  patients  recognize  the 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles”  to  provide  specific 
how-to’s  to  guide  your  patients  in  mak- 
ing moderate,  balanced  food  selections  a 
part  of  their  everyday  eating  styles. 
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and  the  beef  industry ’s 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively4-5 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID" 

nizatidine  capsules 

Brief  Summary  Consult  the  package  literature  for  complete 
information 

Indications  and  Usage:  1 . Active  duodenal  ulcer -tor  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  four  weeks. 

2 Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H2-receptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  ol  gastric  malignancy. 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests  -False-positive  tests  for  urobilinogen  with  Multistix" 
may  occur  during  therapy. 

Drug  Interactions -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis.  Impairment  ol  fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  limes  tbe  recommended  daily  therapeutic  dose)  showed  no 
evidence  ol  a carcinogenic  ettecl  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa  In  a two-year  study  in  mice,  there  was  no  evidence  ol  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  ol  the 
liver  were  increased  in  the  high  dose  males  as  compared  with  placobo 
Female  mice  given  the  high  dose  ol  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  lor  the  strain  of  mice  used  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevations!  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  ol  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ol  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects- Pregnancy  Category  C — Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  ol  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement,  coarctation  ol  tbe  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  tbe  potential  benefit  justifies  tbe  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  ol  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  ol  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  ol  the  drug  to  the  mother 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  ol  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  ot  nizatidine.  Elderly  patients  may  have  reduced 
renal  (unction. 

Adverse  Reactions:  Clinical  trials  ol  varying  durations  included  almost 
5,000  pationts  Among  the  more  common  adverse  events  in  domestic 
placebo  controlled  trials  ol  over  1,900  nizatidine  patients  and  over  1,300 
on  placobo,  sweating  (1%  vs  0.2%).  urticaria  (0.5%  vs  <001%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine  It  was  not  possible  to  determine  whether  a variety  ol  loss 
common  events  was  due  to  the  drug 
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Hepatic-Hepatocellular  injury  (elevated  liver  enzyme  tests  ot  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500 ILI/L)  in  SG0T 
or  SGPT  and,  in  a single  instance.  SGFT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  ol  up  to  three  bmes 
the  upper  limit  ol  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients  Hepatitis  and  jaundice  have  been  reported  All 
abnormalities  were  reversible  after  discontinuation  ol  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects 
C/I/S -Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocrine- Clinical  pharmacology  studies  and  controlled  clinical  dials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H?- receptor  antagonist.  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported 
Integumental -Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported 
Hypersensitivity -Ns  with  other  H2-receptor  antagonists,  rare  cases  ot 
anaphylaxis  following  nizatidine  administration  have  been  reported 
Because  cross-sensitivity  among  this  class  has  been  observed,  H?- receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents  Rare  episodes  ol  hypersensitivity  reactions 
(eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  ot  nephrolithiasis  was 
reported  Eosinophilia.  fever,  and  nausea  related  to  nizatidine  have  been 
reported 

Overdosage:  Overdoses  ol  Axid  have  been  reported  rarely  II  overdosage 
occurs,  activated  charcoal,  emesis,  ot  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy  Renal  dialysis  tor  (our 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Editorial 


Quicksand  in  the  Garden 

Primitive  human  tribes,  with  an  instinct  as  unerring 
as  a home-bound  salmon,  have  always  discovered  any 
psychoactive  substance  present  in  regional  plants. 
The  Phoenicians  found  the  poppy,  the  Africans  found 
the  coffee  bean,  and  the  Asians  found  tea,  hemp,  and 
rauwolfia.  The  American  Indians  used  peyote,  to- 
bacco, and  the  coca  leaf.  Nearly  all  tribes  have 
always  known  that  fruit  sugar  or  grain  carbohydrate 
can  be  fermented  into  a drink  that  profoundly 
changes  brain  function. 

These  psychoactive  substances  have  been  a prob- 
lem to  human  societies  since  discovery,  and  primitive 
societies  invested  them  with  magic  and  ritual,  and 
tried  to  modulate  their  use  through  the  offices  of  the 
shaman  or  priest.  Throughout  the  evolution  of 
human  conventions,  social  control  has  been  attempt- 
ed, with  implicit  recognition  that  unbridled  use  of 
the  more  potent  materials  can  be  disastrous.  The 
effect  of  those  controls  has  been  highly  variable  by 
time  and  place,  and  today  recreational  drug  use  is 
said  to  be  the  United  States’  biggest  social  problem. 

A “Drug  War”  has  been  declared.  The  social  control 
of  drug  use  is  meager  and  erratic  in  the  United 
States  today. 

When  we  look  back  down  the  tunnel  of  human 
history,  we  realize  that  the  magnitude  of  society’s 
substance  abuse  problem  was  forever  changed  when 
the  chemists  distilled  ethanol  and  purified  opium 
and  cocaine.  Thenceforth,  total  human  disability 
became  readily  achievable  by  the  persistent  sub- 
stance abuser,  and  unchecked  drug  use  became 
capable  of  disabling  or  killing  large  cohorts  of  hu- 
mans. 

The  current  threat  of  a major  drug  disaster  in  our 
society  despite  the  “Drug  War”  has  brought  forth 
recommendations  that  all  drugs  be  “legalized”  and 
then  metered  out  to  the  addicted  in  order  to  break 
the  criminal  exploitation  of  drug  supplies.  The 
recent  failure  of  Volstead  Act  prohibition  to  com- 
pletely control  alcohol  consumption  in  the  United 
States  is  cited  as  a predictor  of  future  failure  of  any 
drug  war  aimed  at  cocaine,  heroin,  and  marijuana. 


This  reasoning  is  seriously  flawed.  The  Volstead 
Act  did,  in  historical  fact,  cut  US  alcohol  consump- 
tion and  alcoholism  significantly,  even  though  al- 
cohol use  was  not  totally  eliminated.  Further,  to 
liken  the  addictive  potential  of  alcohol  to  cocaine  or 
heroin  is  like  comparing  a pet  tabby  cat  to  a jungle 
tiger.  For  the  person  susceptible  to  alcoholism,  it 
takes  many  months  of  drinking  to  become  addicted 
— and  many  alcoholics  may  be  rehabilitated.  But  for 
the  person  potentially  addicted  to  cocaine  or  heroin, 
even  one,  two,  or  three  doses  may  sometimes  produce 
a recalcitrant  addiction  that  will  be  carried  a 
lifetime,  and  be  controlled  only  by  leading  a highly 
structured  life-style. 

The  susceptibility  to  serious  alcohol  addiction  is 
statistically  present  in  about  10%  of  the  population, 
while  the  hard-core  cocaine/heroin  addiction  suscep- 
tibility rate  is  unknown,  but  now  estimated  at 
90-95%.  Some  physicians  believe  that  essentially  all 
humans  are  subject  to  narcotic  addiction. 

The  significant  difference  in  the  effects  of  alcohol 
and  narcotics  on  the  central  nervous  system  means 
that  different  levels  of  control  will  be  needed  for 
alcohol  and  for  narcotic  drugs.  The  total  elimination 
of  either  alcohol  or  narcotics  is  an  unrealistic  goal, 
but  legalization  of  cocaine  and  heroin  will  surely 
lead  to  the  permanent  entrapment  of  a large  and 
burgeoning  number  of  disabled  and  dependent 
citizens.  The  quicksand  of  drug  dependency  is  tragi- 
cally frequent  in  the  culture  that  tolerates  daily  use 
of  narcotic  drugs. 

Now  we  must  remember  the  historical  fact  that 
narcotics  were  widely  sold  and  used  legally  in  the 
United  States  in  the  nineteenth  century.  The  result- 
ing epidemic  spread  of  narcotic  use  and  a deteriora- 
tion of  the  social  fabric  led  the  United  States  to  enact 
the  Harrison  Narcotic  Act  of  1914.  Despite  the  pres- 
ent availability  of  methadone  maintenance  pro- 
grams, illegal  drug  use  is  now  pervasive  and  is  an 
increasing  problem  for  society.  There  is  no  proposed 
or  imaginable  legal  rationing  program  that  will 
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contain  our  present  epidemic  if  cocaine  and  heroin 
are  to  be  legalized  and  dispensed  to  the  addicted. 

The  “Drug  War”  will  be  won  when  all  of  our 
children  have  been  raised  in  an  environment  where 
drug  use  is  deprecated  and  potent  psychoactive 
substances  are  unavailable  for  casual  or  recreational 
social  use.  When  the  misuse  of  alcohol  or  the  addic- 
tion to  drugs  is  universally  considered  to  be  a social 


and  personal  deficiency  and  failure,  then  the  termi- 
nal battle  of  the  “Drug  War”  will  have  been  engaged. 

Physicians  have  the  knowledge  to  hasten  the 
evolution  of  our  mores  toward  a drug-free  culture. 

X.«y  (C  )/(  A 
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On  Motherhouses  and  Families 

There  are  only  two  countries  in 
the  world  in  which  private 
practice  remains  the  predomi- 
nant form  of  medical  care  — 

South  Africa  and  the  United 
States.  We  maintain  the  free- 
dom to  practice  where  we  wish, 
treat  those  whom  we  choose  to 
serve,  set  our  hours,  employ  the 
technology  we  have  been 
granted,  organize  our  practices  as  we  desire,  freely 
set  our  fees  for  many  (if  not  most)  of  our  patients 
and,  with  only  the  broadest  of  restrictions,  use  our 
creative  abilities  to  the  maximum  in  service  to  those 
in  need.  We  are  as  free  as  any  profession  or  occupation 
in  America  — for  which  we  can  thank  one  organiza- 
tion, our  American  Medical  Association. 

One  of  my  predecessors,  Joe  Crosthwait,  has 
often  said,  “If  we  got  rid  of  the  AMA  today,  we  would 
have  to  invent  it  all  over  again  tomorrow.”  In  truth, 
it  is  indispensable. 

Our  AMA  is  a respected  voice  in  Washington,  . 
perfectly  capable  of  shaping  federal  policy,  if  not 
sufficiently  powerful  to  enact  a proposal  simply 
because  we  as  physicians  think  something  is  a good 
idea.  King  Kanute  could  not  restrain  the  tides  and 
was  foolish  because  he  thought  he  could.  The  AMA 
has  time  and  again  successfully  channeled  the  tides 
and  does  not  deserve  criticism  for  its  wisdom.  All 
Americans  have  been  stripped  of  much  of  their 
freedom  as  the  governmental  colossi  have  grown 
unchecked  for  60  years.  Thanks  to  our  AMA,  we 
remain  relatively  more  free  than  any  other  citizens. 

The  AMA  is  far  more  than  our  “voice”  in  Wash- 
ington, despite  the  vital  role  of  that  mission.  Of 
critical  but  often  unnoticed  importance  is  the  AMA’s 
role  in  setting  policy  for  medicine  as  a whole.  Seated 
in  its  House  of  Delegates  are  representatives  from 
states  large  and  small,  specialty  societies,  medical 
schools,  the  uniformed  services,  health  officers, 
representatives  of  organized  hospital  medioal  staffs, 
young  physicians,  residents,  and  medical  students. 
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In  this  house  of  great  diversity,  policy  is  hammered 
out  with  thoughtfulness,  forceful  debate,  and  mas- 
sive erudition.  Who  else  could  possibly  speak  with 
more  authority  for  medicine  than  this  premier 
deliberative  body? 

Undergraduate  and  graduate  medical  education, 
research,  AIDS,  adolescent  health,  federal  and  state 
legislation,  tort  reform,  new  technology,  medical 
quality,  scientific  communication,  residency  certifi- 
cation, licensure,  and  a thousand  other  areas  of 
critical  importance  to  each  of  us  demand  sound 
policy.  This  our  AMA  provides. 

Communication  of  accurate  medical  information, 
both  social  and  scientific,  is  basic  to  medical  practice 
in  a modem  age.  American  Medical  News  is  the 
premier  vehicle  for  learning  of  events  vital  to  our 
practices.  This  superb  weekly  arrives  with  timely 
news,  accurate  and  authoritative  data,  and  substan- 
tial practice  information  because  our  AMA  is  there. 
We  tend  to  forget  that  our  AMA  is  a major  voice  in 
scientific  communication,  publishing  over 
35,000,000  journal  issues  a year.  With  JAMA  and 
one  specialty  journal  alone  (membership  benefits), 
one  could  be  assured  of  not  missing  any  major  discov- 
ery in  medicine. 

If  we  wish  to  add  a partner,  we  expect  to  find  a 
competent  and  well-trained  individual  leaving  a 
residency  program  or  fellowship.  Thanks  to  AMA’s 
Council  on  Medical  Education,  we  can  find  just  such 
individuals.  New  hires  in  law  and  the  other  profes- 
sions are  trainees,  substantially  unfit  for  indepen- 
dent practice.  Our  AMA-accredited  residencies 
produce  finished  products. 

Truly,  our  AMA  is  a huge  and  vital  organization. 

It  provides  copious  information  on  possible  practice 
sites,  operates  a placement  service,  through  AMA 
Net  links  the  computer  literate  with  medical  data 
bases,  provides  continuing  medical  education 
through  modem,  video  cable,  and  conferences,  trains 
medical  leaders,  provides  a vehicle  for  the  low  cost 
acquisition  of  insurance  and  retirement  income, 
defends, us  in  the  courts,  and  oversees  every  aspect 
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of  our  practices  no  matter  how  remote  the  setting. 

In  1972  the  AMA  was  a nearly  bankrupt  organi- 
zation unable  to  pay  its  bills.  Today,  it  is  financially 
sound  and  returns  two  dollars  in  direct  member 
benefits  for  each  dollar  of  dues  income.  Representa- 
tion in  Washington  and  elsewhere  is  essentially  a 
free  service.  Our  AMA  may  be  America’s  greatest 
bargain. 

Prom  time  to  time  one  hears  from  a colleague, 
“The  AMA  doesn’t  represent  me.”  In  truth,  our  AMA 
represents  each  of  us.  If  we  can  settle  the  differences 


among  ourselves  in  the  motherhouse  of  the  AMA, 
and  if  we  have  the  maturity  and  wisdom  to  recognize 
that  a family  united  is  the  best  hope  for  dealing  with 
adversity,  then  we  and  our  profession  are  assured  of 
a dynamic  and  satisfying  future.  Let  us  never  forget, 
we,  each  of  us,  are  the  AMA. 


heieW 
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The 


Sign  of  Life 


The  Oklahoma 
Organ  Sharing  Network 


For  a free  brochure,  donor  card  or  more  information,  please  call  or  write  today. 
5801  N.  Broadway,  Suite  301,  Oklahoma  City,  Oklahoma  731 18,  (405)  840-5551 
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Spontaneous  Splenic  Rupture  Secondary  to 
Angiosarcoma 


John  W.  Buckner  III,  MD;  Garland  Porterfield,  MD;  G.  Rainey  Williams,  MD 


Angiosarcoma  of  the  spleen  is  a rare  tumor  with  a very 
poor  prognosis.  Review  of  the  world  literature  reveals 
only  57  reported  cases  of  this  neoplasm.  Sixteen  of 
these  presented  with  an  acute  abdomen  secondary  to 
spenic  rupture.  Patients  with  this  tumor  have  a mean 
survival  time  of  14.4  months  after  detection,  and  this 
decreases  to  4.4  months  after  splenic  rupture.  The  only 
rational  treatment  is  splenectomy  prior  to  splenic 
rupture.  This  paper  describes  another  case  presenting 
as  spontaneous  splenic  rupture. 

Angiosarcoma  is  a rare,  soft  tissue  neoplasm. 

It  probably  accounts  for  less  than  1%  of  all 
sarcomas.* 1  Angiosarcomas  of  deep  soft  tissues  are 
rare,  constituting  only  25 % of  all  angiosarcomas. 
Deep  tissues  most  often  involved  are  breast,  liver, 
and  bone,  with  spleen  being  primarily  involved  less 
frequently.2  Until  1985,  only  57  cases  of  primary 
angiosarcoma  of  the  spleen  had  been  reported.3  Of 
these,  16  presented  as  an  acute  abdomen  secondary 
to  spontaneous  splenic  rupture.  This  report  describes 
an  additional  case  and  reviews  the  literature. 

Case  Report 

A 27-year-old  man  presented  to  the  emergency  room 
complaining  of  severe  abdominal  pain  of  2 hours 
duration.  The  patient  had  been  admitted  2 weeks 
earlier  with  severe  lower  thoracic  “back  pain.”  Evalu- 
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ation  with  thoracic  spine  x-rays,  CT  scan  of  thoracic 
spine,  and  blood  work  revealed  no  abnormalities, 
and  the  patient  was  discharged.  There  was  no  history 
of  recent  trauma. 

Past  medical  history  included  an  astrocytoma  of 
the  brain  2 years  prior  to  this  admission.  He  was 
treated  with  craniotomy  and  radiation  therapy  with 
no  known  recurrence. 

Physical  examination  revealed  a white  male  with 
pale,  clammy  skin,  hypotension,  and  tachycardia. 
The  abdomen  was  diffusely  tender,  especially  in  the 
upper  quadrants.  Peripheral  blood  showed  a normo- 
chromic anemia  (Hgb-10.4gm/ml),  leukocytosis 
(WBC-17, 000cm2),  and  thrombocytopenia  (Plt- 
116,000cm2).  CT  of  the  abdomen  revealed  a large 
amount  of  free  intraperitoneal  blood  and  a non- 
homogeneous  spleen  that  looked  suspicious  for 
anterior  rupture.  The  patient  was  resuscitated  with 
intravenous  fluids  and  blood,  with  rapid  stabilization 
of  vital  signs.  At  laparotomy  4 hours  after  admission, 
the  patient  was  found  to  have  approximately  6 units 
of  blood  in  the  peritoneal  cavity,  with  a rupture  of 
the  inferior  pole  of  the  spleen.  Splenectomy  was 
performed  and  the  abdomen  was  explored.  Multiple 
small  hemangiomas  on  the  anterior  surface  of  the 
liver  were  noted. 

Pathologic  examination  revealed  a 117  gm  spleen 
with  multiple  lacerations  over  the  anterior  surface 
and  several  hemorrhagic  parenchymal  cysts  (Fig  1). 
Microscopic  review  noted  multiple  tumors  containing 
cavernous  vascular  spaces  lined  by  atypical  cells 
with  hyperchromatic  nuclei.  This  pathologic  picture 
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Figure  1.  Spleen  with  rupture  over  anterior  surface. 


was  consistent  with  primary  hemangiosarcoma  of 
the  spleen  (Pig  2). 

The  early  postoperative  course  was  uneventful, 
and  the  patient  was  discharged  on  the  sixth  post- 
operative day.  Four  weeks  after  discharge  the  patient 
returned  complaining  of  increasing  abdominal  pain 
and  was  found  to  have  enlargement  of  his  liver. 
Despite  a course  of  radiation  therapy  and  aggressive 
chemotherapy,  the  patient  deteriorated  and  died  112 
days  after  diagnosis.  The  cause  of  death  was  thought 
to  be  exsanguinating  intra-abdominal  hemorrhage 
secondary  to  metastatic  disease.  Autopsy  was  not 
performed. 

Discussion 

Langhans  first  described  primary  angiosarcoma  of 
the  spleen  in  a 30-year-old  man  in  1894. 4 Since  then 
there  have  been  56  additional  cases,  making  the 
total  reported  cases  57. 3 The  disease  apparently 
affects  males  and  females  with  equal  frequency,  and 
the  average  age  of  those  affected  was  47  years.  Thirty 
patients  were  50  years  of  age  or  older,  and  only  4 
were  less  than  20  years  of  age. 

The  pathogenesis  of  this  tumor  is  unknown. 
Thorium  dioxide  (thorotrast)  has  been  implicated  as 
a sarcogenic  agent  closely  linked  to  osteogenic 
sarcoma  and  Kupffer  cell  sarcoma  of  the  liver.5  There 
has  been  no  significant  history  of  exposure  in  pa- 
tients developing  sarcomas  of  the  spleen.  Some  think 
that  angiosarcomas  represent  malignant  transforma- 
tion in  preexisting  hemangiomas  or  hamartomas.6 

The  most  common  presenting  complaint  is  ab- 
dominal pain,  frequently  localized  to  the  left  upper 
quadrant  and  probably  due  to  splenic  enlargement. 
Approximately  1 of  3 patients  present  dramatically 
with  splenic  rupture,  as  in  this  case.  Splenic  rupture 
is  an  extremely  bad  prognostic  event  as  the  mean 
survival  time  in  these  patients  is  4.4  months  com- 


pared to  14.4  months  in  patients  who  have  had 
splenectomy  prior  to  rupture.7  Our  patient  survived 
3.7  months  after  splenic  rupture. 

Hematologic  findings  in  patients  with  splenic 
angiosarcoma  frequently  include  anemia,  thrombo- 
cytopenia, and  leukopenia.  The  mechanism  produc- 
ing these  abnormalities  is  not  completely  under- 
stood. Platelets  may  be  consumed  in  the  stagnant 
vascular  spaces  within  the  tumor.8  Anemia,  found  in 
70%  of  patients,9  is  thought  to  be  due  to  a microan- 
giopathic process  resulting  in  red  cell  damage  and 
hemolysis. 

At  laparotomy,  both  splenic  and  hepatic  involve- 
ment are  usually  found.  De  Navasque  has  suggested 
that  the  organ  with  the  largest  gross  tumor  is  the 
primarily  involved  organ.  This  case,  with  smaller 
hepatic  lesions,  represents  dissemination  via  the 
splenic  vein.10 

According  to  Chen  and  associates,  metastases 
most  commonly  involved,  in  decreasing  frequency, 
are  liver,  lung,  bone,  and  lymph  nodes.11 

Currently  the  best  treatment  for  this  tumor  is 
early  splenectomy,  but  the  high  incidence  of  metas- 
tases present  when  tumor  is  detected  limits  surgical 
therapy  as  a curative  modality.  The  rarity  of  this 
tumor  has  made  it  difficult  to  assess  the  effect  of 
radiation  and  chemotherapeutic  agents  on  this 
neoplasm. 

Conclusion 

Splenic  angiosarcoma  is  a very  rare  tumor  with  an 
extremely  poor  prognosis.  The  tumor  is  usually 
diagnosed  very  late,  and  the  current  modes  of  treat- 


Figure  2.  Microscopic  view  of  spleen  illustrating  cavernous  vascular 
spaces  lined  by  atypical  cells  and  hyperchromatic  nuclei  typical  of 
hemangiosarcoma. 
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ment  have  been  ineffective  in  dealing  with  this 
neoplasm.  Approximately  one-third  of  the  tumors 
present  with  spontaneous  splenic  rupture.  Splenic 
rupture  is  an  extremely  bad  prognostic  sign,  and  the 
only  rational  treatment  is  early  diagnosis  and 
splenectomy  prior  to  splenic  rupture.  (J) 
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Coming  next  month 

Articles  in  production  for  the  June  issue  of  the  Journal  include 
a report  on  thrombosis  in  human  pancreatic  transplantation  and 
the  next  biography  in  the  Leaders  in  Medicine  series. 
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Commentary 


Malignant  Melanoma  — A New  Epidemic 


Harris  D.  Riley,  Jr.,  MD 


The  incidence  of  cutaneous  malignant  melanoma  is 
rising  steadily.  Guidelines  for  early  recognition  and 
treatment  as  well  as  prevention  of  this  potentially  fatal 
disorder  are  outlined. 

The  incidence  of  cutaneous  malignant  melanoma 
is  rising  steadily  throughout  the  world  and  is 
increasing  more  rapidly  than  that  of  any  other 
cancer.12  Recent  data  from  the  National  Cancer 
Institute’s  Surveillance  Epidemiology  and  End 
Results  (SEER)  system  reveals  an  80%  increase  in 
the  incidence  of  melanoma  in  the  United  States 
between  1973  and  1980  — a rate  of  increase  second 
only  to  that  of  lung  cancer  in  women.3  In  fact,  over 
the  past  50  years  there  has  been  a 600%  increase  in 
the  incidence  of  this  disease  in  the  United  States.4 
It  is  responsible  for  almost  6,000  deaths  per  year.5 
Yet,  it  can  be  cured  by  early  recognition  and  prompt 
treatment. 

The  prognosis  of  melanoma  is  negatively  corre- 
lated with  tumor  thickness:  patients  with  early 
“thin”  primary  melanoma  have  a 95%  to  100% 
survival  rate,  whereas  those  with  thick  lesions  have 
a poor  prognosis.6  Diagnosis  and  excision  of  strictly 
defined  early  melanoma  (less  than  0.76  mm  in 
thickness)  almost  always  results  in  cure  of  the 
lesion.3 

The  treatment  for  metastatic  disease  is  discourag- 
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ing  at  present.  Primary  cutaneous  melanoma  is 
potentially  fatal,  but  can  be  cured  by  recognition  and 
removal  in  an  early  phase  of  development.7  While 
most  dermatologists  are  aware  of  this,  many  primary 
care  physicians  are  not,  but  should  be  because  in 
most  instances  they  are  the  first  physician  consulted 
by  the  patient.  Primary  care  physicians  also  have  an 
important  responsibility  for  the  prevention  of 
melanoma,  as  will  be  discussed  later.  Thus,  the  need 
for  wide  distribution  of  clinical  criteria  allowing  an 
early  diagnosis  is  apparent. 

The  possibility  of  cure  by  early  recognition  and 
excision  is  especially  important  in  view  of  the  current 
alarming  increase  in  the  incidence  of  primary 
cutaneous  melanoma.  In  1984,  approximately  18,000 
cases  of  cutaneous  melanoma  were  diagnosed  in  the 
United  States,  and  an  estimated  5,500  patients  died 
from  metastatic  melanoma.7  Since  that  time,  the 
estimated  incidence  has  risen  to  more  than  27,000 
cases  annually.8  There  is  considerable  circumstantial 
evidence  that  a significant  influence  contributing  to 
the  dramatic  rise  in  the  incidence  of  malignant 
melanoma  is  prolonged  exposure  to  high-intensity 
ultraviolet  radiation  (UVR)  as  sunlight.4-9  Studies  in 
Australia,  California,  and  Israel  have  shown  that  the 
incidence  of  skin  cancer,  including  melanoma,  is 
lower  in  those  who  immigrate  to  those  sunny  areas 
after  the  age  of  10  years  than  in  the  native-born.8  In 
the  United  States  the  increase  in  incidence  has  been 
particularly  notable  in  the  western  states.  It  has 
been  speculated  that  the  high  incidence  in  this 
region  is  probably  the  result  of  increased  levels  of 
UVR  from  abundant  sunshine  coupled  with  changes 


214 


I Okla  Stale  Med  Ass oc,  Vol  83,  May  1990 


in  clothing  habits  and  alterations  in  life-styles  that 
have  led  to  considerable  increases  in  time  spent 
out-of-doors.'  Artificial  tanning  devices  may  have 
the  same  effect. 

With  the  current  epidemic,  patients  with  malig- 
nant melanoma  are  likely  to  be  seen  by  physicians 
of  many  different  specialties.  All  need  to  be  familiar 
with  the  clinical  features  of  the  disease,  recognizing 
the  patients  at  high  risk,  and  the  best  means  of 
treatment.  Unlike  other  cancers,  which  are  often 
hidden  from  detection  for  long  periods  of  time, 
cutaneous  melanoma  can  be  detected  by  careful 
examination  of  the  skin.  Again,  early  diagnosis  and 
excision  are  the  most  important  factors  in  effecting 
a cure.4 

Although  the  problem  has  often  been  regarded 
as  one  of  adults  only,  it  should  be  of  serious  concern 
to  the  pediatrician  and  other  physicians  who  see 
children.  There  are  two  basic  reasons.  First,  ul- 
traviolet light  damage  is  quantitative.  The  younger 
the  person  when  exposed  to  ultraviolet  light,  the 
greater  the  accumulation  of  exposure  during  the 
person’s  lifetime.  Second,  damage  from  sunlight  is 
qualitative.  Sunburn  in  childhood,  particularly  if 
severe,  confers  much  greater  risk  than  daily  but 
lesser  exposure  in  adults.  One  blistering  sunburn  in 
a child  or  teenager  doubles  the  risk  of  melanoma. 
Thus,  the  seeds  of  skin  cancer  in  adults  are  often 
sown  in  childhood.  The  risk  of  a newborn  developing 
melanoma  during  his  or  her  lifetime  has  increased 
from  1 in  1,500  some  thirty  years  ago  to  1 in  123  at 
present.8 

It  is  vitally  important  for  the  physician  to  be 
aware  of  the  characteristics  of  primary  cutaneous 
melanoma  in  order  to  recognize  it  in  an  early  phase 
of  development.  The  American  Academy  of  Dermatol- 
ogy has  promulgated  “Remembering  Your  ABCD” 
as  a convenient  method  of  recognizing  the  key  clini- 
cal features  of  the  malignant  lesion5: 

• Asymmetry  of  the  lesion. 

• Border  irregularity  in  the  lesion  — scal- 
loped or  poorly  circumscribed  border.  Both 
asymmetry  and  border  irregularity  result 
from  disorderly,  unrestrained  growth  of 
malignant  melanocytes. 

• Color  variegation.  While  melanoma  often 
displays  an  ominous  black  pigmentation, 
it  also  can  manifest  a disorderly, 
haphazard  pattern  of  blue  (because  of 
melanin  in  the  deep  dermis),  red  (caused 
by  vascular  dilation),  and  white  (regres- 
sion). 


• Diameter  greater  than  0.6  centimeters  as 
a rule  (diameter  of  pencil  eraser). 

In  addition  to  these  features,  the  surface  of  a 
melanoma  may  be  elevated  and  irregular,  a feature 
accentuated  by  illumination  from  the  side.  A recent 
increase  in  size  or  a change  in  color  of  a pigmented 
lesion  is  reported  by  at  least  70%  of  patients  with 
early  malignant  melanoma.  Signs  and  symptoms  of 
bleeding  and  ulceration  usually  signify  more  ad- 
vanced disease.5 

A color  atlas  published  in  a widely  read  medical 
journal  has  been  helpful  in  improving  the  early 
diagnosis  of  melanoma.10  Uniform  tan  or  brown 
lesions  with  smooth  or  regular  borders  and  a stable 
growth  history  indicate  a benign  condition,  and 
variegated  dark  brown  or,  especially,  black,  gray,  or 
blue  lesions  with  irregular  borders  suggest 
melanoma.7 

Although  early  diagnosis  of  melanoma  is  the  key 
to  prevention  of  metastatic  disease,  the  recognition 
of  persons  with  an  increased  risk  of  melanoma  by 
virtue  of  their  skin  type,  multiple  nevi,  or  family 
history,  or  the  presence  of  one  or  more  precursor 
lesions  also  must  be  emphasized.  The  known  precur- 
sors or  associated  lesions  of  cutaneous  melanoma 
include  lentigo  maligna,  large  congenital  melanocy- 
tic  nevi,  certain  types  of  acral  and  mucosal  pig- 
mented lesions,  and  dysplastic  melanocytic  nevi.7 

Extensive  evaluation  of  families  genetically 
predisposed  to  melanoma  has  resulted  in  the  identifi- 
cation and  characterization  of  a clinically  and 
pathologically  distinct  nevus  (the  dysplastic  nevus) 
in  patients  with  hereditary  melanoma  and  in  many 
of  their  relatives.  Dysplastic  nevi,  inherited  in  an 
autosomal  dominant  fashion,  are  the  histogenetic 
precursors  of  melanoma  in  members  of  many 
melanoma-prone  families.  They  are  cutaneous  flags 
that  identify  specific  family  members  who  are  at 
greatly  increased  risk  of  melanoma.  Members  of 
melanoma-prone  kindreds  with  acquired  melano- 
cytic precursors  are  several  hundred  times  more 
likely  to  have  melanoma  than  are  comparable  per- 
sons from  the  general  population.  The  cumulative 
lifetime  incidence  of  melanoma  in  such  a family 
member  approaches  100%.  It  is  estimated  that  5%  to 
10%  of  all  melanomas  occur  in  patients  with  a family 
history  of  the  disease.3  The  recent  isolation  and 
characterization  of  the  cutaneous  malignant 
melanoma-dysplastic  nevus  gene  should  help  eluci- 
date the  causes  of  familial  melanoma.11 

Dysplastic  nevi  occur  in  the  usual  site  distribu- 
tion of  ordinary  moles  but,  in  addition,  are  often 
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found  on  the  scalp,  buttocks,  and  female  breasts. 
Scalp  lesions  may  be  the  earliest  manifestation  of 
the  dysplastic  nevus  syndrome  in  some  patients.3 
Unlike  common  acquired  nevi,  dysplastic  nevi  often 
are  large  and  have  irregular  borders,  a haphazard 
mixture  of  tan,  brown,  dark  brown,  and  pink  colors, 
and  a margin  that  tends  to  be  indistinct,  fading  into 
the  adjacent  normal  skin.  The  patient  with  familial 
dysplastic  nevi  typically  has  an  increased  number  of 
larger-than-normal,  irregularly  shaped,  indistinctly 
bordered,  variably  pigmented  nevi  that  retain  a 
macular  or  pebbly  plaque  component.  Although  they 
are  most  common  on  the  trunk,  they  also  occur  in 
locations  on  the  skin  that  are  unusual  for  common 
acquired  nevi  (ie,  the  scalp,  buttocks,  and  female 
breasts).3 

Pediatricians  and  other  physicians  who  see 
children  are  in  key  positions  to  reduce  the  toll  from 
melanoma.  Pediatric  intervention  involves  two  basic 
approaches.  First,  as  previously  mentioned,  impor- 
tant melanoma  precursors  may  become  apparent 
during  infancy,  childhood,  or  adolescence,  and  de- 
serve early  recognition  and  consideration  for 
prophylactic  removal.  Two  such  potential  precursors 
usually  characterized  by  the  presence  of  nevus  cells 
are  large  congenital  nevocellular  nevi  (recognizable 
at  birth)  and  dysplastic  melanocytic  nevi.12  Second, 
education  of  children,  parents,  athletic  directors,  and 
the  community  on  the  dangers  of  overexposure  to  the 
sun  and  tanning  devices  and  on  the  nature  of  effec- 
tive precautions  is  encouraged.8  It  is  said  that  more 
than  one-half  of  the  average  person’s  sun  exposure 
takes  place  in  childhood.  Preventive  measures  should 
begin  in  infancy.  Protection  against  UVR  should  be 
individualized  and  governed  by  the  person’s  pigmen- 
tary constitution  and  of  course  by  the  type  and 
amount  of  exposure.  Preventive  measures  range 
from  avoidance  of  sun  exposure  at  times  of  peak 
intensity  to  protective  clothing  to  topical  application 


of  proper  types  of  sunscreens.  The  use  of  sunscreens 
deserves  particular  attention.  Studies  have  shown 
that  routine  use  of  sunscreens  during  the  first  18 
years  of  life  can  reduce  skin  cancer  by  78%. 8 

Pediatricians  practice  effective  prevention 
against  infectious  diseases,  accidents,  and  other 
disorders.  This  preventive  approach  should  be 
extended  to  protection  against  damage  from  sun 
exposure.  All  physicians  should  be  sensitive  to  the 
occurrence  of  skin  lesions  that  are  precursors  of  or 
early  changes  in  the  development  of  malignant 
melanoma. 
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News 


May  4th  inauguration 

Perry  Lambird  assumes  presidency  during  Oklahoma  City  meeting 


Perry  A.  Lambird,  MD,  an 
Oklahoma  City  pathologist, 
became  the  85th  president  of 
the  Oklahoma  State  Medical 
Association  (OSMA)  early  this 
month. 

He  assumed  office  May  4 
during  the  Annual  Meeting  of 
the  OSMA  House  of  Delegates, 
held  this  year  at  the  Marriott 
Hotel  in  Oklahoma  City.  He 
succeeds  John  R.  Alexander, 

MD,  an  internist  in  Tulsa. 

A native  of  Reno,  Nevada,  Dr  Lambird  is  a 1962 
graduate  of  Johns  Hopkins  University  School  of 
Medicine,  where  he  was  elected  to  Alpha  Omega 
Alpha,  the  national  medical  honor  society.  In  1973 
he  earned  an  MBA  with  High  Honors  at  Oklahoma 
City  University. 

Long  active  in  organized  medicine,  Dr  Lambird 
is  a member  of  the  OSMA  Board  of  Trustees,  a 


delegate  to  the  American  Medical  Association 
(AMA)  and  a director  of  the  Oklahoma  Medical 
Political  Action  Committee  (OMPAC).  He  is  chair- 
man of  the  OSMA  Council  on  Governmental  Ac- 
tivities and  a member  of  both  the  Council  on  Plan- 
ning and  Development  and  the  Council  on  State 
Legislation  and  Regulation. 

Dr  Lambird  currently  serves  on  the  AM  A’s  Joint 
Committee  on  Technology  Diffusion,  Ad  Hoc  Commit- 
tee on  Peer  Review  Organizations,  and  Council  on 
Medical  Service.  He  is  also  a clinical  professor  in  the 
University  of  Oklahoma  Department  of  Pathology. 

The  new  president  has  been  actively  involved  in 
the  leadership  of  many  community  organizations, 
including  the  Oklahoma  Symphony  Orchestra; 
Historical  Preservation,  Inc,  of  Oklahoma  City; 
Ballet  Oklahoma;  and  the  Oklahoma  City  Chamber 
of  Commerce. 

Dr  Lambird  and  his  wife  Mona  have  four  children, 
Allison,  Jennifer,  Elizabeth,  and  Susannah. 


Dr  Lambird 


Planning  and  development  council  meets  at  Roman  Nose  Resort 


At  its  spring  meeting  the  OSMA  Council  on  Plan- 
ning and  Development  studied  the  association’s 
long-range  objectives  and  formulated  recommenda- 
tions for  the  Board  of  Trustees. 

The  meeting  was  held  May  9-11  at  Roman  Nose 
Resort  near  Watonga.  The  activities  and  goals  con- 
sidered were  diverse,  as  illustrated  by  the  following 
examples. 

A recommendation  from  the  Council  on  Public 
and  Mental  Health  to  support  the  AMA  Health 
Access  America  Plan,  followed  by  further  study  of 
the  plan  on  an  “Oklahoma  basis,”  was  endorsed. 

The  Council  on  Medical  Education  will  continue 
to  provide  medical  education  to  physicians  through 
OSMA-sponsored  seminars,  including  seminars  on 
child  abuse,  specialty-specific  seminars,  and  PLICO. 

The  Council  on  State  Legislation  and  Regulation 


will  meet  four  times  during  legislative  sessions, 
facilitate  both  short-  and  long-term  legislative  goals, 
identify  long-term  issues  that  will  come  before  the 
legislature  in  the  next  five  to  ten  years,  identify 
medical  issues  not  being  addressed  by  the  legisla- 
ture, and  provide  information  to  the  legislature 
about  medical  issues  on  its  upcoming  agenda. 

Goals  of  the  Council  on  Governmental  Activities 
will  include  obtaining  a single  Medicare  reimburse- 
ment zone  in  Oklahoma,  maintaining  a strong 
relationship  with  the  AMA  Washington  office  and 
their  lobbyists,  implementing  a series  of  meetings 
between  Oklahoma  physicians  and  their  congres- 
sional delegation,  and  increasing  the  flow  of  money 
to  Oklahoma  under  RBRVS. 

The  Council  on  Member  Services  will  continue 
to  research  additional  insurance  programs  for  OSMA 
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We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  ana 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  Citv,  OK 
(405)840-9333 ' 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 


Council  meeting  (continued) 

members,  as  well  as  determine  additional  oppor- 
tunities for  generating  non-dues  revenue. 

The  primary  activity  of  the  Council  on  Medical 
Services  will  continue  to  be  the  review  and  adjudica- 
tion of  grievances  between  physician  and  patient  or 
physician  and  third  party  carrier. 

The  Oklahoma  Medical  Political  Action  Commit- 
tee (OMPAC)  will  work  to  increase  its  membership 
to  50%  of  the  total  OSMA  membership,  sponsor 
seminars  to  increase  the  political  awareness  and 
involvement  of  physicians  and  their  spouses,  and 
increase  student  and  resident  involvement.  (J 

Journal  wins  Honorable  Mention 
in  medical  journalism  contest 

The  Journal  of  the  Oklahoma  State  Medical  Associ- 
ation has  earned  national  recognition  once  again, 
winning  Honorable  Mention  in  this  spring’s  15th 
annual  Sandoz  Pharmaceuticals  medical  journalism 
competition. 

This  is  the  third  Sandoz  award  in  four  years  for 
the  Journal,  which  won  a Special  Award  last  year 
and  First  Prize  in  1987.  The  Journal  also  finished 
first  in  1978  and  earned  Honorable  Mention  in  1983. 

The  Sandoz  awards,  which  recognize  the  unique 
importance  of  state  and  local  professional  journals, 
are  based  on  outstanding  design  and  editorial  qual- 
ities. 

Judge  Paul  Fisher,  professor  at  the  University  of 
Missouri  School  of  Journalism,  commended  the 
Journal’s  neatness,  attention  to  detail,  and  strong 
editorial  performance.  He  concluded,  “It’s  a very 
solid,  very  professional,  very  well  edited  publica- 
tion.” 

Craig  D.  Burrell,  MD,  vice  president  of  Sandoz, 
said,  “Readers  of  medical  and  pharmaceutical  publi- 
cations receive  stacks  of  journals,  magazines,  and 
other  mail.  It  is  a tribute  to  the  editorial  staffs  of 
these  low-budget  local  publications  that  they  are  so 
avidly  read  by  many  readers  who  rank  them  with 
major  national  media.” 

Twenty-seven  prizes  were  awarded  this  year  to 
publications  in  five  categories  — state  medical 
associations,  local  medical  publications,  state  phar- 
maceutical associations,  hospitals,  and  newsletters. 

<J) 
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OSMA  council  reminds  physicians  to  observe  drugs'  indications 


H2  receptor  antagonists  continue  to  be  the  major 
drug  category  for  the  Oklahoma  Vendor  Drug  Pro- 
gram, reports  the  OSMA  Council  on  Medical  Ser- 
vices. Approximately  16%,  or  $6,700,000,  of  the 
program’s  $41  million  budget  in  1989  was  spent  on 
this  type  of  drug. 

According  to  the  council,  the  Advisory  Committee 
to  the  Department  of  Human  Services  (DHS)  is 
concerned  that  70%  of  the  prescriptions  for  H2  recep- 
tor antagonists  were  for  full  therapeutic  doses  con- 
tinued for  months,  and  sometimes  years,  at  a time. 
While  such  extended  treatment  may  be  appropriate 
in  some  cases,  the  committee  believes  that  excessive 
amounts  are  being  obtained  by  patients  who  receive 
numerous  refills  of  the  full  therapeutic  dose. 
Whether  patients  are  using  the  medication  them- 
selves, sharing  it,  or  otherwise  diverting  it  is  un- 
known, but  the  cost  is  considerable  and  encumbers 
the  DHS’s  ability  to  keep  up  with  the  ever-increasing 
cost  of  prescription  drugs. 

The  committee  anticipates  that  if  each  physician 
were  careful  to  prescribe  only  the  indicated  amount 
of  H2  blocker,  one  million  dollars  or  more  could  be 
saved  in  a program  that  already  experiences  exces- 
sive demands. 

Physicians  are  reminded  that  for  acute  peptic 
ulcer,  a full  therapeutic  dose  for  four  to  eight  weeks 


is  adequate  for  healing  in  most  cases.  If  there  is 
recurrent  disease  or  a complication  of  peptic  ulcer  or 
bleeding,  a maintenance  dose  should  be  adminis- 
tered nightly.  Antacids  continue  to  be  as  efficacious 
as  H2  receptor  antagonists  for  symptomatic  therapy. 

For  reflux  esophagitis,  the  full  therapeutic  dose 
is  administered  for  four  to  six  weeks  and  possibly  a 
maintenance  dose  at  bedtime.  Elevation  of  the  head 
of  the  bed  and,  when  possible,  avoiding  drugs  that 
relax  the  lower  esophageal  sphincter  (eg,  anti- 
cholinergics, calcium  channel  antagonists,  nitro- 
glycerin, and  theophylline),  are  both  very  helpful. 
Certain  foods,  like  chocolate,  peppermint,  and  foods 
with  high  fat  content,  as  well  as  alcohol  and  nicotine, 
decrease  lower  esophageal  sphincter  pressure  and 
make  reflux  esophagitis  worse.  Also,  metoclopramide 
(Reglan),  which  is  less  expensive  than  H2  antago- 
nists, is  beneficial  in  increasing  lower  esophageal 
sphincter  pressure  and  emptying  the  stomach,  and 
works  well  for  some  patients. 


H2  Receptor  ' Full  Therapeutic 

Antagonist  Dose 


Cimetidine  (Tagamet) 

Rantidine  (Zantac) 
Famotidine  (Pepcid) 


300  mg  QID 
(w/meals  & HS) 
150  mg  BID 
40  mg  HS 


Maintenance 

400  mg  HS 

150  mg  HS 
20  mg  HS 


From  the  OSDH 


OSDH  reviews  Rocky  Mountain  spotted  fever  in  Oklahoma,  1989 


Oklahoma,  which  in  the  past  had  the 
W £ highest  annual  incidence  rate  of 

^ ^ Rocky  Mountain  spotted  fever 

' | I (RMSF)  in  the  United  States  with  an 
M average  of  one  hundred  cases  per 
year  for  the  last  ten  years,  saw  a 
decline  from  94  cases  in  1988  to  65  cases  in  1989. 

Seventy-five  percent  of  the  reported  cases  met  the 
confirmed-case  criteria  (four-fold  rise  in  IFA  or  LA 
or  clinically  consistent  with  single  convalescent 
IFA 3=  1:64),  9%  were  probable  cases  (single  convales- 
cent titer  IFA  1 : 128  or  LA 1 : 128  or  Proteus^  1:320), 
and  15%  were  clinical  cases  who  were  clinically 
consistent  with  fevers  105°F,  rash,  and  tick  bite.  Of 


Oklahoma’s  66  cases,  64%  were  hospitalized,  with 
one  fatality. 

The  clinical  information  obtained  from  the  re- 
ported cases  revealed  typical  symptoms  including 
fever  (91%),  myalgias  (74%),  headache  (73%),  and 
rash  (69%);  with  51%  reporting  rash  on  the  palms 
and  soles.  Patients  received  prompt  treatment  by  the 
local  physicians  on  an  average  of  six  days  from  the 
date  of  onset  of  symptoms.  Sixty-nine  percent  re- 
ceived tetracycline  and  22%  received  chloramphen- 
icol. 

The  descriptive  epidemiology  of  RMSF  in  Okla- 
homa remains  stable  from  year  to  year.  The  seasonal 
distribution  of  RMSF  in  1989  is  quite  similar  to 
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Spotted  fever  I continued ) 

previous  years;  82%  of  cases  had  onset  from  April 
through  August  with  the  greatest  peak  in  May 
(22%).  This  corresponds  to  months  of  full  outdoor 
activities.  Geographically,  35  counties  reported 
cases,  with  the  central  and  eastern  counties  being 
more  frequently  affected.  The  greatest  number  of 
cases  occurred  in  Tulsa  county  (11%)  and  the  second 
greatest  in  Oklahoma  county  (8%).  Okfuskee  county 
had  the  highest  rate  of  RMSF  with  17.7  per  100,000. 
Ages  of  cases  ranged  from  2 years  to  80  years  old. 
The  incidence  was  much  greater  in  children;  39%  of 
cases  were  less  than  15  years  old.  The  greatest 
number  of  cases  was  seen  in  the  0-9  year  age  group 
(31%),  while  it  is  of  particular  interest  to  note  that 
17%  of  the  cases  were  age  60  and  over.  Males  were 
affected  more  than  females  in  most  of  the  age  groups; 
overall,  we  noted  that  males  were  affected  twice  as 
much  (68%)  as  females  (31%).  Seventy-four  percent 
of  cases  were  white,  and  12%  were  American  Indian. 

The  incubation  period  for  RMSF  ranges  from  2 
to  14  days,  with  an  average  of  7 days  from  the  tick 
exposure.  Sixty-eight  percent  of  Oklahoma’s  1989 
cases  reported  a tick  bite  or  attachment,  and  an 
additional  20%  recalled  being  in  a tick-infested  area 
in  the  two  weeks  before  onset  of  symptoms;  6%  had 
no  known  tick  bite  or  exposure  in  an  infested  area. 

The  etiologic  agent,  Rickettsia  rickettsii,  belongs 
to  the  spotted  fever  group  or  rickettsiae  and  ordinar- 
ily is  transmitted  to  humans  by  the  bite  of  an  infected 
tick,  although  contamination  of  skin  with  crushed 
tissues  or  feces  of  the  infected  tick  may  also  cause 
infection.  R rickettsii  is  transmitted  transstadially 
and  transovarially  in  ticks,  thus  allowing  mainte- 
nance of  the  agent  in  nature.  The  tick  is  both  the 
vector  and  the  main  reservoir.  The  primary  vector 
responsible  for  transmission  of  Oklahoma  RMSF  is 
the  American  dog  tick  (Dermacentor  variabilis), 
while  the  Rocky  Mountain  wood  tick  (Dermacentor 
andersoni)  is  responsible  for  transmission  of  RMSF 
in  the  western  and  northern  states. 

Since  several  hours  (4-10)  of  attachment  of  the 
tick  are  required  before  the  rickettsiae  become 
reactivated  to  infect  humans,  we  advise  searching 
the  total  body  area  every  3-4  hours  for  attached  ticks 
if  working  or  playing  in  infested  areas  and  carefully 
deticking  cats  and  dogs  to  minimize  the  tick  popula- 
tion near  residences.  Another  preventive  measure 
includes  the  use  of  insect  repellents  (DEET)  on  the 
skin  and  insecticides  (permethrin-containing  com- 
pounds) on  clothing.  In  addition,  wearing  long  pants 
and  long-sleeved  shirts  is  a prudent  measure.  (J) 
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In  a Lighter  Vein 


My  First  Stethoscope 

by  William  P.  Truels,  MD 


Most  doctors  remember  their  first  stethoscope,  al- 
most as  fondly  as  their  first  car  or  their  first  love 
affair.  The  stethoscope  is  the  first  instrument  a 
medical  student  buys.  It  symbolizes  his  or  her  future 
role  as  a physician  and  marks  a rite  of  passage  into 
a world  of  life  and  death  decisions. 

The  purchase  of  the  proper  stethoscope  is  thus  an 
extremely  important  matter,  not  to  be  taken  lightly 
if  the  correct  diagnosis  is  to  be  made. 

“Which  stethoscope  is  the  best  one?”  I asked 
Bradley  Chastain,  my  dormitory  roommate.  Brad 
was  at  the  top  of  the  class  and  always  had  the  best 
answer,  no  matter  what  you  asked  him. 

“Some  of  them  have  single  tubes  and  some  of 


Direct  correspondence  to  William  P.  Truels,  MD,  3400  Northwest  Expressway,  Suite  820, 
Oklahoma  City,  OK  73112. 
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"Dealer  ln(|uiries  Invited 


them  have  double  tubes,”  Brad  began.  “In  my  opinion 
the  double  tube  model  is  better  because  you  can  hear 
twice  as  much  sound.  You  could  miss  a subtle  heart 
murmur  or  diagnostic  ‘click’  with  the  single  tube 
model,”  Brad  explained. 

Accordingly  our  group  of  five  got  on  the  Chicago 
elevated  train  to  go  downtown  and  purchase  our 
double-lumen  stethoscopes.  We  always  traveled  in 
our  group  of  five  — that  was  how  we  were  assigned 
alphabetically  to  the  cadavers.  Trefzger,  Truels, 
Truewater,  Turner,  and  Tylkowski  — we  all  shared 
cadaver  number  fourteen.  We  studied  together, 
played  basketball  together,  and  on  Friday  nights  we’d 
all  go  out  and  eat  pizza  together. 

None  of  us  knew  each  other  before  medical  school, 
and  we  rarely  saw  each  other  after  our  training  was 
completed.  But  in  those  days  we  all  shared  one 
common  bond  — the  desire  to  complete  medical 
school  and  get  on  with  our  lives. 

When  we  arrived  at  the  medical  supply  store,  we 
looked  at  all  the  stethoscopes.  The  length  of  the 
tubing,  the  size  of  the  bell  and  diaphragm  portions 
of  the  stethoscope,  even  the  type  of  earpiece  were  all 
vitally  important  considerations.  The  hottest  selling 
stethoscope  was  the  Lumiscope,  a Japanese  copy  of 
the  highly  touted  Rappaport-Sprague,  for  about  half 
the  price.  We  each  bought  one  and  carved  our  initials 
and  the  date,  1-7-69,  on  the  bell. 

Needless  to  say,  we  were  all  so  excited  about  our 
new  purchases  that  we  decided  to  wear  our  stetho- 
scopes on  the  way  home.  We  tried  to  act  casual  as 
the  people  on  the  subway  train  wondered  why  we 
were  wearing  stethoscopes  around  our  necks.  Cer- 
tainly we  were  too  young  to  be  doctors!  I even  fan- 
tasized someone  on  the  subway  suddenly  developing 
a heart  attack,  forcing  my  stethoscope  into  active 
duty  to  save  the  day! 

My  stethoscope  served  me  well  until  I decided  to 
become  a surgeon.  I would  proudly  wear  the  stetho- 
scope around  my  neck  during  rounds  or  when  seeing 
a new  patient.  I always  felt  that  it  lent  a sort  of 
professional  credibility  that  overcame  my  otherwise 
youthful  demeanor.  However,  the  first  day  on  surgery, 
my  junior  resident,  Alvin  Delaney,  read  me  the  riot 
act. 

“Dr  Truewater,  do  you  wish  to  become  a surgeon?” 
Alvin  asked  in  a rather  crude  tone  of  voice. 

“Most  certainly,”  I replied. 

“Then  you  need  to  know  something  about  stetho- 
scopes,” Alvin  replied  brusquely. 

“I  know  quite  a bit  about  stethoscopes,”  I said.  “I 
studied  them  quite  thoroughly  as  a first-year  medical 
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student.  The  double  lumen  types  give  the  best  audio 
resolution,”  I declared. 

“That’s  not  what  I mean,  Truewater,”  Alvin 
replied.  “The  first  thing  you  need  to  know  is  that 
surgeons  don’t  use  double-lumen  stethoscopes.  They 
use  single-lumen  stethoscopes.  And  they  don’t  wear 
them  around  their  necks,  they  stick  them  in  their 
back  pockets!” 

“No  problem,”  I replied.  “Single-lumen  stethos- 
copes are  almost  as  good  anyway.” 

“You’re  missing  the  point,  Truewater,”  he  said, 
grasping  my  stethoscope  and  throwing  it  fifty  feet 
down  the  marble  floor  of  the  old  main  surgery  ward. 

“You  see,  Dr  Truewater,”  Alvin  continued,  as  I 
watched  my  beloved  double-lumen  stethoscope  go 
bouncing  down  the  hallway,  “stethoscopes  are  used 
for  making  diagnoses.  Medical  doctors  make  diag- 
noses. Surgeons  act!” 

But  I don’t  understand,”  I replied.  “Don’t  you  have 
to  make  the  diagnosis  before  you  can  act?” 

“Not  in  every  instance,”  Alvin  responded.  “Some- 
times you  have  to  take  the  bull  by  the  horns  and 
operate,  even  if  you  don’t  know  the  exact  diagnosis!” 


“And  you  certainly  don’t  need  a cardiologist’s 
stethoscope  to  listen  to  bowel  sounds!”  Alvin  con- 
tinued. “No,  what  I want  to  see  you  do  is  carry  a 
hemostat  in  your  hand  and  practice  opening  and 
closing  it  right-handed  as  well  as  left-handed  to 
develop  your  technical  skills.  Keep  that  stethoscope 
in  your  back  pocket!” 

“No  problem,”  I answered  coolly  as  I began 
clicking  my  hemostat.  I picked  up  my  fractured 
stethoscope  and  stuck  it  in  my  back  pocket. 

Hey,”  I replied,  “I  can  adapt!” 

Twenty  years  later,  my  wife  and  I were  cleaning 
the  attic.  This  is  always  a painful  experience  for  me, 
as  I’m  sort  of  a pack  rat  and  try  to  hold  on  to  every- 
thing I’ve  ever  owned.  My  wife,  Margaret,  on  the 
other  hand,  believes  in  getting  rid  of  unnecessary 
items  that  do  nothing  but  gather  dust  in  the  attic. 

“Do  you  need  this  old,  broken  stethoscope?” 
Margaret  asked,  as  she  held  up  my  beloved  Lumi- 
scope. 

I looked  at  my  stethoscope  with  the  old  fractured 
bell.  The  double-lumen  tubing  was  cracked  with  age 
in  several  places,  and  the  special  earpieces  had  long 
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VOLVO 

A car  you  can  believe  in 


907  SOUTH  BROADWAY 
EDMOND  . OKLAHOMA 
359-1234 


I Okla  State  Med  Assoc,  Vol  83,  May  1990 


225 


First  stethoscope  (continued) 

since  disappeared.  I wiped  off  the  bell  with  a rag  and 
saw  my  initials  inscribed,  along  with  the  date, 
1-7-69. 

“That  thing  looks  like  it’s  been  through  the  war!” 
Margaret  added. 

“It  has!”  I replied,  as  I carefully  placed  my  beloved 
stethoscope  back  in  its  original  box.  “It’s  been 
through  the  school  of  Hard  Knox.  You  know,  it’s  hard 
to  believe,  but  that  stethoscope  is  already  twenty 
years  old!” 

I’ve  since  had  my  stethoscope  restored  and 
mounted  on  the  wall  in  my  office. 

“That  looks  like  your  original  stethoscope!”  a 
patient  commented  one  day  during  her  postoperative 
visit.  “I’ll  bet  that  means  a lot  to  you!” 

“It  does,”  I replied.  “I  can  still  remember  the  day 
I bought  it.” 

“Do  surgeons  use  stethoscopes?”  my  patient 
asked  innocently. 

“Certainly,”  I replied.  “But  surgeons  carry 
stethoscopes  in  their  back  pockets,  so  they  won’t  be 

Deaths 

Martin  James  Fitzpatrick,  MD 
1921  - 1990 

Martin  J.  Fitzpatrick,  MD,  Muskogee,  an  OSMA  Life 
Member,  died  at  his  home  March  27, 1990.  Dr  Fitzpat- 
rick was  bom  in  Balboa,  Canal  Zone,  and  graduated 
from  Columbia  University  College  of  Physicians  and 
Surgeons,  New  York,  in  1945.  He  taught  at  both  the 
University  of  Kansas  School  of  Medicine  and  the  New 
York  University  School  of  Medicine  before  joining 
the  OU  College  of  Medicine  in  1969  as  a professor. 
He  was  named  dean  of  the  Tulsa  branch  in  1974. 

Dr  Fitzpatrick  became  chief  of  staff  of  the  Muskogee 
VA  facility  in  1978  and  retired  in  1987. 

Vincel  Sundgren,  MD 
1915  - 1990 

OSMA  Life  Member  Vincel  Sundgren,  MD,  longtime 
Tulsa  internist,  died  March  1, 1990.  Dr  Sundgren,  a 
1943  graduate  of  the  University  of  Kansas  School  of 
Medicine,  was  born  in  Falun,  Kansas.  He  completed 
an  overseas  tour  of  duty  during  World  War  II  and 
began  his  practice  in  Tulsa  in  1948.  (t 


confused  with  medical  doctors.  You  know,  it  always 
helps  to  make  the  correct  diagnosis  before  you  oper- 
ate!” (J 

The  Author 

William  P.  Truels,  MD,  is  an  Oklahoma  City  surgeon  and  assistant 
editor  of  the  Oklahoma  County  Medical  Society’s  Bulletin. 


AMA  toll-free  number 
1-800-AMA-3211 


In  Memoriam 

1989 

Mary  Edna  Sippel,  MD 

April  10 

Ruben  Hilton  Mayberry,  MD 

April  20 

Norman  Eugene  Deambarger,  MD  May  6 

Gordon  Kent  Jimerson,  MD 

May  6 

Orville  McClure  Woodson,  MD 

May  11 

Robert  Sears  Davis,  Jr.,  MD 

May  13 

James  Richard  Riggall,  MD 

May  30 

Howard  Choice  Martin,  MD 

July  23 

D.  Evelyn  Miller,  MD 

July  30 

Nevin  Wilson  Dodd,  MD 

July  31 

Alwyn  Travers  Komblee,  MD 

August  7 

Edward  Keats  Norfleet,  MD 

August  13 

Wayman  Jackson  Thompson,  MD 

September  20 

Rheba  L.  Huff  Edwards,  MD 

September  30 

George  Harry  Garrison,  MD 

October  5 

Monroe  Ruework  Jennings,  MD 

October  27 

Edmund  Gordon  Ferguson,  MD 

November  17 

Don  Lee  Dycus,  MD 

December  6 

Sylvester  Robert  Shaver,  MD 

December  16 

Charles  Edwards  Leonard,  MD 

December  27 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

Powell  Everett  Fry,  MD 

January  28 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 

Vincel  Sundgren,  MD 

March  1 

Martin  James  Fitzpatrick,  MD 

March  27 
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Physicians  Wanted  (continued) 


OSMA  Physician 
Rce<  >vcry  1 Y<  >i>  nun 

(405)  360-4535 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone 

All  ads  must  be  prepaid  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


Northwest  Arkansas  — Family  Practitioner  BC/BE  desired 
for  a multi  specialty  clinic  in  beautiful  resort  town  of  Bella  Vista. 
Exceptional  opportunity  for  an  office  practice.  The  Ozarks  offer 
mountains,  lakes,  friendly  people  and  excellent  schools.  Salary 
guarantee,  incentives  and  benefits.  Contact:  Taylor  Ransone,  V.P, 
St.  Mary-Rogers  Memorial  Hospital,  1200  W.  Walnut,  Rogers,  AR 
72756  (501)  636-0200. 


UNIVERSITY  PHYSICIAN  — The  University  of  Arkansas 
Student  Health  Service  is  seeking  a board  certified  or  board  qual- 
ified physician  to  provide  primary  medical  care  to  students  and 
employees.  Medical  licensure  in  the  State  of  Arkansas  is  required; 
experience  and  interest  in  general  medicine  and  office  gynecology 
is  preferred.  Send  letter  of  application,  resume,  and  three  letters 
of  recommendation  by  June  15  to:  Physician  Search  Committee, 
Student  Health  Service,  600  Razorback  Road,  Fayetteville,  AR 
72701  (501)  575-4077.  Applications  will  be  accepted  until  the  pos- 
ition is  filled.  The  University  of  Arkansas  is  an  equal  opportunity/ 
affirmative  action  employer. 


Wanted:  Board  Certified  Family  Practice  Physician  to  join 

established  fee-for-service  Family  Practice  Group  in  Tulsa,  OK. 
Opportunity  to  teach  in  University  setting,  do  Obstetrics  and 
minor  surgery.  Income  potential  unlimited.  Senior  member  with 
large  practice  retiring.  Call  Ken  M.  Muckala,  M.D.,  Harvard 
Family  Physicians,  PC.,  (918)  743-8200. 


LaJuanta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


Physicians  Wanted.  Office  space  available  in  Southern  Okla- 
homa, Ardmore  across  the  street  from  Memorial  Hospital  of  South- 
ern Oklahoma,  currently  have  2 family  practice  physicians  with 
one  intending  to  retire,  office  is  fully  staffed,  has  in  house  x-ray 
and  laboratory  as  well  as  two  business  offices.  Full  partnership  or 
coverage  arrangements  will  be  available.  Contact  Scott  M.  Malow- 
ney,  M.D.,  1025  15th  NW  Ardmore,  OK  73401. 


TEXAS:  Full-time  and  part-time  emergency  department 

positions  available  at  224  bed  hospital.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insurance. 
Benefit  package  available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport  Road,  Room  54, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


Positions  Wanted 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE  PHYSI- 
CIAN interested  in  relocating  to  Oklahoma  City.  Practice  with 
guarantees.  Reply  Journal  Box  36,  c/o  OSMA. 


FAMILY  PRACTITIONER:  Opportunity  to  join  established 

Family  Practice  in  Oklahoma  City.  Practice  oriented  to  providing 
primary  and  secondary  care  to  a wide  range  of  patients,  including 
obstetrics.  Ideal  for  Family  Practitioner  desiring  relocation  or 
practice  association.  Practice  guarantees  include  salary  and  office 
expenses.  All  inquiries  confidential.  Reply  Journal  Box  38,  c/o 
OSMA. 


URGENT  CARE  CENTER  POSITION.  New  Urgent  Care 
Center  adjacent  to  Oklahoma  Memorial  Hospital  Emergency  De- 
partment has  opening  for  primary  care  physician.  Hours  11:00  AM 
to  7:00  PM  Monday  through  Friday.  Salaried  position,  competitive 
reimbursement,  includes  supervision  of  emergency  medicine  resi- 
dents. CONTACT:  Steven  Barrett,  M.D.,  Section  of  Emergency 
Medicine,  P.O.  Box  26307,  Oklahoma  City,  OK  73126. 


Lawton,  Oklahoma:  Full-time  pediatrician  opportunity 

available  at  clinic.  Scheduled  hours  are  Monday- Friday,  7:30  am- 
4:30  PM.  Minimal  hospital  responsibility.  Patients  scheduled  at  15- 
minute  intervals.  Position  includes  office  and  examining  room. 
Excellent  lab,  x-ray  and  back-up.  LPN  and  billing  assistance 
provided.  Guaranteed  rate  of  reimbursement  plus  monthly  over- 
age based  on  volume.  Must  be  BE/BC  in  pediatrics.  Contact  Ben 
Hatten,  Spectrum  Emergency  Care,  P.O.  Box  27352,  St.  Louis,  MO 
63141,  1-800-325-3982,  ext.  3004. 


Other 


Retiring.  Office  equipment  sale  includes  Sanford  EK5A  car- 
diographs, Westinghouse  X-ray,  oto-ophthalmoscopes,  Hyfrectors, 
rib  belts,  splints,  cast  boots  & saws,  Spencer  monocular  micro- 
scope, metal  desks  & cabinets,  diathermias,  surgery  equipment, 
oxygen  tank,  autoclave,  exam  tables,  Banyan  emergency  kit,  new 
physician’s  bag,  etcetera.  Call  mornings  (405)  336-4451. 


PRACTICE  SOUGHT.  Competent  and  personable  FMG, 

with  5 years  residency  and  8 years  of  Oklahoma  family  practice 
experience,  seeks  to  buy  a suitable  practice  in  a southern  Okla- 
homa community.  Can  do  OB.  All  responses  to  be  kept  in  confi- 
dence and  will  be  answered  promptly.  Reply  Journal  Box  37,  c/o 
OSMA. 


$10,000  for  Old  Lionel  Trains  in  excellent  condition.  H.R. 

Safiford,  III,  M.D.,  2005  Franklin  #550,  Denver,  CO  80205,  303- 
837-0912  (9a-4p)  761-8899  (7-9p). 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbme-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpme  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  it.  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon ■ is  indicated  as  a sympathicolytic  and  mydriatnc  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally  1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 •3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5 4 mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000  s NDC 
53159-001-10 
References: 

1.  A.  Morales  et  al  , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  , p.  176-188 
McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal  , The  Journal  of  Urology  128: 

45-47, 1982 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


for  health 
professionals. 


c 

L»-Jubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we’re  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 


TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROFESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 


Announcing  a 

Beautiful  New  Solution 
to  Vascular  Blemishes 


Spider  Veins,  Portwine  Stain  “Birthmarks”, 
Reddened  Blotchy  Skin,  Broken  Blood  Vessels 

An  advanced  laser  system  called  Vasculase.  It  erases  those  tiny 
veins  or  blotchy  areas  so  common  on  the  face,  feet,  legs  and  hands. 

Vasculase  is  the  most  advanced  laser  of  its  kind  and  the  first  in 
Oklahoma.  Its  laser  light  is  effective  in  removing  spider  veins, 
broken  blood  vessels,  even  dark  portwine  birthmark  stains. 

The  beauty  of  this  treatment  is  it  works  immediately  with  only 
minimal  discomfort,  and  it's  safe.  We  simply  trace  the 
vein  or  blemish  with  a pinpoint  of  light,  and  it  vanishes 
while  the  skin  remains  virtually  unaffected. 

Call  now  for  a free  physician  consultation. 

Laser  Surgery  Center 

Harold  Haston,  M.D.  • 1 145  S.  Utica, 

Suite  202  • Tulsa,  Oklahoma  74104 

(918)  585-2885  or  toll  free 
1-800-869-9929 


Technologies 


MULTI-SPECIALTY  CLINICAL  HEALTHCARE 
FOR  SOUTHEASTERN  OKLAHOMA 

INTERNAL  MEDICINE 

SURGERY 

FAMILY  MEDICINE 

STACY  R.  HARDY,  M.D. 

WILLIAM  G.  BLANCHARD,  M.D. 

BRUCE  W.  BENNETT,  M.D. 

R.  KERN  JACKSON,  M.D. 

DAVID  T MACMILLAN,  M.D. 

JOHN  B.  COTTON.  M.D. 

KENNETH  R.  MILLER,  M.D. 
LEROY  M.  MILTON,  M.D. 

ALLERGY 

LARRY  D.  LEWIS,  M.D. 
WILLIAM  E.  GUPTON,  M.D. 

GASTROENTEROLOGY 

JAMES  A.  GOLLA,  M.D. 

PAUL  S.  THOMAS,  M.D. 

RADIOLOGY 

OBSTETRICS-GYNECOLOGY 

DAVID  L.  DOYLE,  M.D. 

OPHTHALMOLOGY 

ROBERT  G.  CASE,  M.D. 

BRUCE  H.  BROWN,  M.D. 

CARDIOLOGY 

L.  DWAIN  DOYLE.  M.D. 

W.  RILEY  MURPHY.  JR. , M.  D. 
STEPHEN  J.  RIDDEL,  M.D. 

PEDIATRICS 

DELTA  W.  BRIDGES,  M.D. 

(POSITION  AVAILABLE) 
NEUROLOGY 

ORTHOPEDICS 

PAUL  S.  THOMAS,  M.D. 

(POSITION  AVAILABLE) 

(POSITION  AVAILABLE) 

OTOLARYNGOLOGY 

UROLOGY 

ADMINISTRATOR 

(POSITION  AVAILABLE) 

(POSITION  AVAILABLE) 

PAUL  B.  BISHOP 

The  McAlester  Clinic,  ] 

Inc.  \ /L 

1401  E VAN  BUREN  AVE  • PO 

BOX  908  • McALESTER  OK  74502  • 918  426-0240  X 
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The  Hand  Center 


For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St.  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)  631-4263 


fly  SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ [J  A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

Tp*  SOUTHERN  PLAINS 

OBSTETRICS  AND 

UROLOGY 

PLASTIC  & RECONSTRUCTIVE 

J [J  MEDICAL  CENTER  / Chickasha 

GYNECOLOGY 

K T Varma,  M D 

SURGERY  (Part-time) 

2222  Iowa  — 224-8111 

Nancy  W Dever,  M D 

E C Duus,  M D 

Alan  J Weedn,  M D 

ORTHOPEDIC  SURGERY 

FAMILY  PRACTICE 

David  Rumph,  M D 

J E Winslow,  M D 

ONCOLOGY  (Part-time) 

J W McDomel.  M D 

Bill  Ohl,  PA. 

R G Ganick,  M D 

J 0 Wood,  Jr.  M D 

NEUROLOGY  (Part-time) 

LM  Bowen,  M D 

Andrew  Gin,  M.D. 

CLINICAL  PSYCHOLOGY 

INTERNAL  MEDICINE 

J M Ross.  Ph  D 

Tp*  SOUTHERN  PLAINS 

WS  Harrison,  M D 

GENERAL  & 

J [j  MEDICAL  CENTER  / Duncan 

D L.  Stehr,  M D. 

VASCULAR  SURGERY 

RADIOLOGY 

2515  West  Elk  — 252-6080 

Don  R Hess,  M D 

Linda  M Johnson,  M.D. 

T.J  Williams,  M D 

R.L.  Jenkins,  M D 

Virginia  L.  Harr,  M.D 

FAMILY  PRACTICE 

L.V.  Deck,  M D 

Myra  Campbell,  PA. 

SPEECH  PATHOLOGY 

Christopher  M Herndon,  M D 

R C Talley,  M D 

Colette  Ellis,  M Ed  , C C C Jett  Jones,  M D 

THORACIC  & 

CARDIOLOGY 

VASCULAR  SURGERY 

DERMATOLOGY 

ALLERGY  (Part-time) 

Joe  T Bledsoe,  M D 

Paul  B Loh,  M D 

Linda  A.  Reinhardt,  M.D 

R E Herndon,  M D 

GASTROENTEROLOGY 

OPHTHALMOLOGY 

ALLERGY 

fpm  SOUTHERN  PLAINS 

C K Su,  M D 

John  R Gearhart,  M D 

R E Herndon,  M D 

[J  AMBULATORY  SURGERY  CENTER 

WS  Harrison,  M D 

2222  Iowa  — Chickasha,  OK 

PEDIATRICS 

ANESTHESIOLOGY 

MEDICARE  Approved 

R E Herndon.  M D 

T Gowlikar,  M D 

PHYSICAL  MEDICINE 

E Ron  Orr,  M D 

Gideon  Lau.  M D 

& REHABILITATION 

ADMINISTRATION 

J E,  Freed,  M D 

M M Vaidya,  M D. 

Kumudini  Vaidya.  M D 

James  W Loy  j 

Pilar  Escobar.  M D 

Daniel  N Vaughan 

Donald  F Haslam.  M D 

ACUTE  CARE  & 

NEUROSURGERY  (Part-time) 

OCCUPATIONAL  MEDICINE 

R E Woosley.  M D 

C.R  Gibson,  M.D. 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
"Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Low,  MD,  FACS 
"Thomas  C.  Howard,  MD,  FACS 
"David  L.  Holden,  MD,  FACS 
"Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
"Jon  W.  Blaschke,  MD 
"R.  Eugene  Arthur,  MD 
"Larry  G.  Willis,  MD 
"Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

"Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


mmtiM 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

mm 

2_f  Founded  1925  -A 

adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MDf* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDf0 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDf° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDJ* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  f* 

(405)  235-0040 

John  S.  Irons,  MDf° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  t* 

Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 

James  R.  Claflin,  MDf° 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 

George  L.  Winn,  MDt 

3433  N.W.  56th,  Suite  870 

t Diplomate  American  Board  of  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

• Diplomate  American  Board  ot  Internal  Medicine 

(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 

Diplomate  American  Board  ol  Pediatrics 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and 
one  of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant 
program  in  Oklahoma  to  earn  government  Medicare  Certification. 


- Nazih  Zuhdi,  MD  - 

DIRECTOR, 

CHIEF  TRANSPLANT  SURGEON 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
Dimitri  Novitzky,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 

Research 

Bettina  Mues 
Thomas  Snow,  PhD 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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Pasteur  Medical  Bldg. 

Room  301  East 
1111  N.  Lee 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 


South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918) 747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LAB1 

ALL  OKLAHOMA  CITY  LOCATIONS  239-7 1 1 1 


THE 
INDEPENDENT 
FATHDUDBV 
INSmTJTE.  INC 


A 

NC  MB 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 


OKLAHOMA  UROLOGY  CENTER 


CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


The  Bethany 
Pavilion 


ADULT,  ADOLESCENT 
AND  CHILD  PSYCHIATRY 


William  H.  Scimeca,  M.D. 
James  M.  Gilbert,  M.D. 

Jose  Chioco,  M.D. 

Carmen  Warren,  M.D. 
Champa  Ranebenur,  Ph.D. 
7530  N.W.  23rd 
Bethany.  OK  73008 
(405)495-6340 

Stephen  B.  Hopper,  M.D. 
Mike  Kampschaefer,  Psy.D. 
Stephen  J.  Miller.  Ph.D. 

3817  N.W.  Expressway.  #910 
Oklahoma  City.  OK  73112 
(405)942-6100 


Sally  Varghese,  M.D. 

4301  N.W.  63rd,  Suite  # 1 10 
Oklahoma  City.  OK  73116 
(405)840-5270 

Rebecca  Feliciano,  M.D. 

4614  N.  MacArthur.  #232 
Oklahoma  City.  OK  73122 
(405)787-6060 

Nawal  Mishkhas,  M.D. 

1316  South  Cornwell 
Yukon.  OK  73099 
(405)354-8916 


7600  N.W.  23rd 
Bethany,  OK  73008 
(405)495-2870 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N SARATOGA  PO  BOX  849  SHAWNEE.  OKLAHOMA  74801  / Phone  405-273-5801 


ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M Bell,  MD* 

Michael  W Butcher,  MD* 

T A.  Balan.  MD,  FAAOS* 

William  Phillips,  MD* 

Merle  L.  Davis,  MD 

R M Kamath,  MD,  MS*  (Ortho) 

Robert  G.  Wilson,  MD* 

GENERAL  SURGERY 

Frank  H.  Howard,  MD* 

Larry  D Fetzer.  MD 
Eldon  V.  Gibson,  MD* 
D.  A.  Mace.  MD 

S.  M Wamgankar.  MD.  MS*  (Ortho) 

Cranfill  K Wisdom,  MD* 

Gary  D.  Myers.  MD* 

J.  B Jarrell,  MD* 

OTORHINOLARYNGOLOGY 

INFECTIOUS  DISEASE 

S.  P Shetty,  MD* 

S.  Rishi,  MD*,  MS,  FACS 

William  A Chapman,  MD 

INDUSTRIAL  MEDICINE 

A.  M Bell.  MD 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

R K Mohan,  MD 

David  L.  McBride,  MD* 

W J.  Birney 

OBSTETRICS 

GYNECOLOGY 

Richard  E.  Jones,  MD* 
Stephen  E.  Trotter,  MD* 
Donald  E.  Loveless,  Jr.,  MD* 

PEDIATRICS 

A.  M.  Bell,  MD* 

R.  K Mohan.  MD* 

W.  A Chapman,  MD* 

"Board  Certified 

ORTHOPEDIC  ASSOCIATES,  IIUC. 

AIMD 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12 
(405)  947-091 1 


David.  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 
General  Orthopedic  Services 
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DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MR! 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 

DONALD  P.  MUELLER,  M.D. 

CAROL  K.  YATES,  M.D. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N W 56TH,  SUITE  C-10 
TELEPHONE  (405)  945-4750 


206  NORTHWEST  MEDICAL  CENTER  BLDG 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  945-4739 


BAPTIST  HOSPITAL 
TELEPHONE  (405)  949-3202 


DEACONESS  HOSPITAL 
TELEPHONE  (405)  949-6107 


niv'PI 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 


CT  SCAN 

Head 
Spine 
Total  Body 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


OKLAHOMA  HANDi==— 
SURGERY  CENTER,  INCl^jg  ) 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 


Kenneth  A.  Hieke,  MD 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MO,  FACS  Paul  Silverstein,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  ot  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  ot  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 


ALLERGY 


ADULT  & ADOLESCENT  ALLERGY 

V.O.  LAING,  MD.  FACP  BOARD  CERTIFIED  ALLERGIST 

Children  & Adults  — Hay  Fever  — Asthma 
Blood  & Skin  Testing 

253  Utica  Square  Medical  Bldg  • 21st  and  Utica 
Tulsa,  OK  74114  • (918)  747-8775 


JAMES  A MURRAY.  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


OKLAHOMA  ALLERGY  CLINIC,  INC 
Specializing  in  the  Diagnosis  and  treatment  ot  Allergic  Disease 


Roberts.  Ellis,  MDf 
Lyle  W Burroughs.  MDf 
Charles  D Haunschild,  MDf 
James  H,  Wells,  MDf ' 


John  R Bozalis,  MDf 
John  S Irons,  MDf 
Warren  V Filley,  MDf 
James  R.  Claflin.  MDf 


Senior  Consultants:  George  S.  Bozalis,  MD;  George  L Winn,  MDf 
f Diplomate  American  Board  of  Allergy  and  Immunology 
• Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St  3433  NW  56th 

Okla  City.  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization.  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J.J  Donnell.  MD  947-2556  'G.L.  Homck,  MD  943-8428 

•J.L  Bressie,  MD  946-0568  A.F  Elliott,  MD  943-8421 
A S Dahr,  MD  947-2321  Gary  Worcester,  MD  943-4134 
•Jan  Voda.  MD  947-1297  Stanley  A Horst,  MD  946-0606 
‘Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N.W.  56th  Oklahoma  City,  Oklahoma  73112 


Galen  P.  Robbins.  MD 
Williams  S Myers,  MD 
Lawrence  M Higgs,  MD 
Ronald  H.  White,  MD 


CARDIOVASCULAR  CLINIC 
William  J.  Fors,  MD 
" W.  H.  Oehlert,  MD 
Charles  F.  Bethea,  MD 


Fred  E.  Lybrand,  MD 
Mel  Clark,  MD 
Jerome  L.  Anderson,  MD 
Santosh  T.  Prabhu,  MD‘ 


Senior  Consultant:  Wm  Best  Thompson,  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE.  MD.  FAAD 
Special  Interst  in  Skin  Surgery 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC 


John  L.  Davis.  M.D. 

3330  N.W  56th 

Oklahoma  City.  Oklahoma  73112 
405  843-6619 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Suite  602 


RONALD  W GILCHRIST,  JR  . MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


OSMA  toll-free  number 
1-800-522-9452 
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ENDOCRINOLOGY 


M GUDE.  MD.  MRCP  (UK),  FACP 
Diplomate.  American  Boards  of  Internal  Medicine 
and  Endocrinology/ Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  • THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN.  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 


Classen  Professional  Bldg. 
1110  N.  Classen  Blvd,.  #200 
Oklahoma  City,  OK  73106 
(405)  235-8229 


M.D.  Medical  Tower 
8121  National  Ave.,  #401 
Midwest  City,  OK  73110 
(405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS.  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  fhe  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


Office:  405/272-6802 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC 
Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC. 
Baptist  Medical  Center  - South  Building 
3435  N W 56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 


S Fulton  Tompkins,  MD,  DABOS 


John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631 -HAND 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  . MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


E.  IDE  SMITH,  MD’ 


WM.  P TUNELL,  MD‘ 


DAVID  W TUGGLE,  MD' 


940  NE  13th  Street.  Oklahoma  City.  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
‘American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R Murali  Knshna,  MD,  MAPA 
John  C.  Andrus.  MD.  MAPA 
Charles  E.  Smith,  MD.  FAPA 
Diplomates  of  Amencan  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Shree  S.  Vinekar.  MD.  FAACP 
Diplomate  of  Amencan  Board  of  Psychiatry  and 
Neurology  in  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  MD 
Cheryl  L.  Feigal,  MD 
CONSULTANTS 
Robert  J.  Outlaw.  MD,  FAPA 
Diplomate  of  Amencan  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Povl  Toussieng,  MD.  FAPA 

Thurman  E.  Coburn,  PhD.  Licensed  Clinical  Psychologist 
David  Schwart2.  ACSW,  Clinical  Psychiatnc  Social  Worker 
Donna  D Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


RAYMOND  J DOUGHERTY,  MD 

Diplomate  Amencan  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building 


235-1701 


Oklahoma  City,  Oklahoma  73103 


OSMA  News 

Another  OSMA  member  service 
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NORMAN  K IMES,  MD 
JOHN  E HUFF,  MD 

Diplomates  American  Board  of  Infernal  Medicine 
American  Board  of  Internal  Medicine  • Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56th  Street.  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S LITTLE.  MD 
DENNIS  M PARKER,  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W.  56th  Street,  Suite  208  (405)  949-2215 

Oklahoma  City.  Oklahoma  73112 


RADIOLOGY 


CHET  BYNUM,  MD  GLENNA  YOUNG.  MD 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

13301  N Meridian  Bldg  300 
Oklahoma  City,  Oklahoma  73120 
(405)  752-0186 


RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  73116 

Practice  Limited  To  CT  Scanning 

V C.  Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 
Diplomates  American  Board  ot  Radiology 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Lloyd  G.  McArthur,  PhD,  MD  Winfred  L Medcalf,  MD 

Robert  C.  Troop.  PhD,  MD 
207  C Street  NW  Ardmore,  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G.  M RAYAN,  MD,  FACS 

Diplomate  American  Board  ot  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  ot  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631 -4263  631 -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  . Suite  304  13313  N.  Meridian,  Suite  A 

Oklahoma  City,  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 


WILLIAM  J FORREST,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


HERBERT  M KRAVITZ,  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


UROLOGY 


A de  QUEVEDO,  MD,  Inc 
Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 


BARNEY  J.  LIMES,  MD,  FACS 
1211  N Shartel.  Suite  208 
Oklahoma  City,  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr.,  Suite  300 
Midwest  City,  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 


JOSEPH  D.  PARKHURST,  MD,  FACS 
Diplomate  American  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany,  OK  73008  495-6134  Yukon,  OK  73099 


CHARLES  L REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 


1125  N Porter 
Norman,  Okla  73071 
(405)  364-1071 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations, should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 


News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 


Index  to  Advertisers 


Air  Force  

AirEvac  

Associates  in  Cardiovascular  and 
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Southern  Plains  Medical  Center,  PC 

Stillwater  National  Bank  and  Trust  Company 

Timberlawn  Psychiatric  Hospital  

Utica  Physicians’  Association,  Ltd 


228 

217 

217 
234 
222 

237 

224 
206 

231 

225 
230 

230 

234 
236 
223 

232 
205 
208 
IFC 
236 
210 

233 

234 
232 

235 
229 
202 
204 

236 
201 

235 

231 
220 
229 

218 


240 , 


I Okla  State  Med  Assoc,  Vol  83,  May. 1990 


Auxiliary 

OSMA  Auxiliary 

1990-91  Officers 


Nora  White 

(Robert) 

Tulsa 

President 


Susan  Paddack 

(Gary) 

Ada 

President-Elect 


Judy  Critchfield 

(Carl) 
Muskogee 
First  Vice-President 


Ellen  Metz 

(Allan) 

Oklahoma  City 
Second  Vice-President 


Chris  Zollinger 

(William) 

Tulsa 

Recording  Secretary 


Karen  Mask 

(Dennis) 

Edmond 

Treasurer 


Nancy  Burton 

(Vaud) 

Ardmore 

Treasurer-Elect 


Regional  Vice-Presidents 


Ginny  Morris 

Karen  Ghormley 

Pat  Bass 

(WilliamT.) 

(Wayne) 

(Haskell) 

Woodward 

Blackwell 

Tulsa 

Region  1 

Region  II 

Region  III 

Paulette  Krueger 

Mary  Black 

JaneGolla 

(Joseph) 

(William) 

(James) 

Altus 

Shawnee 

McAlester 

Region  IV 

Region  V 

Region  VI 

I Okla  State  Med  Assoc,  Vol  83,  May  1990 


241 


The  Last  Word 


■ Among  the  award  winners  at  the  OU  College 

of  Medicine  Alumni  Dinner  Dance  earlier  this 
month  was  Oklahoma  City  internist  C.  Alton  Brown, 
MD,  a 1943  graduate.  Dr  Brown,  chairman  and 
president  of  the  Physicians  Liability  Insurance 
Company  (PLICO),  was  named  Private  Practice 
Physician  of  the  Year.  Receiving  the  Amicus 
Medicinae,  or  Friend  of  Medicine,  award  was  Rodman 
FYates,  president  and  chief  executive  officer  of  C.L. 
FYates  and  Company.  The  dinner  dance  was  May  3 
at  the  Marriott  Hotel  in  Oklahoma  City;  it  was 
scheduled  in  conjunction  with  the  Annual  Meeting 
of  the  OSMA  House  of  Delegates. 

■ The  Oklahoma  State  Medical  Association 

and  the  Oklahoma  Osteopathic  Association,  in 
cooperation  with  Aetna  Medicare,  are  presenting  a 
series  of  two-day  seminars  on  Medicare.  The  pro- 
grams are  designed  to  provide  basic  and  advanced 
information  on  CPT  and  ICD-9  coding  and  the  latest 
information  on  1990  Medicare  regulations.  Fee  for 
the  programs,  which  run  Wednesdays  and  Thursdays 
from  8 AM  to  5 PM,  is  $30,  and  registration  is  limited 
to  100  participants  per  site.  Programs  remaining  in 
the  schedule  are  Oklahoma  City,  May  23-24;  Tulsa, 
May  30-31;  McAlester,  June  6-7;  Ardmore,  June 
13-14;  and  Ponca  City,  June  20-21.  All  sessions  will 
be  held  at  the  local  vo-tech  except  the  last,  which 
will  be  at  the  Marlin  Conference  Center  in  Ponca 
City. 

■ The  giant  NAMES  Memorial  AIDS  Quilt  will 

be  displayed  at  the  Tulsa  Convention  Center 
November  30  through  December  2, 1990,  in  conjunc- 
tion with  World  AIDS  Day,  December  1.  The  ongoing 
goals  of  the  quilt  project  are  to  increase  community 
awareness  of  the  AIDS  epidemic,  permit  surviving 
loved  ones  to  work  through  their  grief  by  making 
new  quilt  panels,  and  raise  needed  funds  for  local 
AIDS  care-giving  organizations.  For  more  informa- 
tion about  the  quilt  project,  call  Jack  Francis,  Tulsa 
NAMES  project  coordinator,  (918)  492-7787. 

■ William  N.  Harsha,  MD,  Oklahoma  City,  has 

received  the  1990  Luke’s  Legacy  Award,  annual 
humanitarian  award  of  Esperanga,  an  organization 
of  volunteers  that  provides  medical  services  in  the 
Amazon  Basin.  Dr  Harsha,  an  orthopaedic  surgeon, 
has  donated  his  services  to  Esperanga  on  three 
occasions  and  is  the  only  physician  in  the  United 
States  to  receive  the  award. 


■ The  American  College  of  Physicians  (ACP) 
has  published  a new  Ethics  Manual,  a guide  to 
making  ethical  decisions  in  medicine  and  a code  of 
professional  ethics.  Among  the  subjects  addressed 
are  withdrawal  of  life  support,  treatment  of  AIDS, 
cost  control,  confidentiality,  criticism  of  a colleague, 
euthanasia,  physicians  and  the  news  media,  abortion 
and  contraception,  and  advertising.  Compiled  by  the 
ACP’s  Ethics  Committee,  the  manual  is  available 
from  ACP’s  Subscriber  Services  for  $7.  To  order,  call 
(215)  351-2600. 

■ Last  year,  according  to  the  March  Epidemiol- 
ogy Bulletin  of  the  Oklahoma  State  Department  of 
Health  (OSDH),  Oklahoma  experienced  its  largest 
outbreak  of  measles  since  1980.  From  January  1 to 
October  31, 1989, 110  cases  of  measles  were  reported 
in  the  state.  Three  of  the  four  major  outbreaks  were 
school-based  and  the  majority  of  cases  occurred  in 
the  15-19  age  bracket.  Ninety-four  (85%)  of  the  110 
cases  met  the  Centers  for  Disease  Control  (CDC) 
measles  case  definition  of  a fever  of  101°  or  greater, 
a rash  of  at  least  three  days’  duration,  cough,  con- 
junctivitis, or  coryza.  Six  of  the  cases  were  students 
on  five  college/university  campuses.  At  the  time  of 
the  report,  there  had  been  no  measles-related  deaths 
in  Oklahoma. 

The  measles  outbreak  of  1990  is  running  well 
ahead  of  the  1980  and  1989  rates.  By  April  11, 
counties  across  the  state  had  reported  124  cases. 
Most  were  occurring  among  school-age  children  who 
either  had  not  been  immunized  or  had  received  the 
measles  vaccine  prior  to  age  15  months,  said  Phyllis 
McKee,  director  of  immunizations  at  OSDH. 

■ With  a little  education,  physicians  signifi- 

cantly increase  their  rate  of  reporting  adverse  drug 
reactions,  says  a report  in  the  April  4 Journal  of  the 
American  Medical  Association.  According  to  the 
authors,  only  a fraction  of  adverse  drug  reaction 
(ADR)  reports  received  by  the  US  Food  and  Drug 
Administration  (FDA)  come  directly  from  physicians; 
most  are  filed  by  pharmaceutical  manufacturers. 
After  the  FDA  funded  a pilot  program  in  Rhode 
Island  to  promote  its  reporting  system  to  physicians 
via  advertising,  mailings,  and  articles,  ADR  reports 
increased  more  than  17-fold.  (J) 
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Why  PLICO  Health?  PLICO  Health  Offers  You 
Guaranteed  Continued  Insurability  and  . . . 


Nine  Out  of  Ten 
Choose 
PLICO 


Nine  out  of  ten  physicians  in  Oklahoma  choose  Physi- 
cians Liability  Insurance  Company  for  their  professional 
liability  coverage.  The  tenth  probably  wishes  he  had 
also.  PLICO  provides  you  the  best  professional  liability 
insurance  in  the  country.  PLICO  Health  provides  you, 
your  family,  and  your  staff  the  best  health  insurance.  To 
find  out  more  about  the  advantages  of  PLICO  Health, 
give  us  a call.  One  of  our  experienced  insurance 
specialists  will  be  happy  to  provide  you  with  details. 


□ 


HEALTH 


The  Physicians  Liability  Insurance  Company 

P.O.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 


Always  on  call 


For  over  20  years,  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.’’  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY 

INSURANCE  EACH.ITIES  ' 


INTEAMA  TtOMAl 


Insurance  Counselors  to  the  OSMA 
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P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 
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LEADERS  IN  MEDICINE 


Jess  D*  Herrmann,  MD 


Multiple  Specially  Clinics 


Ambulatory  Care 

271-2728 

Kent  C.  Hensley,  M.D. 
Leslie  A.  Arneson,  M.D. 

Aviation  Medicine 

271-2728 

Leslie  A.  Arneson,  M.D. 

Behavioral  Medicine 

271-2453 

Luden  D.  Rose,  Ph.D. 
William  J.  Shaw,  Psy.D. 

Cardiologv 

271-2733 

Charles  W.  Cathey,  M.D. 
Charles  W.  Robinson,  M.D. 
Thomas  R.  Russell,  M.D. 
Paul  C.  Houk,  M.D. 

Alan  R.  Puls,  M.D. 

Cardiovascular- 
Thoracic  Surgerv 

271-2733 

R.  Mark  Bodenhamer,  M.D. 

Dermatology 

271-2794 

Michael  D.  John,  M.D. 

Endocrinology 

271-2717 

James  L.  Males,  M.D. 
Ronald  P.  Painton,  M.D. 
Jonathon  L.  Davis,  M.D. 

Familv  Medirine 

271-2717 

Steven  A.  Crawford,  M.D. 
James  R.  Kimball,  M.D. 
Robert  E.  Terrell,  M.D. 
Paul  D.  Johnson,  M.D. 
Jeffrey  B.  Cruzan,  M.D. 
Constance  A.  Smiley,  M.D. 

Gastroenterology 

271-2747 

David  A.  Neumann,  M.D. 
Robert  S.  McFadden,  M.D. 
Joe  C.  Zuerker,  M.D. 

General  Surgerv 

271-2749 

Frank  G.  Gatchell,  M.D. 
Jay  P.  Cannon,  M.D. 

Hcmatologv-Oncologv 

271-2744 

Ralph  G.  Ganick,  M.D. 

L.  Michael  Bowen,  M.D. 
Gregory  A.  Parker,  M.D. 

Hepatology 

271-2747 

Robert  S.  McFadden,  M.D. 

Infectious-Diseases 

271-2717 

Clifford  G.  Wlodaver,  M.D. 
James  L.  Kirk,  M.D. 


Internal  Medicine 

271-2717 

Donald  G.  Preuss,  M.D. 
Earl  S.  Elliott,  M.D. 

Brian  P.  Levy,  M.D. 

Charles  D.  Arnold,  M.D. 
James  C Lorentzen,  M.D. 
Michael  K.  Crawford,  M.D. 
Gregory  M.  Spencer,  M.D. 
David  W.  Rader,  M.D. 
Terry  N.  Copeland,  M.D. 
Peter  S.  Young,  M.D. 

Neonatology 

271-2788 

Sylvia  Lopez,  M.D. 
Anand  B.  Mahajan,  M.D. 

Neurology 

271-2500 

Robert  W.  Dow,  M.D. 
Obstetrics  and  Gvnecologv 

271-2771 

Roger  D.  Quinn,  M.D. 
Thomas  R.  Bryant,  M.D. 
John  D.  Dachauer,  M.D. 
Robert  S.  Ryan,  M.D.,  Ph.D. 
Jennifer  K.  Nelson,  M.D. 

Ophthalmology 

271-2858 

David  K.  Linn  M.D.,  Ph.D. 

Orthopedic  Surgerv 

271-2766 

J.  Pat  Livingston,  M.D. 

Otolaryngology 
Head  and  Neck  Surgerv 

271-2791 

C.  Joseph  Wine,  M.D. 
Joseph  E.  Leonard,  M.D. 
Willard  B.  Moran,  Jr.,  M.D. 

Pediatrics 

271=2788 

Hal  B.  Vorse,  M.D. 

William  J.  Kruse,  M.D. 

Gary  D.  McGann,  M.D. 

Mickey  E.  Crittenden,  M.D. 

Don  L.  Wilber,  M.D. 

Charles  A.  (Tony)  Leveridge,  M.D. 

David  H.  Cheatham,  M.D. 
Andrea  L.  Key,  M.D. 
(Continued  next  column) 

701  N.E.  10th 

Oklahoma  City,  OK  73104 
271-2700 
1-800-522-0224 

8 Locations  Across  The  State 


Robert  W.  Nickeson,  M.D. 
Martha  A.  Brehm,  M.D. 
Maribel  Diaz-Esquivel,  M.D. 

Pediatric  Rheumatologv 

271-2788 

Robert  W.  Nickeson,  M.D. 

Podiatry 

271-2513 

W.  Bradley  Johnston,  D.P.M. 

Pulmonary  Disease/ 

Critical  Care 

271-2933 

William  W.  Cook,  M.D. 
Mark  S.  Fixley,  M.D. 
Steven  R.  Smith,  M.D. 

Radiology 

271-2755 

J.  Kent  Chesnut,  M.D. 
Alan  M.  Effron,  M.D. 
Carol  V.  Sheldon,  M.D. 
Thomas  W.  White,  M.D. 
Clark  A.  Ward,  M.D. 
Ruth  G.  Brush,  M.D. 

Urology 

271-2725 

William  F.  Barnes,  M.D. 
Richard  E.  Herlihy,  M.D. 

Familv  Medicine-Elk  Citv 

225-8131 

Dennis  J.  Friesen,  M.D. 
John  R.  Perkins,  M.D. 
Craig  A.  Phelps,  M.D. 

Executive  Director 

A.  Wayne  Coventon 

Diabetes  Management  Center  271-2604 

Oklahoma  Arthritis 
Care  Center 

271-CARE 

Sexual  Health  Center 

271-7553 

Nutrition  Counseling  and 
Weight  Con trol  Programs 

271-2604 

Accredited 

Accreditation  Association 
for  Ambulatory  Health  Care  Inc. 


Good  Cents  Doesn't  Cost,  It  Pays! 


‘With  over  20,000  square  feet  and  a heated  pool,  we  have  unusual  energy 
needs.  But,  with  Good  Cents  and  our  heat  pumps,  the 
t \ savings  and  ease  of  maintenance  have  been  fantastic.” 


Jim  Seawright  — Council  Oaks  Learning  Campus 
Broken  Arrow 


. , Bottom-Line  Benefits  Fop  Any  Building  Burner. 

a For  buildings  of  any  size  or  type,  PSO’s  Good  Cents 

energy  efficiency  programs  mean  lower  energy  bills, 
reduced  operating  costs,  and  increased  property  values. 

To  put  our  cost-cutting  Good  Cents  Programs  to 
work  for  you,  call  your  Good  Cents  Commercial 
representative  at  PSO. 
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Why  PLICO  Health?  PLICO  Health  Offers  You 
Guaranteed  Continued  Insurability  and  It’s  . . . 


Your 

Insurance 

Company 


PLICO  Health  is  your  insurance  company.  Premiums 
reflect  actual  costs  . . . The  cost  of  claims  plus  manage- 
ment. You  select  the  physicians  who  direct  your  com- 
pany, and  the  PLICO  Health  management  team  is 
always  looking  for  ways  to  improve  your  coverage.  To 
find  out  more  about  the  advantages  of  PLICO  Health, 
give  us  a call.  One  of  our  experienced  insurance 
specialists  will  be  happy  to  provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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Family  therapy 
for  colic 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 


Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That's  why  it  can  help  whenever  colic 
is  a problem. 


Significantly  reduces  crying  of 
colicky  infants.' 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  - Not  significant  *p<  005  tp<002  t p < 0 01 


Double-blind,  randomized  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they'll  appreciate. 


NEW 


Phazvme 


Drop 


6 (simethicone/ 


antigas) 


Helps  you  through 
the  colic  phase. 


t Kanwal|it  SS  Jasbir  KS  Simethicone  in  the  management  ol  inlant  colic 
Practitioner  1988.232  508 
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MEDICAL  PROFILE  NO.9 


ARMY  RESERVE 

I 


JANN  L.  HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — UCLA 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 
Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician,  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result,  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
1'800'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BE  ALLYOU  CAN  BE. 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine.1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively4  5 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300 mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1 USP  D I Update.  September/ October  1988.  p 120 

2 Br  J Clin  Pharmacol  1985:20  710-713 

3 Data  on  file.  Lilly  Research  Laboratories. 

4 Scand  J Gastroenterol  1987:22(suppl  136)  61-70 
5.  Am  J Gastroenterol  1989:84:769-774 


AXID" 

nizatidine  capsules 

Brief  Summary  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1 Active  duodenal  ulcer -tor  up  to  eight  weeks 
ol  treatment.  Most  patients  heal  within  tour  weeks. 

2.  Maintenance  therapy  -lor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ot  150  mg  h.s.  The  conseguences  ot  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hrreceptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  in  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  ol  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  tests  -False-positive  tests  lor  urobilinogen  with  Multistix* 
may  occur  during  therapy 

Drug  Interactions  -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  ol  hepatic  metabolism  are  not  expected 
to  occur  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b i d.,  was  administered  concurrently 

Carcinogenesis,  Mutagenesis.  Impairment  ol  fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  ot  a carcinogenic  ettect  There  was  a dose-related  increase  in 
the  density  ol  enterochromattin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  In  mice,  there  was  no  evidence  ol  a 
carcinogenic  ettect  in  male  mice,  although  hyperplastic  nodules  ot  the 
liver  were  increased  In  the  high-dose  males  as  compared  with  placebo 
Female  mice  given  the  high  dose  ot  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  signilicant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  lor  the  strain  o!  mice  used  The  lemale  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  Indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  iniury  (transaminase  elevations)  The 
occurrence  ol  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bactena!  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 
In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Effects -Pregnancy  Category  C— Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  ol  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  ol  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  tetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during 
pregnancy  only  II  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations  Because  ot  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  ol  the  drug  to  the  mother 
Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients -Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  ol  adverse  events  and 
laboratory  test  abnormalities  Age  alone  may  not  be  an  important  (actor 
in  the  disposition  ol  nizatidine  Elderly  patients  may  have  reduced 
renal  lunction. 

Adverse  Reactions:  Clinical  trials  ol  varying  durations  included  almost 
5,000  patients  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  dials  ol  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0,2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  signilicantly  more  common  with 
nizatidine  It  was  not  possible  to  determine  whether  a variety  ol  less 
common  events  was  due  to  the  drug. 

Axid*  (nizatidine.  Lilly) 


Wepat/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase!  possibly  or  probably  related  to  nizatidine  occurred  in  some 
pabents  In  some  cases,  there  was  marked  elevabon  ( >500 IU/L)  in  SG0T 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
ol  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  ol  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  shod  episode; 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individual; 
administered  Axid  and  in  three  untreated  subjects. 

CA/S-Rare  cases  of  reversible  mental  confusion  have  been  repodec 

Endocrine  -Clinical  pharmacology  studies  and  controlled  clinical  trial! 
showed  no  evidence  ol  antiandrogenic  activity  due  to  nizatidine 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  b; 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  beer 
repoded  rarely. 

Hematologic- Fatal  thrombocytopenia  was  repoded  in  a paben 
heated  with  nizabdine  and  another  H,-receptor  antagonist  This  paben 
had  previously  experienced  thrombocytopenia  while  taking  other  drug: 
Rare  cases  of  thrombocytopenic  purpura  have  been  repoded 

Integumental- Sweating  and  urticaria  were  repoded  significanth 
more  trequenby  in  nizabdine-  than  in  placebo-heated  pabents  Rash  am 
extoliabve  dermabbs  were  also  repoded. 

Hypersensitivity -As  with  other  H,-receptor  antagonists  rare  cases  c 
anaphylaxis  following  nizatidine  administration  have  been  repoder 
Because  cross-sensihvity  among  this  class  has  been  observed,  H,-recepto 
antagonists  should  not  be  administered  to  those  with  a history  ol  hype 
sensibvity  to  these  agents  Rare  episodes  ol  hypersensrbvity  reaction 
(eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  bee 
repoded 

Other  -Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  wa 
repoded.  Eosinophilia,  (ever,  and  nausea  related  to  nizabdine  have  bee 
reported. 

Oventosage:  Overdoses  ol  Axid  have  been  reported  rarely  II  overdosag 
occurs,  acbvated  charcoal,  emesis  or  lavage  should  be  considered  alon 
with  clinical  monitoring  and  supporbve  therapy  Renal  dialysis  for  lot 
to  six  hours  increased  plasma  clearance  by  approximately  84% 

PV  2098  AMP  (09128* 

Addihonal  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis.  Indiana 
46285 

NZ-2924-B-049310  C 1990,  EU  ULLY  AND  COMPAN 

Axid*  (nizabdine,  Lilly) 


“Okay  so  I know 
I need  iron. 
Where  do  I get  it? 


Faced  with  a Recommended  Daily  Dietary 
Allowance  of  18  mg,  the  question  is  a good  one 
for  women  aged  19-50.  Iron  is  one  of  the  nutri- 
ents most  often  lacking  in  the  American  diet. 

Low  intakes  of  iron  over  prolonged  time  can  lead 
to  iron  deficiency  anemia. 

hi  the  1986  USDA  Continuing  Survey  of 
Food  Intakes  by  Individuals1 , women  of  child- 
bearing years  reported  a mean  intake  of  1588 
calories  a day.  Since  the  American  diet  averages 
about  6-7  mg  of  iron  per  1000  calories,  it’s  not 
surprising  that  the  same  survey  found  that  most 
of  these  women  are  getting  about  60  percent  of 
their  RDA  for  iron. 

Yet  consider,  one  three-ounce  serving  of 
lean  sirloin  contains  2 .8  mg  of  iron,  about  forty  to 
sixty  percent  of  which  is  heme  iron,  the  most 
bioavailable  form,  hi  addition,  the  presence  of 
beef  or  other  meats  in  a meal  increases  the 
bioavailability  of  nonheme  iron  from  foods  such 
as  vegetables  and  grains. 

Importantly,  lean  beef  can  also  meet  fat 
and  cholesterol  guidelines  of  most  leading  heart 
and  health  authorities.  The  how-to’s  are  good 


advice  for  almost  anyone. 

Start  with  “The  Skinniest  Six”  shown 
below.  None  is  more  than  180  calories  per  three- 
ounce  cooked,  trimmed  serving.  All  are  easy  to 
specify  at  the  meat  counter. 

These  six  cuts  also 
simplify  portion  control. 

Four  ounces  uncooked 
equals  about  three 
ounces  cooked.  Grill- 
ing, broiling  and 
roasting  add  no  extra 
fat  in  cooking.  And  the 
taste  of  beef  makes  it 
easy  to  dispense  with 
fat-laden  sauces. 

Carefully  chosen,  pre- 
pared and  served,  “The  Skinniest  Six” 
provide  an  impressive  list  of  essential  nutrients 
for  under  180  calories  per  three-ounce  serving. 

And  as  part  of  a specific  plan  to 
increase  dietary  iron , in  a balanced  BEEF 
diet  beef  can  be  one  of  the  best-tasting  * 

recommendations  you  ’ 11  ever  make . 


Eye  of  Rmi  nd  Round  Tip 

1 65  mg  iron  2.50mgiron 

155calories  162calories 

5 5g  total fat  6.4  g total  fat 

(2.  lg  saturated  fat)  (2. 3 g saturated  fat) 
59  mg  cholesterol  69  mg  cholesterol 


‘ ‘ Thv  8ki. n rt i/tst  Sti nr”* 


TbpLoin  TbpRound 


2.10mginm  2.45mgiron 

172calories  162calories 

7.6  g total  fat  5.3  g total  fat 

(3.0 g saturated fat)  ( 1. 8 g saturated fat) 
65  mg  cholesterol  72  mg  cholesterol 


Sirloin  Tenderloin 


2.85mgiron  3.05mgiron 

177  calories  174  calories 

7.4  g total  fat  7.9  g total  fat 

(3.0  g saturated  fat)  (3.1  g saturated fat) 
76  mg  cholesterol  72  mg  cholesterol 


Composite  of  cooked  retail  cuts  of  beef 

Protein 

25.9  g 

Iron 

2 7 mg 

Zinc 

6.0  mg 

Vitamin  B-12 

2.28  meg 

Thiamin 

.08  mg 

Niacin 

3.6  mg 

Sodium 

55  mg 

Total  Fat 

8.7  g 

(Saturated  Fat) 

(3.4  g) 

Cholesterol 

76  mg 

Calories 

189 

1 United  States  Department  of  Agriculture.  "Nationwide  Food  Consumption  Survey,  Continuing  Survey  of  Food  Intakes  by  Individuals.  (NFCS,  CSFII)"  "Report  No  86-1  'Nutrients  in  3 oz.  trimmed  and  cooked:  USDA  Flandbook  8-13.  Rev  1986 


Oklahoma  Beef  Commission,  312  N.E.  28th,  Oklahoma  City,  OK  73105,  405-521-4022 


Always  on  call 


For  over  20  years,  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.’’  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY  / 

INTERNATIONAL  INSURANCE  FACILITIES 


Insurance  Counselors  to  the  OSMA 


P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 
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Editorial 


Resolved:  America  Deserves  Better  . . . 


The  decade  of  the  nineties  will  find  United  States 
health  care  distressed  and  afflicted  and  disinte- 
grating. Technological  medical  advances  still  con- 
tinue, but  care-giving  has  been  shackled  by  a maze 
of  government  regulations.  Patients  are  now  more 
worried  about  care  availability  than  they  are  about 
disease.  Medical  student  recruitment  is  at  a histori- 
cal low.  Health  administration  overhead  is  so  inflated 
by  paper-shuffling  that  industrialists  rebel  and  de- 
mand a new  system.  The  general  outcry  has  fluxed 
to  a discordant  roar  of  protest  at  the  incongruity  of 
the  system. 

Prudence  calls  for  the  present  uproar  to  evolve 
into  a reasonable  national  debate  to  solve  America’s 
health  care  problems.  Toward  that  end,  the  American 
Medical  Association  recently  proposed  “Health  Ac- 
cess America,”  a series  of  statements  and  proposed 
solutions  to  be  discussed  and  implemented  by  various 
factions  in  the  United  States.  The  proposal  features 
sixteen  elements,  and  every  element  touches  a sore 
point  in  the  system.  Many  of  the  AMA  statements  are 
sugarcoated,  and  some  propose  “reform”  that  must  be 
carried  out  by  factions  not  now  interested  in  reform. 
One  element  proposes  tax  law  changes,  and  others 
would  require  Congress  to  express  a whole  new 
philosophy  of  governance.  Some  proposals  require 
broad  national  actions,  and  others  need  specific  local 
reactions. 

The  AMA  debate  challenge  of  “Health  Access 
America”  is  ambitious,  but  timely.  A long  list  of  self- 
interested  cohorts  must  be  transformed  en  route  to  a 
comprehensive  and  fair  resolution  of  all  sixteen  is- 
sues. These  current  conflicts  must  be  resolved  if  a 
reasonable  health  care  system  is  to  survive. 

Let  us  begin  the  debate. 

Despite  the  enormous  difficulty  of  some  of  the 
issues,  despite  the  possible  rancor  of  the  upcoming 
debate,  we  physicians  must  debate  these  isssues  in 
the  belief  that  the  health  care  delivery  system  we  had 
a generation  ago  was  superior  to  what  we  have  now. 
And  the  forthcoming  debate,  if  we  debate  well,  will 


lead  us  out  of  the  socialistic  quagmire  where  we  now 
find  ourselves. 

Socialism  has  been  proven  inferior  to  free  market 
services  everywhere.  And  yet,  here  in  the  US,  many 
of  the  present  problems  of  medicine  result  from  the 
inadvertent  socialism  our  unthinking  legislators 
have  mandated.  The  AMA  “Health  Access  America” 
is  a sixteen-plank  platform  on  which  we  physicians 
can  stand  to  point  the  way  out  of  the  collectivist 
wilderness. 

Our  Oklahoma  problems  should  be  especially 
studied  by  our  Oklahoma  physicians  and  the  Okla- 

When  the  patient...  once  again... 
can  decide  who  will  be  paid  how 
much  for  what  service,  then  will 
sanity  return  to  the  medical 
marketplace. 

homa  State  Medical  Association  as  our  topical  con- 
tribution to  the  debate.  The  return  of  the  patient  to 
the  center  of  the  payment  decision  should  be  one  of 
our  principal  goals.  When  the  patient  has  once  again 
been  made  the  Chancellor  of  the  Exchequer  and  can 
decide  who  will  be  paid  how  much  for  what  service, 
then  will  sanity  return  to  the  medical  marketplace. 
Then  will  socialism  and  bureaucracy  diminish.  The 
patient  who  is  a free  agent,  whether  subsidized  by 
government,  indemnified  by  insurance  or  paying 
personally,  and  who  can  make  a truly  free  market 
contract  for  medical  care  is  the  most  rational  and 
efficient  health  care  purchaser  in  the  world. 

There  are  many  who  assert  that  patients  are  too 
confused  or  uninformed  to  know  how  to  buy  medical 
care.  But  they  are  wrong,  and  outrageously  elitist, 
and  some  are  closet  socialists.  While  some  individu- 
als may  make  errors  in  any  purchase,  patients  as  a 
whole  know  far  better  the  worth  of  medical  care  than 
does  any  committee  of  physicians  or  insurance  ac- 
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tuaries.  In  the  aggregate,  patients  spending  personal 
funds  for  medical  care  will  establish  a fair  and  equit- 
able fee  scale.  The  current  morbid  aberrations  in  fee 
scales  result  from  political  manipulation  of  fees  for 
third-party  economic  goals.  Insurance  contracts, 
labor  union  pressures,  and  government  bureaus  have 
preempted  and  crippled  the  free  market.  Free  pa- 
tients spending  their  own  funds  for  medical  care 
would  eliminate  these  inequities. 


The  medical  profession  should  encourage  debate 
and  action  on  “Health  Access  America.”  As  a society, 
we  must  abandon  socialism  and  again  develop  a free 
market  medical  system  where  altruism  will  provide 
access. 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.  Paul  J.  Kanaly,  M.D. 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
Fellows  of  the  American  College  of  Surgeons 

24  Hour  Consultation  and  Referral 

Cardiac  Surgery  * Vascular  Surgery  ‘ Thoracic  Surgery 
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Reflections  on  Organizations 

The  annual  meeting  of  our  as- 
sociation last  month  was  the  oc- 
casion for  substantial  pride  in 
Oklahoma  physicians,  tinged, 
perhaps,  by  a moment  or  two  of 
disappointment. 

What  the  House  accom- 
plished was  significant  — a 
commitment  to  the  concept  that 
all  of  us  should  be  on  an  equal 
footing  in  dealing  with  Medicare  and  a commitment 
to  seek  an  end  to  the  vast  regional  disparities  in  the 
United  States  in  physician  reimbursement.  As  one 
moves  from  either  coast  to  the  center  of  our  nation 
the  inequities  multiply! 

We  welcomed  the  commitment  of  the  American 
Medical  Association  to  insist  in  Congress  for  a na- 
tional floor  on  Medicare  payments.  If  successful,  this 
assures  that  Oklahoma  will  not  drop  to  the  bottom 
of  the  states  and  territories  when  the  resource  based 
relative  value  scale  conversion  occurs. 

We  became  the  first  state  association  to  endorse 
the  AMA’s  Health  Access  America  plan  for  coping 
with  access  to  and  payment  for  medical  and  hospital 
service.  We  took  laudable  actions  to  improve 
perinatal  care,  work  toward  a more  healthful  envi- 
ronment, encourage  young  physicians  and  students 
to  participate  in  organized  medicine,  and  improve 
our  relationships  with  the  nursing  profession. 

With  a strong  two-thirds  vote,  the  House  also  de- 
cided not  to  question  the  need  to  stay  united  in  Amer- 
ican medicine  in  the  clearly  difficult  years  ahead. 

These  were  actions  of  a group  of  men  and  women 
dedicated  to  patients  and  our  profession.  They  were 
taken  after  long  discussion  and  heady  debate,  and  we 
as  individuals  should  thank  our  delegates  who  took 
the  time  from  their  practices  and  families  to  repre- 
sent us. 

I mentioned  a moment  or  two  of  disappointment, 
and  it,  too,  was  there.  In  the  long  and  passionate  dis- 
cussion of  unity  in  organized  medicine  it  became 
clear  that  we  are  not  all  equally  knowledgeable 
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about  either  our  state  or  national  associations.  Your 
Board  and  your  officers  will  assume  a larger  role  in 
communications  with  you,  if  you  will  have  us.  Sara 
DePersio,  MD,  our  new  Board  chair,  will  bring  to  the 
Board  the  concept  of  multiple  locations  for  Board 
meetings  and  open  invitations  to  all  members  to 
come  and  observe  its  deliberations.  As  your  president 
I hope  each  component  county  society  will  ask  the 
trustee  from  that  county’s  district  to  attend  meetings 
of  the  county  society.  It  was  a disappointment  to 
learn  that  many  counties  have  never  asked  their  trus- 
tee to  share  with  them  their  meetings  and  their 
thoughts. 

Equally  disappointing  was  the  lack  of  apprecia- 
tion and  in  some  cases  blatant  misinformation  about 
what  the  AMA  does  for  each  of  us.  This  is  a more  dif- 
ficult problem  to  address,  in  part  because  the  scope 
of  the  AMA  is  so  broad  and,  in  part,  because  meaning- 
ful communication  requires  the  attention  of  at  least 
two  parties. 

Each  week  we  all  receive  the  single  most  valuable 
source  of  information  about  American  medicine,  AM 
News.  It  covers  Washington  and  the  states.  It  also 
covers  your  American  Medical  Association.  In  the 
weeks  ahead  it  will  detail  every  item  of  business  to 
come  before  the  AMA  House,  and  every  action  taken 
by  the  House.  Read.  Read  thoroughly  and  compul- 
sively. This  is  a wonderful  introduction  to  the  organi- 
zation upon  which  our  futures  depend. 

With  your  membership  certificate  each  year,  you 
receive  a condensed  booklet  about  your  AMA.  Read 
it.  Study  it.  It  is  a record  of  great  accomplishment. 

Come  to  a meeting!  The  annual  meeting  of  the 
AMA  in  June  in  Chicago  is  open  to  you,  and  you  will 
learn  much.  Become  a member  of  the  Hospital  Med- 
ical Staff  Section  and  enter  into  its  debates.  Come  to 
the  reference  committees  and  testify  on  any  topic  of 
concern  to  you.  You  will  find  the  AMA  House  the  most 
open  and  thoughtful  deliberative  body  in  America. 

Finally,  communicate  with  your  AMA  delegates. 
They  represent  you  and  can  carry  your  voice  force- 
fully to  the  nation.  More  importantly,  invite  them  to 
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your  county  meetings!  Much  more  is  being  done  in 
our  behalf  than  this  entire  Journal  could  encom- 
pass. Your  delegates  want  to  share  information  about 
the  AMA  and,  simultaneously,  learn  your  concerns 
and  how  they  can  best  be  met. 

Membership  is  a privilege.  It  is  also  a responsibil- 
ity. Let  us  each  pledge  this  year  to  free  and  open  com- 


munication, and  to  a resolve  to  work  together  in  the 
best  interests  of  our  patients  and  our  profession. 


OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  M.D.*  John  S.  Chaffin,  M.D.* 

David  W.  Vanhooser,  M.D. 

*Diplomates  American  Board  of  Thoracic  and  Cardiovascular  Surgery 
*Diplomates  American  Board  of  Surgery 

Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 

3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 

(405)  945-4278  1-800-522-6525 

24  Hour  Referral  and  Consultation 
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Thrombosis  in  Human  Pancreatic  Transplantation 
Associated  with  Elevated  Cyclosporine  Levels  and 
Possible  Protection  by  Antihypertensive  Agents 

William  C.  Jennings,  MD;  John  Smith,  MD;  Robert  J.  Corry,  MD 


Acute  thrombosis  in  human  pancreatic  transplantation 
(HPT)  remains  a serious  problem  occurring  in  10%  to 
30%  of  many  reported  series.  Thrombosis  may  result 
from  a number  of  causes  including  technical  error, 
acute  rejection,  or  low-flow  states  secondary  to  condi- 
tions within  the  host  or  in  the  transplanted  organ. 

Evidence  accumulates  suggesting  cyclosporine 
(CSA)  acts  as  a potent  vasoconstricting  agent  and  that 
antihypertensive  medications  such  as  calcium  channel 
blocking  agents  may  offer  protection  from  this  effect. 
We  have  reviewed  68  consecutive  human  pancreatic 
transplants  at  the  University  of  Iowa,  specifically 
evaluating  CSA  levels,  and  the  use  or  nonuse  of  anti- 
hypertensive medications.  We  found  CSA  levels  in  pa- 
tients with  transplant  thrombosis  to  be  elevated  above 
the  mean  in  80%  of  patients  with  levels  available  24 
hours  prior  to  thrombosis.  Fifty  percent  of  these  (CSA) 
levels  were  well  above  one  standard  deviation.  In  addi- 
tion, those  patients  receiving  routine  antihypertensive 
medication  (most  commonly  calcium  channel  blocking 
agents)  were  statistically  less  likely  to  have  thrombosis 
of  the  pancreatic  transplant.  We  suggest  that  elevated 
levels  of  CSA  may  play  at  least  a partial  role  in  throm- 
bosis of  HPT  and  antihypertensive  agents  may  offer  pro- 
tection from  this  effect. 

Cyclosporine  (CSA)  has  played  a major  role  in  the 
clinical  success  of  human  pancreatic  transplan- 
tation (HPT).  Although  not  well  understood,  CSA 


Direct  correspondence  to  William  C.  Jennings,  MD,  Assistant  Professor,  Department  of 
Surgery.  University  of  Oklahoma  College  of  Medicine-Tulsa,  2808  South  Sheridan, 
Tulsa,  OK  74129. 


nephrotoxicity  has  been  documented  in  human  liver,1 
heart,2  and  kidney  transplant  recipients.  Elevated 
levels  of  CSA  in  animal  models  have  been  shown  to 
cause  decreased  renal  blood  flow  secondary  to  in- 
creasing renal  vascular  resistance.3  Drugs  such  as 
calcium  channel  blocking  agents  may  prevent  this  ef- 
fect on  blood  flow  and  may  be  beneficial  in  avoiding 
the  toxic  effects  of  CSA.4  CSA-induced  pancreatic 
dysfunction  was  suggested  in  a recent  series  of  renal 
transplant  patients5  and  may  also  occur  in  HPT. 

Acute  thrombosis  in  HPT  remains  a serious  prob- 
lem and  is  undoubtedly  a multifactorial  event.  We 
postulate  that  those  patients  with  elevated  serum 
levels  of  CSA  ipay  have  increased  pancreatic  vascular 
resistance  and  therefore  lower  blood  flow  and  a 
higher  rate  of  pancreatic  graft  thrombosis.  Addition- 
ally, we  have  reviewed  the  effect  of  antihypertensive 
agents  that  may  have  conincidentally  played  a protec- 
tive role  in  preventing  intense  vascular  constriction, 
thereby  avoiding  thrombosis. 

Methods  and  Materials 

Pancreatic  transplantation  was  performed  in  68  pa- 
tients between  March  1984  and  March  1988  at  the 
University  of  Iowa.  Recipients  of  pancreatic  trans- 
plantations ranged  in  age  from  24  to  48  years  of  age. 
Donors  ranged  in  age  from  5 to  58.  Three  patients 
were  excluded  from  this  study.  One  had  an  intra- 
operative myocardial  infarction  and  expired  im- 
mediately. The  second  had  a technically  unsuccessful 
graft,  and  the  organ  was  immediately  removed.  The 
third  patient  excluded  had  a successful  transplanta- 
tion but  essentially  received  no  cyclosporine  during 
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the  period  study.  Immunosuppression  and  technical 
procedures  have  been  described  previously.6  Intraven- 
ous CSA  was  given  all  patients  until  they  were  able 
to  take  oral  medications. 

Results 

Pancreatic  graft  thrombosis  was  seen  in  the  first  8 
postoperative  days  in  this  series  of  patients.  It  occur- 
red in  9 of  the  first  34  patients  (26.5%)  and  in  6 of 
the  last  34  patients  (17.6%).  Cyclosporine  levels  were 
obtained  on  a daily  basis  and  dosage  adjustments 
made  accordingly.  Cyclosporine  levels  for  all  patients 
are  shown  in  Figure  1.  The  line  graph  displays  (with 
one  standard  deviation)  mean  daily  trough  CSA 
levels  in  all  grafts.  Individual  trough  levels  obtained 
in  the  24  hours  prior  to  thrombosis  were  available  in 
10  of  15  patients  who  had  acute  thrombosis  and  are 
displayed  individually.  Eight  of  these  10  values  were 
above  the  mean  and  5 of  the  10  values  were  well  above 
one  standard  deviation. 

Control  of  hypertension  was  on  an  individualized 
basis.  Almost  all  of  these  patients  received  multiple 
drugs  as  shown  in  Table  1.  Patients  were  judged  to 
have  been  treated  if  they  received  one  or  more  of 
these  medications  at  least  twice  daily  during  the  8 
days  after  transplantation.  These  criteria  were  estab- 
lished prior  to  evaluating  the  data  and  an  indepen- 
dent evaluator  assigned  each  case  to  treated  or  un- 


Figure  1.  Line  graph  demonstrates  mean  serum  trough  CSA 
levels  in  all  pancreatic  transplant  recipients  and  one  standard 
deviation.  X = individual  trough  CSA  levels  prior  to  acute 
thrombotic  episodes.  These  were  available  in  10  patients.  They 
were  elevated  above  the  mean  in  8,  and  above  one  standard 
deviation  in  5 patients. 


Table  1.  Frequency  of  Use  of  Antihypertensive  Agents  in  Pan- 
creatic Transplant  Recipients 


Calcium  channel  blocking  agents 38 

Nifedipine  HcL  28 

Verapamil  HcL 6 

Deltizazem  HcL  4 

Hydralazine  Hcl  29 

Clonidine  Hcl  19 

Minoxidil 7 

Methyldopa 3 

Metroprolol  tartrate 3 

Captopril 1 

Prazosin  1 


Six  patients  received  four  drugs,  ten  patients  received  three  drugs,  and  nineteen  pa- 
tients received  two  drugs. 


treated  categories.  Of  the  65  patients  studied,  38 
(58.5%)  were  classified  as  “treated”  for  hypertension. 
Patients  receiving  these  medications  were  signifi- 
cantly less  likely  (P<0.01)to  have  an  acute  throm- 
botic event  when  compared  to  patients  not  receiving 
antihypertensive  medications  (Fig  2).  No  patients  re- 
ceiving multiple  agents  suffered  a thrombosis. 

These  data  demonstrate  that  pancreatic  recip- 
ients suffering  acute  thrombosis  frequently  had  ele- 
vated circulating  levels  of  cyclosporine.  Additionally, 
those  patients  receiving  antihypertensive  medica- 
tions that  would  theoretically  offer  protection 
against  acute  vasospasm  were  significantly  less 
likely  to  suffer  thrombosis  of  their  pancreatic  trans- 
plant. 
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Figure  2.  Patients  receiving  antihypertensive  medications 
(most  frequently  calcium  channel  blocking  agents)  were  sig- 
nificantly less  likely  (P<0.01)  to  suffer  acute  graft  thrombosis. 
Thrombosis  was  not  seen  in  any  patient  receiving  multiple 
agents. 
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Discussion 

Reversible  pancreatic  dysfunction  caused  by  CSA  has 
been  demonstrated  in  the  dog78  and  in  the  trans- 
planted pancreas  in  the  rat.9  Unexpected  emergence 
of  diabetes  in  solid  organ  transplant  recipients 
treated  with  cyclosporine10  suggests  some  effect  may 
be  present  in  humans  as  well.  The  exact  mechanism 
of  cyclosporine  toxicity  remains  uncertain  although 
mounting  evidence  suggests  abnormalities  in  pros- 
tacyclin/thromboxane metabolism.11 121314  Recent  ani- 
mal studies  suggest  benefit  by  thromboxane  inhibi- 
tion from  dietary  fish  oil  or  the  use  of  prostaglandin 
E analog.1516  The  toxic  effect  may  be  mediated 
through  a profound  arteriolar  vasoconstriction  and 
has  been  studied  most  fully  in  the  kidney.317  Other 
experimental  work  has  been  done  suggesting  protec- 
tion may  be  afforded  from  the  unwanted  effects  of 
cyclosporine  by  use  of  calcium  channel  blocking 
agents.41819  Clinical  studies  have  further  substan- 
tiated this  data  suggesting  benefit  in  renal  trans- 
plant patients.2021 

We  have  demonstrated  in  the  rat  pancreas  a pro- 
found increase  in  vascular  resistance  in  response  to 
high  doses  of  cyclosporine.  This  corresponded  with  de- 
creasing pancreatic  blood  flow  and  was  reversed  and 
prevented  by  administration  of  verapamil.22  We 
speculate  that  a similar  effect  by  cyclosporine  may 
exist  in  HPT,  and  thrombosis  may  be  the  extreme  end 
point  of  this  effect.  The  data  in  this  report  suggest 
that  at  least  in  some  patients,  elevated  serum  levels 
of  cyclosporine  may  be  associated  with  acute  throm- 
bosis in  HPT  and  additionally  that  antihypertensive 
medications  such  as  calcium  channel  blocking  agents 
offer  significant  protection  in  the  immediate  post- 
operative period.  (J) 
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The  patient  and  surgeon  had 
been  in  the  operating  room 
for  almost  two  hours  and  the 
surgery  still  hadn’t  begun.  That 
was  normal  with  brain  surgery, 
though.  A neurosurgeon’s  prepara- 
tion for  getting  to  the  location  of 
the  problem  is  extremely  meticul- 
ous. 

Every  visible  and  hidden  piece 
of  brain  tissue  has  a function. 
There  are  no  unimportant  parts  of 
the  brain.  Neurosurgeons  know 
that  the  old  quip  about  one  slip  of 
the  scalpel  wiping  out  15  years  of 
piano  lessons  is  no  joke. 

The  patient’s  signs,  symptoms, 
and  a battery  of  neurological  test- 
ing suggested  a tumor  of  the  left 
frontal  lobe.  As  the  mass  had  ex- 
panded, pressure  on  the  brain 


increased,  producing  intense 
headaches  and  abnormal  vision. 
By  using  an  ophthalmoscope,  the 
pressure  on  the  optic  nerve  could 
be  calculated  from  0 (normal)  to 
10.  The  patient  had  a papilledema 
level  of  8. 

An  X-ray  showed  a displace- 
ment or  distortion  in  a ventricle 
usually  associated  with  a tumor. 
The  ventriculogram,  which  had 
taken  about  an  hour  to  perform, 
involved  boring  small  holes  in  the 
skull  and  injecting  air  into  the 
ventricles,  creating  a better  con- 
trast medium  for  X-rays. 

With  the  tumor’s  general  loca- 
tion pretty  well  in  mind,  Jess 
Herrmann  finally  began  making 
the  incision  into  the  patient’s 
scalp.  About  45  minutes  passed  be- 
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fore  the  “flap  was  turned,”  a piece 
of  scalp  about  the  size  of  a man’s 
fist  peeled  out  of  the  way. 

This  was  only  Dr  Herrmann’s 
second  brain-tumor  surgery  in  the 
last  four  years.  While  he  was  in  the 
Army  from  1942  until  December 
1945,  the  neurosurgeries  he  per- 
formed in  tents  on  islands  in  the 
Pacific  involved  gunshot  or  shrap- 
nel wounds.  As  he  operated  now,  in 
early  1946,  he  wore  a remnant 
from  those  times:  his  old  high-top 
GI  shoes.  He  said  they  were  com- 
fortable, and  comfort  was  a pre- 
mium to  a man  who  frequently 
spent  six  straight  hours  on  his 
feet. 

Tall  — 6 feet  2 — and  thin  (some 
would  even  say  gaunt),  Herrmann 
is  an  imposing  sight  in  the  operat- 


ing room.  Though  his  appearance 
is  rough-hewn  and  weatherbeaten 
(the  medical  students  secretly  call 
him  “old  saddlebags”),  he  has  a de- 
lightful personality  and  no  one 
likes  to  laugh  more  than  he  does. 

But  not  now.  Neurosurgeons  are 
nearly  obsessed  by  potential  disas- 
ter. Herrmann’s  scrub  nurse,  Jessie 
Jenkins,  gives  him  the  hand  drill 
for  boring  holes  through  the  skull. 
He  drills  three  holes  with  the 
brace  and  bit  and  uses  a perforator 
burr  to  refine  the  holes  to  about 
the  size  of  an  index  finger.  As  he 
turns  the  handle  of  the  drill,  shav- 
ings accumulate  on  the  drape. 
Using  special  techniques  and  in- 
struments, he  saws  between  the 
holes  to  create  a large  opening  and 
bevels  the  skull  bone  so  that  the 


flap  can  be  refitted  snugly. 

After  the  dura,  the  brain’s  pro- 
tective membrane,  is  retracted, 
the  brain  is  exposed.  But  there  is 
no  time  to  sightsee.  Already  the 
procedures  have  caused  the  brain 
to  begin  swelling. 

The  brain,  pink  and  gray  and 
covered  by  a web  of  small  blood 
vessels,  beats  steadily.  Herrmann 
works  deliberately  if  not  speedily 
and  with  total  concentration.  He 
often  describes  out  loud  what  he  is 
seeing.  Visible  now  is  part  of  the 
tumor,  embedded  within  a fold  of 
the  frontal  lobe.  Even  with  the  air 
studies  and  more  precise  neurolog- 
ical tests,  neurosurgeons  in  1946 
commonly  open  the  skull  and  still 
can’t  find  the  problem’s  source.  Or 
they  find  it,  but  the  location  is 
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such  that  they  can’t  correct  the 
problem:  some  tumors  infiltrate 
the  minute  crevasses  of  the  brain; 
unseen  blood  vessels  that  are  acci- 
dentally cut  can  become  deadly 
cerebral  hemorrhages.  The  mor- 
tality rate  for  brain  surgeries 
ranges  between  30  and  50  percent. 

This  tumor  is  purplish  and  obvi- 
ously alien.  He  snips  off  a piece 
and  it  is  taken  to  pathology.  Aside 
from  location,  tumor  type  also  is 
crucial.  Based  on  the  path  report, 
Herrmann  will  know  shortly  if  the 
patient  has  much  if  any  chance  to 
survive.  Meanwhile,  he  begins 
“taking”  part  of  the  tumor  with  an 
instrument  called  a Bovie  that 
cuts  and  cauterizes  simultane- 
ously. He  decides  that  he  will  not 
need  a consultation  with  his  part- 
ner, Dr  Harry  Wilkins,  who  is  still 
the  only  other  neurosurgeon  in 
Oklahoma  and  who  taught  him 
virtually  everything  he  knows 
about  neurosurgery. 

Herrmann  leans  closer;  the 
light  illuminating  the  brain  comes 
from  an  auto  headlight  bulb  which 
is  attached  to  the  strap  around  his 
head.  Even  so,  he  can’t  see  well 
deep  inside  the  brain  and  doesn’t 
know  if  he  has  gotten  all  of  the 
tumor.  Time  will  tell. 

In  recovery,  the  patient’s  face 
has  swollen  to  the  size  of  a football 
and  both  eyes  are  swollen  shut  and 
blackened.  One  of  Herrmann’s  col- 
leagues in  New  York  once  told  a pa- 
tient that  the  effect  of  such  a brain 
operation  would  be  approximately 
that  of  the  explosion  of  a .45 
caliber  bullet  against  the  head. 

Herrmann  wouldn’t  like  that 
analogy.  It  is  too  crude  for  one  who 
respects  the  specialty  — and  the 
200  or  so  in  the  US  who  practice  it 
— as  much  as  he  does.  And  though 
a lot  of  his  patients  have  died  since 
he  began  operating  in  1936,  a lot 
of  them  have  recovered.  As  he  tells 
them  before  surgery,  “We  don’t 


know  your  chances  until  we  do  the 
operation.  But  we  do  know  your 
chances  without  it.” 

* * * 


On  a cool,  sunny  February 
afternoon  in  1990,  23 
years  after  performing 
his  last  neurosugical  procedure, 
Jess  Herrmann  sits  staring  out  his 
large  living  room  window  as 
though  it  were  a monitor  for  look- 
ing backward. 

For  the  last  hour,  he  has  been  re- 
flecting about  his  career  in  the 
late  forties  and  his  memory  “isn’t 
what  it  used  to  be.”  He  is  happy  to 
have  a break. 

At  83,  he  lives  alone.  Mary  Jo, 
his  wife  of  55  years,  died  two 
springs  ago.  During  her  last  few 
months,  she  was  in  a nursing 
home  and  often  didn’t  recognize 
him  and  their  daughters  or  grand- 
children. He  lives  in  a spacious 


house  he  had  built  in  the  mid- 
sixties from  the  pine  forests  that 
surround  the  90  acres  he  cleared 
and  brushhogged  himself.  The 
land,  tucked  in  a plain  between 
mountain  ridges  and  one  of  Lake 
Ouachita’s  eastern  tributaries,  is 
about  five  miles  from  the  nearest 
town,  Mountain  Pine,  Arkansas. 
Turning  off  the  last  paved  road, 
you  are  within  a mile  of  the  house. 

But  if  it  has  been  raining,  it  is  a 
daunting  mile  bcause  the  road 
will  be  a muddy,  rocky  path,  criss- 
crossed at  intervals  by  three  swift- 
moving  streams.  Emerging  from 
the  last  of  these  obstacles,  a sign 
invites  you  to  KEEP  OUT.  Only 
invited  guests,  deer  hunters,  or 
the  hopelessly  lost  make  it  to  this 
point. 

Just  beyond  a low  hill  and  bend 
in  the  road  sit  three  houses  spaced 
several  hundred  yards  apart,  each 
surrounded  by  groves  of  pine  and 
a mixture  of  hardwoods.  Jess 
Herrmann’s  is  at  the  end  of  the 
road. 

His  view  from  the  window  would 
make  a landscape  painter’s  day, 
especially  in  another  two  weeks 
when  the  fruit  trees,  dogwoods, 
and  redbuds  bloom  and  the 
springtime  haze  softens  the  sun’s 
reflection  from  the  pond  in  the  dis- 
tance. Beyond  lies  a ridge  of  blue 
mountains. 

He  puffs  a cigar  and  says,  “It 
wasn’t  that  many  years  ago  that  I 
used  to  climb  up  in  those  moun- 
tains — they’re  really  just  hills. 
And  I’d  hike  to  the  natural  spring 
that  is  the  source  of  those  streams 
that  run  across  the  road  yonder.” 

He  smiles  and  laughs  almost  in-  ■ 
audibly.  Laughter  from  Dr  Herr- 
mann has  multiple  purposes. 
Though  it  comes  with  amusement, 
it  also  is  used  as  punctuation  or  to 
set  up  irony,  such  as  now: 

“You  know,  most  of  my  friends 
back  in  Oklahoma  City  can’t  un- 
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derstand  why  I continue  to  live 
here.  They  say,  ‘Jess,  you’re  not  as 
young  as  you  used  to  be,  why  don’t 
you  move  back  to  the  City  into  one 
of  those  nice  independent  living 
things.’  And  the  answer,”  he  says, 
gesturing  outside,  “is  all  around 
’em.” 

He  leads  the  way  outside, 
through  the  long  glassed-in  utility 
room  containing  piles  of  feed-’n- 
seed  baseball  caps.  Walking 
slightly  stooped  over  and  favoring 
his  left  leg,  he  looks  his  age.  His 
hands  are  the  exception;  the  fin- 
gers are  long,  lovely,  and  show  no 
signs  of  illness.  They  should  be- 
long to  a concert  pianist  or  a sur- 
geon. 

“Jess’s  father  also  had  a great 
pair  of  hands,”  says  Dr  Alvin  Rix, 
who  became  a partner  of  Drs  Herr- 
mann and  Wilkins  after  the  war 


and  remains  one  of  Herrmann’s 
best  friends.  “He  was  not  only  a 
carpenter,  he  was  a true  crafts- 
man. His  specialty  was  spiral 
stairways  and  handrails.” 

Herrmann  wants  to  show  off  his 
work  room,  which  is  located  in  a 
building  behind  the  house.  Many 
of  the  power  and  hand  tools  be- 
longed to  his  father.  Herrmann 
hasn’t  used  them  in  recent  years, 
but  did  enjoy  doing  carpentry  after 
he  quit  doing  surgery.  And  when 
he  was  a youngster,  he  worked  for 
his  father.  “He  wanted  me  to  get 
an  education,”  he  says,  “but  he 
also  wanted  me  to  know  a trade. 
He  felt  like  I should  be  able  to  do 
something  with  my  hands,”  Herr- 
mann says,  laughing,  “if  I ever 
needed  to.” 

With  good  reason.  Though  John 
Herrmann  was  a craftsman,  he 


also  worked  periodically  as  a fry 
cook  to  help  make  ends  meet. 
After  Jess  was  bom  to  John  and 
his  young  wife,  Lena,  on  January 
11,  1907,  the  family  moved  from 
Dennison  to  Amarillo,  Texas. 
When  Jess  was  4,  his  sister,  Doris, 
was  bom  and  the  family  was  com- 
plete. They  moved  to  Oklahoma 
City  before  John  found  the  right 
house  in  the  right  place,  Britton, 
Okla. 

In  1916,  Britton  consisted  of 
only  a few  buildings,  and  unlike 
today,  it  was  separate  and  indepen- 
dent from  its  neighbor  to  the 
south,  Oklahoma  City.  It  was  con- 
nected to  it,  however,  by  a bustling 
street-car  system  called  the  inter- 
urban,  which  ran  south  to  Nor- 
man. There  were  few  automobiles 
and  very  few  paved  roads.  Once, 
John  inadvertently  left  his  toolbox 
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at  a job  in  Packingtown  and  had  to 
borrow  a horse-drawn  wagon  from 
a neighbor  to  retrieve  it.  Jess  re- 
calls that  the  round  trip  took  the 
better  part  of  a day. 


Jess  was  motivated  by  his  par- 
ents to  do  well  in  school,  but  found 
the  classwork  unchallenging. 
“There  was  no  fluff  offered,  but  we 
also  had  no  labs,”  says  Herrmann. 
“The  teachers  were  dedicated,  but 
I don’t  remember  ever  being  par- 
ticularly inspired.” 

Like  most  boys  then,  Jess  had 
part-time  jobs.  When  he  wasn’t 
working  for  his  father  at  ten  cents 
an  hour,  he  worked  in  a general 
store  and  the  post  office.  Later,  he 
drove  a Dr  Young  to  his  house  calls 
at  night  because  “the  old  GP  didn’t 
see  well  after  sunset,”  Herrmann 
says.  “He’d  just  pull  up  and  honk 
and  if  I was  home,  off  we’d  go.  I 
didn’t  have  a driver’s  license  but 
none  was  needed.  He  didn’t  pay 
much,  but  sometimes  he’d  let  me 
help.  Once,  at  a delivery,  he  asked 
me  to  help  after  the  husband  had 
fainted.  He  wanted  to  slow  down 
the  labor,  and  my  job  was  to  drip 
ether  onto  this  big  cone  that  I was 
holding  over  the  woman’s  face.  We 
delivered  her  baby  on  her  kitchen 
table.” 

By  high  school,  Jess  was  hoping 
to  be  a musical  entertainer.  “Back 
in  those  days,  with  no  TV  or  radio, 
families  entertained  themselves, 
and  with  us  it  was  playing  music 
in  the  evenings.”  At  his  father’s  be- 
hest, he  had  taken  several  years  of 


violin  lessons  and  then  “picked 
up”  five  or  six  other  instruments 
that  he  played  in  the  school  band, 
depending  upon  which  was  needed. 
During  his  last  year  of  high  school, 


Jess  played  for  money  in  a musical 
variety  show  that  made  one-night 
stands. 

He  wasn’t  headed  for  a life  of 
show  biz,  however,  because  his 
father,  who  hadn’t  finished  grade 
school,  was  determined  that  his 
children  would  go  to  college. 
Moreover,  the  Herrmanns  had  ac- 
quired a radio,  and  when  Jess 
heard  what  real  musicians  sounded 
like,  he  saw  things  in  a different 
light. 

If  he  was  in  a career  quandary, 
it  wasn’t  for  long.  He  enrolled  at 
Oklahoma  City  University  and 
was  captivated  by  his  science 
courses  and  labs.  After  his  junior 
year,  he  was  accepted  by  the  Uni- 
versity of  Oklahoma  medical 
school,  which  in  1927  was  located 
in  Norman.  During  his  two  basic 
science  years,  he  managed  to 
make  good  grades  and  good  money 
as  a musician.  He  also  was  tenor 
soloist  in  the  OU  Chorus,  which 
participated  in  national  competi- 
tion at  New  York  City’s  Carnegie 
Hall  in  1929.  To  enhance  his  abil- 
ity, Jess  was  sent  to  a music  coach, 
who  helped  him  improve  his 
breathing  and  phrasing. 

He  graduated  in  1931,  the  same 
year  that  Oklahoma  acquired  its 
first  neurosurgeon,  Dr  Harry  Wil- 
kins. But  their  paths  didn’t  cross 


until  after  Herrmann  completed 
his  internship  in  Vancouver, 
British  Columbia. 

Wilkins  had  graduated  from  OU 
in  1927  and  trained  under  intema- 
tionally  famed  neurosurgeon 
Ernest  Sachs  at  Washington  Uni- 
versity in  St.  Louis.  His  return  to 
practice  in  Oklahoma  was  a god- 
send for  the  state.  Before  then,  Ok- 
lahomans needing  neurosurgery 
to  save  their  lives  had  to  go  to  Kan- 
sas City,  Mo,  or  Memphis,  Tenn. 
Some  general  surgeons  would  do 
emergency  craniotomies,  but  they 
had  neither  the  expertise  nor  the 
experience  to  help  many  patients. 

Neurosurgery  as  a surgical  spe- 
cialty was  still  new  in  1931.  The 
father  of  neurosurgery,  Harvey 
Cushing  of  Johns  Hopkins  Univer- 
sity, was  still  alive  — one  of  fewer 
than  100  neurosurgeons  in  the  na- 
tion. 

Herrmann’s  return  to  Okla- 
homa City  in  1932  came  about 
when  Canada  retaliated  over  a 
new  and  unfavorable  US  immigra- 
tion policy.  His  acceptance  to  the 
medical  residency  program  in  Van- 
couver was  rescinded,  and  it  was 
too  late  to  get  another  residency 
position  somewhere  else.  “I  didn’t 
have  a pot,”  is  Herrmann’s  descrip- 
tive and  abbreviated  way  of  ex- 
pressing poverty  or  coming  up 
short. 

Back  in  Oklahoma  City,  both  of 
St.  Anthony’s  residency  positions 
were  filled:  one  in  medicine  and 
one  in  surgery.  He  lucked  into  an 
internship  slot  at  St.  Anthony 
Hospital,  but  since  he  had  already 
completed  an  internship,  he  didn’t 
feel  all  that  lucky.  He  also  didn’t 
feel  that  he  was  ready  to  hang  up 
a shingle.  Within  a month,  how- 
ever, the  medicine  resident  re- 
signed and  Herrmann  got  his  spot. 

Herrmann  was  on  the  spot  in 
some  other  ways,  too.  At  that  time, 
a medicine  residency  encompass- 


U nlike  most  of  his  fellow  medical  students, 
Herrmann  liked  the  complexity  of  the 
nervous  system  because  it  was  so  orderly. 
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ed  everything  that  wasn’t  surgery, 
including  some  disciplines  he 
didn’t  care  for,  particularly  OB.  On 
the  OB  service,  there  was  a young 
but  extraordinarily  competent 
head  nurse,  Mary  Jo  Fry,  who 
“showed  him  the  ropes  and  kept 
him  out  of  trouble.”  Impressed  by 
her  expertise  and  savior  faire,  he 
asked  her  out  even  though  hospi- 
tal rules  forbade  doctor-nurse  dat- 
ing. They  continued  to  violate  that 
rule  for  several  months. 

On  one  date,  the  couple,  who 
had  been  dancing  at  a night  spot 
near  El  Reno,  was  kidnapped  in 
Mary  Jo’s  car  by  two  armed  bank 
robbers.  “They  needed  a car  and 
took  us  along  so  we  couldn’t  call 
the  police,”  Herrmann  recalls.  “I 
sat  between  these  guys  and  Mary 
Jo  was  on  my  lap.  Though  they 
were  nervous  and  one  had  a gun 
trained  on  us,  Mary  Jo  held  up 
beautifully.” 

At  about  3 am,  the  men  ordered 
the  couple  out.  They  were  excused 
on  a country  road,  and  fortunately 
they  weren’t  far  from  Mary  Jo’s 
parents’  farm  near  Chickasha. 
Later,  after  the  men  had  robbed 
another  bank  and  gotten  caught, 
the  car  was  returned  intact  except 
for  a bullet  hole  in  the  rear  win- 
dow. Shortly  thereafter,  in  October 
1933,  the  couple  got  married.  And 
after  Herrmann  began  his  prac- 
tice, he  and  Mary  Jo  started  a fam- 
ily. Their  first  daughter,  Margaret, 
was  bom  in  1937  and  their  second, 
Sally,  was  bom  in  1940. 

* * * 

Back  in  his  living  room, 
lighting  up  a fresh  cigar, 
Jess  Herrmann  sits  amid 
most  of  what  he  uses  or  needs  dur- 
ing the  day.  His  TV  remote  control, 
radio,  lamp,  and  ashtray  are 
handy;  reading  material  in  piles 
or  in  boxes  or  grocery  sacks  is 
within  reach  of  his  easy  chair.  The 


same  penchant  for  orderliness 
that  is  evident  today  in  his  home 
probably  sparked  his  early  in- 
terest in  neuroanatomy. 

Unlike  most  of  his  fellow  medi- 
cal students,  he  liked  the  complex- 
ity of  the  nervous  system  because 
it  was  so  orderly.  And  ironically, 
he  found  the  disorder  and  illogic  of 
neurological  diseases  challenging 
and  stimulating.  During  his  resi- 
dency, he  wasn’t  satisfied  to  learn 
neurology  only  by  signs  and 
symptoms;  he  wanted  to  know  the 
underlying  pathology  of  these 
bizarre  and  often  devastating  dis- 
eases and  disorders. 

One  man  in  Oklahoma  City 
could  help  him.  Harry  Wilkins  had 
begun  his  pioneering  neurosurgi- 
cal practice  the  year  before.  He 


combined  a scholarly  interest  in 
neurology  with  humane  care  for 
his  patients.  And  he  had  the  sing- 
ular skills  that  enabled  him  to 
help  a segment  of  Oklahomans 
that  previously  had  had  no  re- 
course except  to  suffer  and  die. 
Herrmann  saw  Wilkins  as  a highly 
skilled  pioneer  in  a brave  new 
world. 

His  view  ofWilkin’s  work  was  al- 
most unique  among  the  students 
and  interns  exposed  to  neurosur- 
gery. They  tended  to  emphasize 
the  downside:  spending  five  or 
more  hours  holding  retractors  and 
getting  fallen  arches  while  the  pa- 
tient died  almost  as  often  as  not. 

Yet,  Wilkins  and  Herrmann  had 
good  rapport  from  the  beginning. 
Herrmann  admired  the  older 
man’s  remarkable  skills,  consider- 
ateness, and  courtly  manner.  Wil- 
kins appreciated  the  younger 
man’s  interest,  even  enthusiasm, 
for  what  he  was  doing.  Their  pro- 
fessional relationship  deepened  al- 
most imperceptibly  and  by  1934, 
when  Herrmann  completed  his 
medicine  residency,  Wilkins  was 
happy  to  become  Herrmann’s  pre- 
ceptor. This  arrangement,  in  ef- 
fect, was  a residency  training  pro- 
gram in  neurosurgery. 

One  of  the  first  steps  involved 
Herrmann’s  spending  six  months 
in  the  lab  of  the  famed  University 
of  Chicago  neuropathologist  Perci- 
val  Bailey.  And  though  their  as- 
sociation was  relatively  brief, 
Herrmann  still  displays  Bailey’s 
signed  photo  in  his  living  room. 
When  Herrmann  returned  to 
Oklahoma  City,  he  brought  slides 
of  every  type  of  tumor  in  Dr 
Bailey’s  collection,  from  which 
both  he  and  Wilkins  benefitted. 

Not  many  of  their  patients,  how- 
ever, enjoyed  much  immediate 
benefit:  progress  in  neurosurgery 
in  the  thirties  was  grudging.  One 
“breakthrough”  occurred  during 
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Herrmann’s  training,  and  Herr- 
mann himself  was  responsible.  It 
involved  a patient  who  probably 
had  a brain  tumor,  but  no  localiz- 
ing signs  were  apparent.  Then  one 
day  Herrmann  entered  the  pa- 
tient’s hospital  room  and  saw  him 
urinating  in  a wicker  wastebas- 
ket. Since  tumors  of  the  frontal 
lobe  were  sometimes  associated 
with  changes  in  personal  tidiness, 
Herrmann  announced  to  Wilkins 
that  he  had  discovered  the  tumor’s 
location,  as  surgery  later  verified. 
The  “breakthrough”  was  dubbed 
“Herrmann’s  Sign,”  and  took  its 
place,  if  not  in  the  annals  of  neu- 
rosurgery, at  least  in  the  memories 
of  those  who  love  good  stories. 

By  late  1936,  when  Herrmann 
had  become  Wilkins’s  partner,  he 
was  eager  to  begin  doing  neuro- 
surgeries himself.  Though  he  had 
a big  ego,  he  never  acted  egotisti- 
cally. He  had  the  self-confidence 
and  courage  to  cut  into  peoples’ 
heads  and  operate  on  their  brains 
— despite  the  immense  obstacles 
and  difficulty  of  the  task  and  the 
high  mortality  rates. 

The  workload  of  both  men  be- 
came grueling  over  the  next  six 
years.  They  had  referrals  from 
throughout  Oklahoma  and  sur- 
rounding states.  And  because 
many  of  their  patients  were  too 
sick  to  come  to  them,  they 
functioned  as  itinerant  surgeons, 
loading  up  a car  with  instruments 
and  heading  out  to  places  like 
Tulsa  and  Amarillo. 


Still,  Herrmann  found  time  to 
study  for  and  pass  the  certifi- 
cation exam  of  the  American 
Board  of  Neurological  Surgery  in 
1940.  He  was  among  the  first 
small  group  to  be  board  certified 
as  neurosurgeons.  Dr  Wilkins 
wasn’t  among  them.  He  mistaken- 

264 


ly  thought  he  would  be  grand- 
fathered in  by  the  board,  but  he 
passed  the  exam  the  following 
year. 

Then  World  War  II  intervened. 
Both  men  volunteered  for  OU’s 
21st  Evacuation  Hospital  unit  but 
state  officials  wouldn’t  allow  the 
state  to  be  without  a neurosur- 
geon. Wilkins,  as  the  senior  man, 
was  asked  to  stay. 

Jess  Herrmann’s  four-year  hitch 
in  the  Army  during  the  war  was 
the  apotheosis  of  the  Army’s  unof- 
ficial slogan:  hurry  up  and  wait. 
The  unit  was  mobilized  the  sum- 
mer of  ’42  and  stopped  over  to 
train  in  Needles,  California,  en 
route  to  support  Gen.  Patton’s 
tanks  in  North  Africa.  “The  idea 
was  to  train  in  a climate  and  ter- 
rain similar  to  where  we  were 
headed,”  recalled  Herrmann.  “The 
day  we  arrived,  the  temperature 
was  about  115°  and  we  bivouacked 
in  tents  by  a cemetery,  which 
struck  some  of  us  as  pretty  funny.” 

Herrmann  has  a large  scrap- 
book filled  with  snapshots  and 
clippings  from  his  wartime  ser- 
vice. “These  are  pictures  of  our 


In  the  Philippines  during  WWII,  Herrmann 
(left)  served  with  William  W.  Rucks,  Jr.,  an 
internist  from  Oklahoma  City.  Below,  he 
starts  another  day  at  the  Desert  Training 
Center  in  Needles,  Calif. 


camp  near  Needles,”  he  says.  “You 
can  practically  see  the  heat  ris- 
ing,” he  adds,  chuckling.  “Look, 
there’s  Bob  Howard,  and  here’s  one 
of  Jim  Taylor  . . . Austin  Bell  . . . 
Bill  Rucks.  He  died  awhile  back.” 

Herrmann  produces  a yellowed 
clipping  from  Time  magazine 
about  the  Desert  Training  Center. 
“Boys  become  men  in  a pretty 
short  time  in  a place  like  this,”  the 
copy  read.  And  according  to  one 
veteran:  “After  this  (Needles), 
wherever  they  go,  they’ll  be 
happy.” 

But  the  21st  didn’t  go  anywhere 
for  a year.  Hurry  up  and  wait.  Maj. 
Herrmann  treated  numerous 
cases  of  heat  exhaustion  and  re- 
vived his  career  as  a musical  en- 
tertainer. But  he  did  no  surgeries. 
After  the  unit  finally  got  its  orders 
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and  wound  up  not  in  North  Africa 
but  the  Solomon  Islands  in  the 
South  Pacific,  Herrmann  filled  in 
as  the  unit’s  psychiatrist. 

Several  months  later,  the  unit 
hurriedly  moved  from  Guadal- 
canal to  Bougainville,  where 
fierce  fighting  was  continuing, 
and  Herrmann  finally  began 
doing  neurosurgeries.  When  the 
Japanese  were  attacking,  he  oper- 
ated until  he  almost  dropped  from 
exhaustion.  He  removed  shrapnel 
and  bullets  from  soldiers’  brains 
and  after  three  days  his  patients 
were  evacuated.  There  wasn’t 
much  feedback.  But  he  got  his  first 
small  supply  of  penicillin  on 
Bougainville  and  “miracles”  were 
accomplished  with  5,000  units. 

When  his  appendix  flared  up  on 
that  island,  he  found  himself  on 
the  other  end  of  the  knife.  And 
only  a few  days  later,  at  the  re- 
quest of  Floyd  Newman,  an  ENT 
from  Oklahoma,  Herrmann  spent 
several  hours  removing  a bullet 
from  the  brain  of  a lucky  young  sol- 
dier. Since  he  was  too  weak  to 
stand,  someone  rigged  up  a stool, 
from  which  Herrmann  worked. 
Herrmann’s  CO  was  so  impressed 
that  he  arranged  for  him  to  receive 
the  Bronze  Star.  “I  didn’t  feel  like 
a hero,  but  I sure  as  hell  appre- 
ciated the  five  points  that  went 
with  it,”  Herrmann  says.  Points 
were  associated  with  early  dis- 
charges. 

After  Gen.  Douglas  (“I  shall  re- 
turn”) MacArthur  made  good  on 
his  promise,  the  21st  followed  him 
up  the  Lingayen  Gulf  of  Luzon  is- 
land. Herrmann’s  new  operatory 
was  in  San  Carlos,  in  a church 
erected  in  1587.  Later,  the  21st 
moved  to  Manila  to  train  for  the  in- 
vasion of  Japan,  where  it  was  esti- 
mated that  up  to  one  million 
American  casualties  would  be  sus- 
tained. The  horror  of  that  prospect 
vanished  with  the  atomic  blasts 


over  Hiroshima  and  Nagasaki, 
and  Lt.  Col.  Herrmann  was  on  his 
way  home. 

* * * 

efore  the  war,  Wilkins  and 
Herrmann  had  established 
a dynamic  patient  referral 
network,  which  was  not  reduced 
by  half  when  half  of  the  partner- 
ship joined  the  Army.  During  the 
war  years,  Wilkins  often  was  trap- 
ped in  a destructive  dilemma.  Al- 
ready working  too  many  hours  and 
probably  doing  too  many  neuro- 
surgeries, Wilkins  would  get  a call 
from  a physician  saying,  in  effect, 
you  are  my  patient’s  only  hope. 
Four  years  of  such  pressure  took  a 
physical  and  emotional  toll  that 
wasn’t  entirely  healed  after  Jess’s 
return. 

In  1946,  the  American  Board  of 
Neurological  Surgery  asked  the 
partners  to  set  up  a residency  pro- 
gram at  OU.  Dr  A.C.  Lisle,  Jr.,  was 
the  first  resident.  Still  practicing 
in  Oklahoma  City,  Lisle  recalls 
meeting  both  men  more  than  40 
years  ago.  “Jess  said  he’d  never 
had  a resident  before,  and  we’d 
have  to  feel  our  way  along.  But  we 
hit  it  off  immediately. 

“Both  Jess  and  Harry  were  ex- 
cellent teachers  in  their  own  ways: 
Harry  was  a perfectionist  and  neu- 
rosurgery was  his  life,  yet  he  didn’t 
have  a mean  bone  in  his  body. 
Jess’s  criticism  always  was  con- 
structive, and  he  was  a superb 
model  for  the  art  of  effective  com- 
munication. 

“They  were  about  equal  in  their 
surgical  expertise  and  were  refer- 
red to  as  though  they  were  one, 
Herrmann-Wilkins  or  Wilkins- 
Herrmann.  I grew  to  love  each 
man  very  much.” 

Alvin  Rix,  one  of  their  first  resi- 
dents, recalls  that  in  1952,  famed 
Rochester,  New  York,  neurosur- 


geon William  P.  VanWagenen  said 
that  the  best  neurosurgery  he  had 
seen  in  his  travels  across  America 
was  in  Oklahoma  City.  And  Rix 
notes  that  by  1955-56,  the  neuro- 
logical surgery  board  said  more 
certified  neurosurgeons  had  been 
exposed  to  OU’s  training  program 
than  any  other  one  medical  school 
in  the  nation. 

After  finishing  his  residency, 
Rix  joined  his  mentors’  practice. 
“About  one-third  of  our  work  was 
charity  because  few  people  had  in- 
surance. And  our  charges  were 
less  than  most  places.  I remember 
Jess  saying  it  was  wrong  to  work 
an  undue  hardship  on  patients.” 

“I  charged  $250,”  Herrmann 
says.  “I’d  give  ’em  only  one  bill  and 
tell  ’em  to  pay  when  you’ve  got  it. 
I remember  one  patient  sent  the 
money  several  years  after  I had  re- 
tired.” 

After  a few  years,  Alvin  Rix 
eased  out  of  neurosurgery  and  into 
neurology.  Herrmann  says  that 
Alvin  “wasn’t  bloodthirsty  enough. 
But  he  always  worked  like  a horse 
and  remained  our  partner.” 

Though  there  were  more  neuro- 
surgeons in  Oklahoma  by  the  mid- 
fifties,  Herrmann’s  workload  and 
responsibilities  had  increased  be- 
cause Wilkins  had  developed  a re- 
current depressive  syndrome.  Says 
Herrmann:  “I’d  get  home  in  the 
evening,  have  a highball  with 
Mary  Jo  before  dinner,  and  talk  to 
our  girls.  And  then  often  as  not  I’d 
have  to  go  over  to  St.  Anthony’s  or 
University  (hospitals)  to  check  on 
a patient.” 

en  years  later,  Herrmann, 
then  59,  felt  like  he  was 
wearing  out.  “I  was  fatigued 
all  the  time.  You  get  in  this  damn 
thing  and  eventually  realize 
you’re  not  running  the  show  — 
you’re  a prisoner  of  your  referrals. 
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Finally,  I saw  there  was  no  way  to 
cut  down;  you’re  either  in  all  the 
way  or  out.  So  I told  Harry  I was 
retiring  and  was  very  happy  to 
hear  him  say  that  he  was  gonna 
get  out,  too. 

“So  Mary  Jo  and  I moved  out 
here,”  Herrmann  says,  gesturing 
again  toward  his  big  living  room 
window.  “And  it  was  like  getting  to 
know  one  another  all  over  again. 
As  a country  girl,  my  wife  loved 
living  here.  We  were  busier  than 
cranberry  merchants,  putting  in  a 
big  garden  every  year,  improving 
the  land,  and  I fished  a lot;  this  is 
a fisherman’s  paradise.  I got  into 
the  cattle  business,  but  it  was 
never  a paying  proposition.  To  tell 
the  truth,  I didn’t  know  a damn 
thing  about  it.”  Herrmann  leans 
closer  and  says  confidentially,  “I 
got  into  the  business  because  I 
thought  the  land  looked  better 
with  cattle  on  it.” 

* * * 

At  noon,  a lady  who  cooks  for 
Herrmann  arrives  and  they 
sit  talking  and  smoking. 
She  fries  some  bass  that  her  hus- 
band caught  and  prepares  vegeta- 
bles and  com  dodgers.  While  they 
dine,  she  coaxes  him  to  eat  all  his 
food,  saying  he  is  getting  too 
skinny.  He  says  he  doesn’t  like  to 
overdo  because  his  hiatal  hernia 
has  been  bothering  him  lately. 

Though  he  moves  about  slowly 
and  is  somewhat  frail,  he  did  sur- 
vive lung  cancer  surgery  (not  the 
kind  associated  with  smoking, 
says  the  life-long  smoker)  a few 
years  ago.  He  communicates  with 
at  least  one  of  his  two  neighbors 
every  day,  and  they  trade  off  going 
into  Mountain  Pine  every  week- 
day to  get  the  mail.  He  also  gets 
phone  calls  and  visits  from  many 
of  his  former  colleagues  and  resi- 
dents and  his  daughters  and  their 


families,  including  seven  grand- 
children and  four  great  grandchil- 
dren. 

He  says  he  is  content.  Not  that 
he  wouldn’t  like  to  be  able  to  hike 
up  into  those  hills  again  to  the 
source  of  the  streams  that  cross  his 
land.  But  he  has  no  important  re- 
grets. 

Once  after  he  had  been  retired  a 
few  years,  he  was  invited  back  to 
OU  to  give  some  sort  of  lecture  to 
the  neurosurgery  residents.  “One 
of  them  asked  what  I missed 


most,”  Herrmann  says,  starting  to 
grin.  “Well,  sir,  I told  ’em  that  ever 
since  my  wife  and  I had  taken  up 
homesteading  out  in  the  pine 
forest,  what  I missed  most  about 
neurosurgery  was  my  Thursday  af- 
ternoon off.”  (J 

Richard  Green  is  an  experienced  medical 
writer  and  former  editor  of  Vital  Signs, 
magazine  of  the  University  of  Oklahoma 
Health  Sciences  Center  (OUHSC)  and  OU 
College  of  Medicine  Alumni  Association. 

Jim  Thomas  is  a staff  photographer  at 
OUHSC.  His  work  has  been  featured  in  a 
number  of  OUHSC  publications. 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 

Professional  Staff 


William  D.  Hawley,  MD 
James  M.  Hartsuck,  MD 

Scott  K.  Lucas,  MD 

R.  Darryl  Fisher,  MD 
Marvin  D.  Peyton,  MD 

Diplomates  of 
American  Board  of  Surgery 
American  Board  of  Thoracic  and 
Cardiovascular  Surgery 

Specializing  in 
Cardiac,  Vascular 
and  Thoracic  Surgery 

Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1-800-522-6755 

(405)  946-0900 

OFFICES 

3433  N.W.  56TH,  SUITE  660 
1044  S.W.  44TH,  SUITE  520 

OKC,  OK  73112 
OKC,  OK  73109 
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News 


Endowed  by  Stanton  L.  Young 

Oklahoma  City  surgery  professor  receives  Master  Teacher  Award 


M.  Alex  Jacocks,  MD,  associate  professor  of  surgery 
at  the  University  of  Oklahoma  Health  Sciences 
Center  in  Oklahoma  City,  is  the  recipient  of  the 
Seventh  Annual  Stanton  L.  Young  Master  Teacher 
Award. 

The  award  was  presented  by  Mr  and  Mrs  Stanton 
L.  Young  during  ceremonies  April  12  at  the  Okla- 
homa City  Golf  and  Country  Club.  Hosting  the  event 
were  OU  president  Dr  Richard  Van  Horn,  OU  Health 
Sciences  Center  provost  Dr  Clayton  Rich,  and  the  OU 
Board  of  Regents. 

The  award  was  established  in  1983  by  Young,  an 
Oklahoma  City  businessman.  It  is  presented  annu- 
ally to  a faculty  member  in  the  OU  College  of 
Medicine  and  is  one  of  the  largest  in  the  nation  for 
medical  teaching  excellence. 

Dr  Jacocks  received  his  medical  degree  from  OU 


in  1977,  after  earning  a BS  degree  from  Duke  Univer- 
sity in  1972.  He  joined  the  OU  College  of  Medicine 
faculty  in  1982  as  an  assistant  professor  and  was 
named  associate  professor  in  1988. 

Since  1982  he  also  has  served  as  director  of  the 
Non-Invasive  Peripheral  Vascular  Lab  connected 
with  Oklahoma  Memorial  Hospital  and  the  Veterans 
Administration  Medical  Center;  chief  of  adolescent 
surgery  at  Children’s  Hospital  of  Oklahoma;  clerk- 
ship director  for  student  education  in  the  OU  Depart- 
ment of  Surgery;  and  consulting  surgeon  with  Pres- 
byterian Hospital. 

Dr  Jacocks  received  the  Soloman  Papper  Humane 
Scholarship  Award  from  the  OU  College  of  Medicine 
in  1977  and  was  named  Outstanding  Surgical  Stu- 
dent by  the  Oklahoma  City  Surgical  Society,  also  in 
1977.  (J) 


Five  OSMA  physicians  honored 

OU  College  of  Medicine  selects  winners  of  Aesculapian  Awards 


Five  OSMA  members  associated  with  the  University 
of  Oklahoma  Health  Sciences  Center  recently  were 
named  winners  of  Aesculapian  Awards  during  cere- 
monies at  the  Quail  Creek  Golf  and  Country  Club  in 
Oklahoma  City. 

The  awards  are  presented  by  students  in  the  OU 
College  of  Medicine  and  honor  academicians  for  out- 
standing contribution  to  and  excellence  in  teaching 
for  the  past  year. 

Award  winners  from  Oklahoma  City  were  Jerry 
B.  Vannatta,  MD,  associate  professor  of  medicine, 
selected  by  the  class  of  1990,  and  Fred  G.  Silva,  MD, 
professor  and  chairman,  Department  of  Pathology, 
selected  by  the  class  of  1992. 

At  the  OU  College  of  Medicine-Tulsa,  the  class  of 
1990  named  one  full-time  faculty  member  and  one 
volunteer  faculty  member:  F.  Daniel  Duffy,  MD,  pro- 
fessor and  chairman,  Department  of  Internal  Medi- 
cine, full-time,  and  Michael  Stoiko,  MD,  clinical 


assistant  professor,  Department  of  Pediatrics,  volun- 
teer. Darren  Geyer,  MD,  resident,  Department  of 
Family  Practice,  was  the  full-time  faculty  member 
chosen  by  the  class  of  1991.  (J 


Medical  license  renewals  due 

State  physicians  should  note  that  applications  for  re- 
newal of  Oklahoma  medical  licenses  have  been 
mailed.  Application  and  fee  must  be  returned  to  the 
office  of  the  Board  of  Medical  Licensure  and  Supervi- 
sion on  or  before  June  30,  1990,  to  assure  continua- 
tion of  a physician’s  active  license  to  practice 
medicine  and  surgery. 

The  fee  for  renewal  is  $100.00  if  received  on  or  be- 
fore June  30.  Licenses  unrenewed  after  June  30  be- 
come inactive  for  60  days,  after  which  they  become 
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License  renewals  (continued) 


We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  and 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  City,  OK 
(405)840-9333 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 


Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 


suspended  for  failure  to  renew.  If  the  renewal  appli- 
cation is  received  after  June  30  but  before  August  29, 
the  fee  is  $200.00.  If  the  application  is  received  after 
August  29,  the  fee  is  $300.00. 

Mail  renewal  applications  and  fees  to  Oklahoma 
Board  of  Medical  Licensure  and  Supervision,  PO  Box 
18256,  Oklahoma  City,  OK  73154-0256. 

Applicants  are  reminded  to  designate  whether 
they  do  or  do  not  wish  to  be  registered  as  a dispensing 
physician.  Where  a designation  is  not  indicated,  the 
physician  will  automatically  be  identified  as  not 
registered  to  dispense,  and  dispensing  without  regis- 
tration by  the  state  board  is  unlawful. 

Physicians  who  have  questions  or  who  have  not  re- 
ceived their  application  for  license  renewal  should  call 
the  board  office  at  (405)  848-6841.  (J) 

Seminars  to  help  office  personnel 

The  Oklahoma  State  Medical  Association  (OSMA) 
and  the  Physicians  Liability  Insurance  Company 
(PLICO)  are  sponsoring  a series  of  half-day  seminars 
to  educate  medical  office  staffs  about  their  role  in  lia- 
bility loss  prevention. 

Medical  office  and  allied  health  care  personnel 
are  the  physician’s  first  line  of  defense  in  professional 
liability  situations,  and  physicians  are  encouraged  to 
send  one  or  more  staff  representatives.  The  programs 
are  free  of  charge  and  are  a part  of  PLICO’s  ongoing 
loss  prevention  and  risk  management  program  for  in- 
sured physicians.  Participants  will  receive  booklets 
and  cassette  tapes  outlining  ways  to  help  avoid  pro- 
fessional liability  situations  and  lawsuits. 

Scheduled  through  August,  the  half-day  seminars 
are  being  presented  at  9 AM  and  again  at  1 PM  at  each 
location  to  maximize  attendance  from  medical  of- 
fices. The  instructor  will  be  Ed  Kelsay,  OSMA  gen- 
eral counsel  and  PLICO  loss  prevention  manager. 

Programs  will  be  presented  in  the  following  cities: 
Enid,  Tuesday,  June  19;  McAlester,  Thursday,  June 
21;  Elk  City,  Tuesday,  June  26;  Muskogee,  Thursday, 
June  28;  Ardmore,  Thursday,  July  12;  Woodward, 
Tuesday,  July  17;  Lawton,  Thursday,  July  19;  Okla- 
homa City,  Tuesday,  August  14;  and  Tulsa,  Thursday, 
August  16. 

Registration  information  was  mailed  to  physi- 
cians in  April  or  can  be  obtained  from  OSMA  head- 
quarters, 601  Northwest  Expressway,  Oklahoma 
City,  OK  73118,  (405)  843-9571,  1-800-522-9452.  (J 
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From  the  OSDFI 


Oklahoma  State  Department  of  Health 

OSDH  studies  motorcycle  crashes  and  effectiveness  of  helmets 


The  Injury  Epidemiology  Division  of 
x the  Oklahoma  State  Department  of 
^ 1 Health  (OSDH)  with  the  cooperation 

| I of  the  Department  of  Public  Safety 
(DPS)  conducted  a study  of  motor- 
cycle crash  injuries  among  Oklaho- 
mans using  1988  data.  The  study  provides  a descrip- 
tion of  Oklahomans  involved  in  motorcycle  crashes, 
including  an  assessment  of  severity  and  type  of  in- 
jury. It  also  allowed  calculation  of  the  efficacy  of  hel- 
mets in  preventing  head  injuries. 

Utilizing  DPS  data,  1,652  motorcycle  riders  in 
1,423  crashes  were  evaluated;  78%  of  the  persons 
were  injured  and  3%  were  killed.  Current  law  pro- 
vides that  only  persons  under  18  years  of  age  must 
wear  a helmet  while  riding  a motorcycle.  Motorcycle 
riders  18  years  of  age  and  older  accounted  for  81%  of 
the  crash  injuries  and  92%  of  the  deaths. 

Helmet  use  during  a crash  for  persons  18  years  of 
age  and  older  was  33%.  Persons  who  were  not  wear- 
ing a helmet  had  more  severe  injuries  than  persons 
who  were  wearing  a helmet.  Seventy-eight  percent  of 
persons  who  were  killed  were  not  wearing  a helmet. 
Helmets  were  61%  effective  in  preventing  fatalities 
and  48%  effective  in  preventing  any  degree  of  head 
injury. 

Utilizing  injury  cost  and  data  compiled  by  the 
OSDH,  the  study  found  that  48%  of  non-helmeted 
persons  required  hospitalization  for  their  injuries, 
compared  to  36%  of  helmeted  persons.  The  study  also 
found  that  the  average  emergency  room  and  hospital 
bills  were  higher  for  non-helmeted  persons  than  for 
helmeted  persons.  The  total  bill  for  acute  medical 
care  was  $3.8  million.  Of  that  number,  non-helmeted 
persons  incurred  72%,  or  approximately  $2.8  million. 
Fifty-one  percent  of  helmeted  and  60%  of  non-helmeted 
persons  did  not  have  private  insurance  to  cover  their 
medical  costs. 

Total  societal  costs,  including  medical,  long-term 
care,  and  potential  public  assistance  costs,  in  Okla- 
homa due  to  motorcycle  injuries  in  1988  were  esti- 
mated at  $25  million.  Published  reports  suggest  that 
by  implementing  a comprehensive  helmet  law,  hel- 
met usage  rates  increase  to  95%  to  100%.  By  increas- 
ing helmet  use  to  this  level,  the  data  suggests  at  least 
40  to  50  moderate,  severe,  and  fatal  head  injuries 
could  have  been  prevented  in  1988.  Additionally,  the 
economic  savings  of  implementing  a comprehensive 


helmet  law  in  Oklahoma  were  estimated  aL  $4.1  mil- 
lion per  year. 

For  more  information  about  injuries  resulting 
from  motorcycle  crashes,  please  call  the  Injury 
Epidemiology  Division  at  (405)  271-3430.  (J) 


Habits  unchanged 

Bout  with  skin  cancer  fails  to 
convince  many  of  sun's  danger 

Even  after  they  have  a skin  cancer  surgically  re- 
moved, nearly  40%  of  people  balk  at  using  any  type 
of  sunscreen,  according  to  a new  report. 

In  a study  in  April’s  Archives  of  Dermatology, 
June  K.  Robinson,  MD,  of  the  Department  of  Derma- 
tology at  Northwestern  University  Medical  School, 
Chicago,  111,  writes  that  although  these  patients 
know  of  the  dangers  of  the  sun,  many  aren’t  ready  to 
change  their  habits. 

“While  the  dangers  of  overexposure  are  well 
documented,  people  are  not  yet  fully  convinced,”  she 
writes.  “The  attitude  of  these  noncompliant  individu- 
als, who  were  usually  women,  was  that  skin  cancer 
was  not  enough  of  a problem  to  give  up  a tan,  which 
made  them  feel  good,  and  that  the  sunscreens  have 
an  objectionable  sticky  feeling.” 

The  study  focused  on  1,042  people  who  had  a non- 
melanoma skin  cancer  surgically  removed.  They  re- 
ceived repeated  warnings  about  the  sun  and  about 
proper  protection.  A year  later,  62%  of  the  patients 
had  begun  to  use  sunscreen  and  56%  had  changed 
their  outdoor  recreation  habits.  The  study  notes  that 
patients  older  than  65  years  were  less  likely  than 
younger  patients  to  change  their  sunbathing  habits. 

(J 


OSMA  Physician 
Recovery  Program 
(405)  360-4535 
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These  physicians  and  their  staffs  enjoy  the  many  benefits  of  UPAL  membership  from  group  purchasing  of  supplies  to  a variety  of 
financial  services,  such  as  pension  and  nonpension  investment  options.  For  more  information  call  (918)  582-2567. 
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Nursing  History.  New  Perspectives,  New  Pos- 
sibilities. Edited  by  Ellen  Condliffe  Lagemann. 
New  York:  Columbia  University,  Teachers  College 
Press,  1983.  Pp  X,  220,  price  $18.95. 

In  May  1981  the  Rockefeller  Archives  Center  in 
Pocantico  Hills,  NY,  sponsored  a two-day  conference 
on  the  history  of  nursing.  This  book  represents  the 
proceedings  of  this  conference.  It  is  divided  into  nine 
essays,  the  contributors  representing  nursing,  his- 
tory, sociology,  and  women’s  studies. 

Nursing  is  a field  in  which  women  are  a majority, 
and  growing  interest  in  women’s  history  has  obvi- 
ously enhanced  interest  in  nursing  history.  This  book 
is  a product  of  the  last  two  or  so  decades  of  research 
into  nursing’s  past.  The  essays  proceed  beyond  the 
traditional  study  of  the  nursing  profession  and  its 
leaders  and  provide  an  examination  of  nursing  in  re- 
gard to  such  influences  as  gender,  professional  status, 
and  social  class.  As  pointed  out  in  the  introduction, 
the  essays  are  not  joined  by  any  single  theme  or 
model  or  style.  They  are  united,  rather,  by  a diversely 
expressed  effort  to  find  ways  to  understand  an  impor- 
tant aspect  of  the  history  of  nursing.  They  explore  re- 


lationships between  nursing,  the  development  of 
health  care  services,  and  the  formation  of  occupa- 
tional structures. 

Armeny’s  essay  deals  with  cooperation  and  con- 
flict between  trained  nurses  and  female  philan- 
thropists during  two  periods  of  military  emergency. 
The  essay  by  Davies  also  shares  an  interest  in  nurs- 
ing politics  and  in  cooperative  undertakings  among 
nurses  and  philanthropists,  but  concerns  people  in 
Europe  as  well  as  this  country.  Another  essay  studies 
the  development  of  the  fields  of  home  health  services 
such  as  midwifery  and  public  health  nursing.  Tomes, 
a historian,  discusses  in  detail  the  problems  of  nurse 
registration,  and  Susan  Riverby,  in  addition  to  histor- 
ical overview,  reviews  the  decline  of  private  duty 
nursing  and  discusses  various  alternatives. 

Barbara  Melosh  explores  the  way  in  which  gen- 
eral attitudes  toward  women  have  been  incorporated 
in  views  of  the  nurse  and  her  role.  She  emphasizes 
the  role  of  nurses  in  fiction  writing.  The  last  essay 
provides  a pertinent  bibliography  of  nursing  during 
the  past  twenty  or  so  years.  Nurses  and  others  in- 
terested in  the  history  of  nursing  and  its  relationship 
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to  women’s  history  will  be  impressed  by  the  breadth 
and  depth  of  these  essays. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 


Adolescent  Gynecology:  A Guide  for  Clini- 
cians. Edited  by  Alfred  M.  Bongiovanni.  New  York: 
Plenum  Medical  Book  Co.,  1983.  Pp  257,  illustrated, 
$32.50. 


In  Memoriam 

1989 

Mary  Edna  Sippel,  MD 

April  10 

Ruben  Hilton  Mayberry,  MD 

April  20 

Norman  Eugene  Deambarger,  MD  May  6 

Gordon  Kent  Jimerson,  MD 

May  6 

Orville  McClure  Woodson,  MD 

May  11 

Robert  Sears  Davis,  Jr.,  MD 

May  13 

James  Richard  Riggall,  MD 

May  30 

Howard  Choice  Martin,  MD 

July  23 

D.  Evelyn  Miller,  MD 

July  30 

Nevin  Wilson  Dodd,  MD 

July  31 

Alwyn  Travers  Komblee,  MD 

August  7 

Edward  Keats  Norfleet,  MD 

August  13 

Wayman  Jackson  Thompson,  MD 

September  20 

Rheba  L.  Huff  Edwards,  MD 

September  30 

George  Harry  Garrison,  MD 

October  5 

Monroe  Ruework  Jennings,  MD 

October  27 

Edmund  Gordon  Ferguson,  MD 

November  17 

Don  Lee  Dycus,  MD 

December  6 

Sylvester  Robert  Shaver,  MD 

December  16 

Charles  Edwards  Leonard,  MD 

December  27 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

Powell  Everett  Fry,  MD 

January  28 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 

Vincel  Sundgren,  MD 

March  1 

Glen  Smith  Kreger,  MD 

March  25 

Martin  James  Fitzpatrick,  MD 

March  27 

David  Charles  Lowry,  MD 

March  30 

Robert  Alan  Johnston,  MD 

April  9 

Hervey  Adolph  Foerster,  MD 

April  15 

As  pointed  out  in  the  preface,  the  text  is  designed 
with  several  goals.  The  provider  of  health  care  for  the 
adolescent  girl  should  have  an  appreciation  of  the 
normal  physiology  and  pathology  of  this  critical 
stage  in  development.  The  laboratory  guidelines  in 
terms  of  hormonal  changes  are  detailed  as  pertinent. 
Sexual  behavior  in  contemporary  society  and  its  con- 
sequences are  thus  given  substantial  attention. 

The  13  chapters  are  contributed  by  12  authors,  all 
of  whom  are  associated  with  academic  medical  cen- 
ters in  Philadelphia.  In  the  first  section,  entitled 
“The  Initial  Encounter,”  Alvin  F.  Goldfarb  provides 
a pertinent  review  of  the  importance  of  a special  ap- 
proach to  adolescents  and  the  need  for  establishing 
good  rapport.  He  points  out  several  important  atti- 
tudinal  characteristics  of  the  physician,  the  patient, 
and  the  other  members  of  the  team.  Chapter  Two  pro- 
vides a pertinent  review  of  pubertal  development  by 
Wallach  and  Bongiovanni. 

The  text  gives  emphasis  to  sexual  problems  in 
adolescents  with  chapters  on  contraception,  sexual 
behavior,  teenage  pregnancy,  and  legal  considera- 
tions in  the  treatment  of  minors.  Other  chapters  dis- 
cuss ovarian  dysfunction,  anomalies  of  the  reproduc- 
tive tract,  and  gynecologic  tumors.  The  chapter  on 
sexual  behavior  in  adolescents  by  Lief  is  particularly 
useful  and  discusses  a number  of  pertinent  topics. 

This  is  an  up-to-date  overview  of  the  gynecologic 
problems  peculiar  to  adolescence.  It  could  be  recom- 
mended for  all  who  are  concerned  with  patients  in 
this  age  group. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 


American  Sportsmen  and  the  Origins  of  Con- 
servation. Revised  Edition.  By  John  F.  Rieger.  Nor- 
man & London:  University  of  Oklahoma  Press,  1975, 
1986.  Pp  316,  index,  illus,  notes,  bibliography, 
$11.95. 

The  thesis  of  this  interesting  book  is  that  Amer- 
ican sportsmen  were  the  true  spearheads  of  the  con- 
servation movement.  Author  John  F.  Rieger,  who  is 
well  qualified  to  address  the  subject  of  conservation, 
early  differentiates  hunting  for  pleasure  from  com- 
mercial hunting  and  provides  documentation  that  no 
species  of  animal  has  ever  become  extinct  in  the 
United  States  as  a result  of  sports  hunting. 

He  discusses  the  historical  development  of  Amer- 
ican sportsmen  and  their  code.  The  appearance  of  the 
monthly  newspaper,  the  American  Sportsman,  in 
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1871  was  of  crucial  importance.  It  was  the  country’s 
first  national  periodical  to  make  the  interrelated  sub- 
jects of  hunting,  fishing,  natural  history,  and  conser- 
vation its  primary  concerns.  Although  President 
Theodore  Roosevelt  and  his  chief  forester,  Gifford  Pin- 
chot,  made  conservation  a household  word,  sports- 
men preceded  them  considerably  in  their  efforts  to 
conserve  wildlife.  Rieger  reviews  the  history  of  the  ef- 
forts to  preserve  the  forests,  the  development  of  the 
national  park  concept,  the  establishment  and  ac- 
tivities of  the  Boone  and  Crockett  Club,  and  the  de- 
velopment of  a national  conservation  policy. 

The  book  contains  151  pages  of  text,  43  pages  of 
documentation,  and  a comprehensive  bibliography. 
Particularly  interesting  is  an  extensive  (69  pages) 
“Picture  Album  of  Sports  and  Conservation.” 

The  book  is  scholarly  and  well  written,  providing 
a fresh  perspective  on  the  history  of  conservation. 

Conservationists  are  in  the  debt  of  the  University 
of  Oklahoma  Press  for  republishing  this  book  in 
paperback. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 


The  Eskimos.  Text  by  Ernest  S.  Burch,  Jr.  Photo- 
graphs by  Werner  Forman.  Norman  & London:  Uni- 
versity of  Oklahoma  Press,  1988,  128  pages,  120  col- 
ored photographs,  introduction,  bibliography,  index, 
acknowledgments,  maps,  $22.50. 

This  delightful  book  is  in  reality  a story  of  a 
people  on  the  frigid  fringes  of  Alaska,  Canada, 
Greenland,  and  the  Soviet  Union.  Their  geographic 
location  is  clearly  revealed  by  maps  inside  the  front 
and  back  covers  of  the  book. 

The  introduction  gives  an  excellent  panoramic  re- 
view of  the  ethnological  background  of  these  people 
which  extends  back  over  thousands  of  years. 

One  reads  with  much  interest  about  their  art, 
mythology,  spiritual  orientation  (along  with  the  role 
of  the  shamans  in  this),  their  social  functions,  their 
family  and  community  life  and  how  they  are  linked 
to  their  struggles  for  survival  in  an  environment 
where  survival  might  seem  an  impossibility,  how 
they  obtain  food,  clothing,  and  shelter,  along  with  the 
hardships  therein  involved. 

I know  of  no  race  of  people  about  which  the  old 
adage  “Where  there’s  a will,  there’s  a way”  might  fit 
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more  applicably  than  the  Eskimo.  They  indeed  pos- 
sess an  abundance  of  ingenuity  and  resourcefulness. 

The  delight  in  reading  this  book  is  greatly  en- 
hanced by  the  excellent  color  photographs,  which  are 
well  described  and  explained. 

The  lengthy  bibliography  and  the  list  of  acknow- 
ledgments witness  the  fact  that  the  material  has 
been  extensively  researched. 

In  summary,  I find  this  a book  which  I am  pleased 
to  read  and  highly  recommend  it  for  enjoyable 
reading. 

— Luke  L.  Ellenburg,  Sr.,  MD 
Greeneuille,  Term 


Cherokee  Tragedy:  The  Ridge  Family  and  the 
Decimation  Of  a People  by  Thurman  Wilkins. 
Norman:  University  of  Oklahoma  Press,  1986,  second 
edition,  revised,  cloth,  416  pages,  illustrations,  maps, 


index,  notes,  bibliography.  Price  not  given. 

Viewing  the  most  turbulent  epic  of  Cherokee  his- 
tory through  the  actions  of  the  Ridge-Watie-Boudinot 
family,  Cherokee  Tragedy  vividly  portrays  the  bitter- 
ness and  hatred  resulting  from  the  forced  removal  of 
the  Cherokees  to  present-day  Oklahoma  — an  act 
that  was  made  possible  by  the  efforts  of  Major  Ridge, 
who  for  seven  decades  was  one  of  the  most  important 
leaders  of  the  Cherokee  Nation.  Bom  in  either  1770 
or  1771,  Kah-nung-da-tla-heh,  or  “the  man  who  walks 
on  the  mountaintop,”  “The  Ridge”  acquired  his  first 
name  as  a result  of  his  military  service  in  the  Creek 
War  of  1811-1812  when  he  was  commissioned  a major 
to  command  a regiment  of  Cherokees  fighting  with 
the  Americans.  Disappointed  that  his  people’s  sac- 
rifice during  the  conflict  did  not  lessen  the  American 
demands  for  more  and  more  of  the  ancient  Cherokee 
homeland,  Major  Ridge  vigorously  opposed  the  fed- 
eral government’s  policy  of  Indian  removal  during 
the  early  period  of  removal  negotiations.  As  pat- 


Deaths 


Hervey  Adolph  Foerster,  MD 
1903  - 1990 

OSMA  Life  Member  Hervey  A.  Foerster,  MD,  died 
April  15,  1990,  in  Oklahoma  City.  Dr  Foerster,  a na- 
tive of  Rogers  City,  Mich,  attended  the  University  of 
Oklahoma  School  of  Medicine,  where  he  graduated  in 
1927.  A dermatologist,  he  practiced  in  Ada  and 
Ardmore  before  moving  to  Oklahoma  City  in  1936. 
During  World  War  II  he  served  for  more  than  5 years 
in  the  US  Army,  attaining  the  rank  of  Lieutenant 
Colonel.  In  addition  to  his  private  practice,  Dr  Foers- 
ter was  a professor  at  the  OU  School  of  Medicine  for 
33  years. 

Robert  Alan  Johnston,  MD 
1950  - 1990 

Wagoner  internist  Robert  A.  Johnston,  MD,  died 
April  9 when  his  single-engine  plane  crashed  during 
a thunderstorm  near  Inola.  Dr  Johnston  was  a 
member  of  the  Wagoner  Community  Hospital  medi- 
cal executive  committee  and  board  of  trustees.  For- 
merly he  was  the  hospital’s  chief  of  staff.  Bom  in  Mus- 
kogee, Dr  Johnston  graduated  from  the  University  of 
Oklahoma  College  of  Medicine  in  1976. 


Glenn  Smith  Kreger,  MD 
1909  - 1990 

Glenn  S.  Kreger,  MD,  longtime  Tonkawa  general 
practitioner,  died  March  25  at  his  home.  Dr  Kreger 
was  bom  in  Listie,  Penn,  and  earned  his  medical  de- 
gree from  the  University  of  Pennsylvania  Medical 
School  in  1933.  He  established  his  practice  in  Tonk- 
awa the  following  year.  In  1942  he  volunteered  for 
active  duty  in  the  US  Army  and  served  as  a medical 
officer  in  the  Normandy  invasion  and  the  Battle  of 
the  Bulge.  He  returned  to  Tonkawa  in  1945  and  re- 
tired from  the  practice  of  medicine  in  1974. 

David  Charles  Lowry,  MD 
1922  - 1990 

David  C.  Lowrey,  MD,  retired  Oklahoma  City  radiol- 
ogist, died  March  30  in  Oklahoma  City.  A native  of 
Oklahoma  City,  Dr  Lowry  earned  his  medical  degree 
in  1946  from  the  University  of  Oklahoma  School  of 
Medicine.  He  practiced  medicine  in  his  hometown  for 
more  than  36  years  before  retiring,  and  was  awarded 
an  OSMA  Life  Membership  in  1987.  (J) 


276 


/ O/c/d  State  Med  Assoc,  Vol  83,  June  1990 


riarch  of  the  Ridge-Watie-Boudinot  faction,  Ridge’s 
philosophy  was  echoed  by  his  son  John  Ridge,  his 
brother  David  Watie,  and  Watie’s  sons  Buck  Watie, 
who  took  the  name  Elias  Boudinot,  and  Stand  Watie. 

However,  with  the  election  of  Andrew  Jackson  to 
the  presidency  it  became  evident  to  Ridge  and  his  fol- 
lowers that  removal  to  a new  home  in  the  West  was 
the  only  means  to  preserve  tribal  independence.  Fol- 
lowing the  lead  of  the  Choctaws  and  Creeks,  the 
Ridge-Watie-Boudinot  faction  of  Cherokees  entered 
into  removal  negotiations  in  the  early  1830s.  This  ac- 
tion was  bitterly  opposed  by  Principal  Chief  John 
Ross,  who  refused  to  consider  any  additional  surren- 
der of  tribal  lands. 

Despite  the  opposition  of  Ross  and  the  majority  of 
Cherokees,  the  Ridge-Watie-Boudinot  faction  signed 
the  Treaty  of  New  Echota  on  December  29,  1835,  and 
committed  the  tribe  to  removal.  Leaving  the  Chero- 
kee Nation,  East,  soon  afterward,  the  Ridge-Watie- 
Boudinot  supporters  made  the  journey  westward  in 
comparative  ease.  However,  led  by  Chief  Ross,  the 
majority  of  the  tribe  refused  to  honor  the  New  Echota 
agreement,  were  forceably  rounded  up  by  federal 
troops,  and  suffered  horribly  as  they  were  herded  over 
the  “Trail  of  Tears.” 

Invoking  the  Cherokee  Blood  Law  calling  for 
death  to  any  tribal  member  surrendering  the  ancient 
homeland,  the  anti-treaty  faction  of  Cherokees 
passed  a death  sentence  upon  Ridge,  his  son,  and 
nephews.  The  sentence  was  carried  out  on  June  22, 
1839,  when  Major  Ridge,  John  Ridge,  and  Elias 
Boudinot  were  killed  by  unknown  assassins.  Watie, 
who  barely  managed  to  escape  the  attempt  on  his  life, 
assumed  the  leadership  of  the  Ridge-Watie-Boudinot 
faction  after  his  uncle’s  murder.  Under  his  mantle, 
the  bitter  conflict  continued  to  plague  the  Cherokees 
for  another  four  decades.  It  was  not  until  1871,  a cen- 
tury after  Major  Ridge’s  birth,  that  the  major  par- 
ticipants in  the  removal  controversy  passed  from  the 
scene. 

Wilkins  has  brilliantly  presented  the  entire  spec- 
trum of  Cherokee  politics  during  the  seven  decades 
between  The  Ridge’s  birth  and  his  murder.  His  exact- 
ing scholarship  presents  a penetrating  social  and 
political  insight  into  the  tribe’s  most  turbulent 
period.  In  addition,  the  revised  edition  addresses  new 
questions  that  have  been  raised  by  historians  in  the 
decade  and  a half  since  Cherokee  Tragedy  was  first  re- 
leased. Foremost  among  these  — did  the  members  of 
the  Ridge Watie-Boudinot  faction  succumb  to  bribes 
offered  by  the  federal  government?  Fascinating  read- 
ing for  the  general  public,  history  buff,  or  scholar, 


Cherokee  Tragedy  is  one  of  the  best  tribal  histories 
available. 

— Kenny  A.  Franks 
Oklahoma  Heritage  Association 

Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone 

All  ads  must  be  prepaid  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


MEDICAL  ONCOLOGIST  BC/BE  needed  in  beautiful,  pro- 
gressive 23,000  population  West  Central  Nebraska  community.  To 
join  staff  of  130  bed  JCAHO  hospital  with  41  active  physicians 
(which  includes  a Radiation  Oncologist),  state  of  the  art  equip- 
ment (MRI  and  CT),  and  fine  personnel.  Coverage  and  support 
available.  Competitive  income  and  guarantee.  Call  Ida  Tilden, 
R.N.  1-800-638-6942. 


FAMILY  PRACTICE  — INTERNAL  MEDICINE.  Seeking 

physician  to  join  M.D.,  D.O.,  N.P.,  in  a rural  community,  one  hour 
from  Oklahoma  City.  Join  a busy,  fully-equipped  modem  medical 
clinic.  Beginning  salary  75,000+,  paid  3 wk.  vacation,  malprac- 
tice insurance,  health/life  insurance,  pension/profit  sharing  plan. 
Option  for  additional  income  in  local  emergency  department.  For 
more  information  call  Tricia  405-382-3650. 


FAMILY  PRACTITIONER:  Opportunity  to  join  established 

Family  Practice  in  Oklahoma  City.  Practice  oriented  to  providing 
primary  and  secondary  care  to  a wide  range  of  patients,  including 
obstetrics.  Ideal  for  Family  Practitioner  desiring  relocation  or 
practice  association.  Practice  guarantees  include  salary  and  office 
expenses.  All  inquiries  confidential.  Reply  Journal  Box  38,  c/o 
OSMA. 


LaJuanta,  Colorado:  Seeking  full-time  and  part-time 

emergency  physicians  for  low  volume  emergency  department.  Ex- 
cellent compensation,  paid  malpractice  insurance,  and  optional 
benefit  program.  Primary  care  experience  and  ACLS  certification 
required.  Contact:  Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


Northwest  Arkansas  — Family  Practitioner  BC/BE  desired 

for  a multi  specialty  clinic  in  beautiful  resort  town  of  Bella  Vista. 
Exceptional  opportunity  for  an  office  practice.  The  Ozarks  offer 
mountains,  lakes,  friendly  people  and  excellent  schools.  Salary 
guarantee,  incentives  and  benefits.  Contact:  Taylor  Ransone,  V.P., 
St.  Mary- Rogers  Memorial  Hospital,  1200  W.  Walnut,  Rogers,  AR 
72756  (501)  636-0200. 


Developmental  pediatrician  to  work  with  children  with 

chronic  illness  and  handicapping  conditions.  Staff  now  consists  of 
neurologist,  rehabilitation  and  developmental  pediatrician  and 
psychiatrists.  Salary  and  fringe  benefits  are  competitive.  Clinical 
academic  appointment  is  available.  Located  in  attractive  south- 
west city.  Contact  James  Coldwell,  MD,  Box  35648,  Tulsa,  OK 
74153,  918-664-6600. 
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Announcing  a 

Beautiful  New  Solution 
to  Vascular  Blemishes 


Spider  Veins,  Portwine  Stain  “Birthmarks”, 
Reddened  Blotchy  Skin,  Broken  Blood  Vessels 

An  advanced  laser  system  called  Vasculase.  It  erases  those  tiny 
veins  or  blotchy  areas  so  common  on  the  face,  feet,  legs  and  hands. 

Vasculase  is  the  most  advanced  laser  of  its  kind  and  the  first  in 
Oklahoma.  Its  laser  light  is  effective  in  removing  spider  veins, 
broken  blood  vessels,  even  dark  portwine  birthmark  stains. 

The  beauty  of  this  treatment  is  it  works  immediately  with  only 
minimal  discomfort,  and  it's  safe.  We  simply  trace  the 
vein  or  blemish  with  a pinpoint  of  light,  and  it  vanishes 
while  the  skin  remains  virtually  unaffected. 

Call  now  for  a free  physician  consultation. 

Laser  Surgery  Center 

Harold  Haston,  M.D.  • 1 145  S.  Utica, 

Suite  202  • Tulsa,  Oklahoma  74104 

(918)  585-2885  or  toll  free 
1-800-869-9929 


■M-eialaacr 

Technologies 


Physicians  Wanted  t continued t 


TEXAS:  Full-time  and  part-time  emergency  department 

positions  available  at  224  bed  hospital.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insurance. 
Benefit  package  available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport  Road,  Room  54, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


URGENT  CARE  CENTER  POSITION.  New  Urgent  Care 
Center  adjacent  to  Oklahoma  Memorial  Hospital  Emergency  De- 
partment has  opening  for  primary  care  physician.  Hours  11:00  am 
to  7:00  pm  Monday  through  Friday.  Salaried  position,  competitive 
reimbursement,  includes  supervision  of  emergency  medicine  resi- 
dents. CONTACT:  Steven  Barrett,  M.D.,  Section  of  Emergency 
Medicine,  P.O.  Box  26307,  Oklahoma  City,  OK  73126. 


Other 


Kodak  Ektachem  DT  system,  including  electrolytes,  com- 
plete office  laboratory,  new  in  July  1988,  service  contract  in  effect. 
Very  accurate  and  good  profit  margin.  Office  cost  in  the  last  12 
months  less  than  3000.00  with  gross  charges  over  57,000.00  for 
same  period.  Take  over  lease,  41  months  left,  our  equity  free.  Also 
Olympus  sigmoidscope,  AT&T  Spirit  phone  system,  dictaphone, 
QBC  II  lab  equipment  and  other  misc  equipment.  For  inquiries 
write:  Equipment,  P.O.  Box  720103,  Norman,  Okla.  73070  or  call 
405-756-3100. 


For  sale.  Ames  Seralyser,  excellent  condition.  Xerox  1020 

copier,  wooden  exam  table,  cast  spreader.  Call  Dr.  King  at 
(405)  734-3421. 


INCREASE 
your  Medicare  Profits! 

If  You  - 

• Resubmit  claims 

• Request  reviews  on  improperly 
claims 

• Send  Operative  reports 

• Send  Pathology  reports 

you  are  not  realizing 
your  full  profit  potential  . . . 


'Claims  Express 
of  America,  Inc. 

5138  South  Peoria 
Tulsa.  Oklahoma  74105 
(918)  747-3225 


Oklahoma  Mediclaim 
Services 

P O Box  52765 
Tulsa,  Oklahoma  74152 
(918)  747-7720 


Express  Mediclaim 
Services 

P O Box  1065 
Norman.  Oklahoma  73070 
(405)  321-9855 


Southeast  Claims  Express 

1730  Shadowood  Lane, 
Suite  305 

Jacksonville,  Florida  32207 
(904)  398-2412 


Electronic  claims  filing  for  physicians  is  our  specialty. 


•Dealer  Inquiries  Invited 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


fft,  SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ ^ A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

Tl*  SOUTHERN  PLAINS 

OBSTETRICS  AND 

UROLOGY 

PLASTIC  & RECONSTRUCTIVE 

J J MEDICAL  CENTER  / Chickasha 

GYNECOLOGY 

K T Varma,  M D 

SURGERY  (Part-time) 

2222  Iowa  — 224-8111 

Nancy  W Dever,  M D 

E C Duus.  M D 

Alan  J Weedn,  M D 

ORTHOPEDIC  SURGERY 

FAMILY  PRACTICE 

David  Rumph,  M D 

J E Winslow,  M D 

ONCOLOGY  (Part-time) 

J W McDoniel,  M D 

Bill  Ohl,  PA 

R G Gamck,  M D 

J 0 Wood,  Jr,  M D 

NEUROLOGY  (Part-time) 

L.M  Bowen,  M D 

Andrew  Gin,  M D 

CLINICAL  PSYCHOLOGY 

INTERNAL  MEDICINE 

J.M  Ross,  Ph  D, 

JP*  SOUTHERN  PLAINS 

WS  Harrison,  M D 

GENERAL  & 

J CJ  MEDICAL  CENTER  / Duncan 

D L.  Stehr,  M D 

VASCULAR  SURGERY 

RADIOLOGY 

2515  West  Elk  — 252-6080 

Don  R Hess,  M D 

Linda  M Johnson,  M D 

T.J,  Williams,  M D 

R.L.  Jenkins,  M D 

Virginia  L.  Harr,  M.D. 

FAMILY  PRACTICE 

L.V.  Deck,  M D 

Myra  Campbell,  PA 

SPEECH  PATHOLOGY 

Christopher  M Herndon,  M.D 

R C Talley,  M D 

Colette  Ellis,  M.  Ed.,  C.C.C.  Jeff  Jones,  M.D. 

THORACIC  & 

CARDIOLOGY 

VASCULAR  SURGERY 

DERMATOLOGY 

ALLERGY  (Part-time) 

Joe  T Bledsoe,  M D 

Paul  B Loh,  M D 

Linda  A Reinhardt,  M D 

R E Herndon,  M D 

GASTROENTEROLOGY 

OPHTHALMOLOGY 

ALLERGY 

SOUTHERN  PLAINS 

C.K.  Su,  M D 

John  R Gearhart.  M D 

R E Herndon,  M D 

J [J  AMBULATORY  SURGERY  CENTER 

W.S  Harrison,  M D 

2222  Iowa  — Chickasha,  OK 

PEDIATRICS 

ANESTHESIOLOGY 

MEDICARE  Approved 

R E.  Herndon,  M D, 

T.  Gowlikar,  M D 

PHYSICAL  MEDICINE 

E Ron  Orr.  M D 

Gideon  Lau,  M.D 

& REHABILITATION 

ADMINISTRATION 

J E,  Freed,  M D 

M M.  Vaidya,  M D 

Kumudini  Vaidya,  M D 

James  W Loy 

Pilar  Escobar,  M D 

Daniel  N Vaughan 

Donald  F Haslam,  M D 

ACUTE  CARE  & 

NEUROSURGERY  (Part-time) 

OCCUPATIONAL  MEDICINE 

R E Woosley,  M.D 

CR  Gibson,  M.D. 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
"Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
"J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Low,  MD,  FACS 
"Thomas  C.  Howard,  MD,  FACS 
"David  L.  Holden,  MD,  FACS 
"Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
"Jon  W.  Blaschke,  MD 
"R.  Eugene  Arthur,  MD 
"Larry  G.  Willis,  MD 
"Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 


"Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 


a 
msm* 

QMS 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  P.O.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MD|* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MD|° 
James  H.  Wells,  MDf* 

John  R.  Bozalis,  MD,  t* 

John  S.  Irons,  MDt° 

Warren  V.  Filley,  MD,  t* 

James  R.  Claflin,  MDt° 

Senior  Consultants: 

George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 

t Diplomate  American  Board  ot  Allergy  and  Immunology 
■ Diplomate  American  Board  ot  Internal  Medicine 
Diplomate  American  Board  of  Pediatrics 


Executive  Director: 

G.  Keith  Montgomery,  MHA 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and 
one  of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant 
program  in  Oklahoma  to  earn  government  Medicare  Certification. 


Nazih  Zuhdi,  MD 

DIRECTOR, 


CHIEF  TRANSPLANT  SURGEON 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
Dimitri  Novitzky,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 

Research 

Beilina  Mues 
Thomas  Snow,  PhD 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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OKLAHOMA  UROLOGY  CENTER 


A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 


CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 

Ada,  Oklahoma 


MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 


FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 

Ponca  City,  Oklahoma 


PATHOLOGY  ASSOCIATES 
OF  LAWTON 

Lawton,  Oklahoma 


SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 

McAlester,  Oklahoma 


MIDWEST  CITY 
PATHOLOGY,  INC. 

Midwest  City,  Oklahoma 


PATHOLOGY,  INC 

Stillwater,  Oklahoma 


Medical  Arts  Laboratory 
Associated  Regional 
and 

University  Pathologists,  Inc. 

For  Information  Call 
(405)  239-7111  or 
1 (800)  REF-LAB1 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 


TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


Jj—  The  Bethany 
C\  Pavilion 


ADULT,  ADOLESCENT 
AND  CHILD  PSYCHIATRY 


William  H.  Scimeca,  M.D. 
James  M.  Gilbert,  M.D. 

Jose  Chioco,  M.D. 

Carmen  Warren,  M.D. 
Champa  Ranebenur,  Ph.D. 
7530  N.W.  23rd 
Bethany,  OK  73008 
(405)495-6340 

Stephen  B.  Hopper.  M.D. 
Mike  Kampschaefer,  Psy.D. 
Stephen  J.  Miller,  Ph.D. 

3817  N.W.  Expressway,  #910 
Oklahoma  City.  OK  73112 
(405)942-6100 


Sally  Varghese,  M.D. 

4301  N.W.  63rd.  Suite  #110 
Oklahoma  City.  OK  731 16 
(405)840-5270 

Rebecca  Feliciano,  M.D. 

4614  N.  MacArthur,  #232 
Oklahoma  City.  OK  73122 
(405)787-6060 

Nawal  Mishkhas,  M.D. 

1316  South  Cornwell 
Yukon.  OK  73099 
(405)354-8916 


7600  N.W.  23rd 
Bethany,  OK  73008 
(405)495-2870 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N 

SARATOGA  / P O BOX  849 

SHAWNEE.  OKLAHOMA  74801  / Phone 

405-273-5801 

ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M Bell,  MD’ 

Michael  W.  Butcher,  MD' 

T.  A Balan,  MD,  FAAOS' 

William  Phillips,  MD' 

Merle  L.  Davis,  MD 

R M Kamath,  MD,  MS'  (Ortho) 

Robert  G.  Wilson,  MD' 

Larry  D.  Fetzer,  MD 

S M Waingankar,  MD,  MS'  (Ortho) 

Cranfill  K.  Wisdom,  MD' 

GENERAL  SURGERY 

Eldon  V.  Gibson,  MD‘ 

Frank  H.  Howard,  MD' 

D A.  Mace,  MD 

Gary  D Myers,  MD’ 

J B Jarrell,  MD' 

OTORHINOLARYNGOLOGY 

INFECTIOUS  DISEASE 

S.  P Shetty,  MD' 

S.  Rishi,  MD',  MS,  FACS 

William  A.  Chapman,  MD 

INDUSTRIAL  MEDICINE 

A M Bell.  MD 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

R.  K.  Mohan,  MD 

David  L.  McBride,  MD' 

W.  J.  Birney 

OBSTETRICS 

PEDIATRICS 

'Board  Certified 

GYNECOLOGY 

A.  M Bell,  MD' 

Richard  E.  Jones,  MD’ 

R.  K.  Mohan.  MD' 

Stephen  E.  Trotter,  MD' 

W.  A.  Chapman,  MD' 

Donald  E.  Loveless,  Jr.,  MD' 

ORTHOPEDIC  ASSOCIATES,  IIMC. 

AIMD 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12 
(405)  947-091 1 


David.  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 


General  Orthopedic  Services 
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A D I O L O G Y 


M \SSOCIATES,  Inc. 

DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 

Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MR! 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 

DONALD  P.  MUELLER,  M.D. 

CAROL  K.  YATES,  M.D. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N W 56TH,  SUITE  C-10 
TELEPHONE  (405)  945-4750 


206  NORTHWEST  MEDICAL  CENTER  BLDG. 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  945-4739 


BAPTIST  HOSPITAL 
TELEPHONE  (405)  949-3202 


DEACONESS  HOSPITAL 
TELEPHONE  (405)  949-6107 


iii^PI 


CT  SCAN 

Head 
Spine 
Total  Body 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


MRI 


(1.5  Tesla  GE  Magnet) 

Head 

Spine 

Total  Body 


OKLAHOMA  HAND 
SURGERY  CENTER,  INC.  l> 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 

300  Northwest  13th,  Suite  100 


Kenneth  A.  Hieke,  MO 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Sllverstein,  MD,  FACS 

J.  Michael  Kelly.  MD,  FACS 

Plastic.  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck.  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 


ALLERGY 


ADULT  & ADOLESCENT  ALLERGY 

V.O.  LAING.  MD,  FACP  BOARD  CERTIFIED  ALLERGIST 

Children  & Adults  — Hay  Fever  — Asthma 
Blood  & Skin  Testing 

253  Utica  Square  Medical  Bldg  • 21st  and  Utica 
Tulsa.  OK  74114  • (918)  747-8775 


JAMES  A MURRAY.  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


OKLAHOMA  ALLERGY  CLINIC.  INC 
Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 

Roberts. Ellis, MDf  John  R Bozalis.  MDf 

LyleW  Burroughs,  MDf  John  S Irons.  MDf 

Charles  D Haunschild.  MDt  Warren  V.  Filley.  MDf 

James  H Wells,  MDf  James  R Claflin.  MDt" 


Senior  Consultants:  George  S Bozalis,  MD;  George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
‘ Diplomate  Amencan  Board  of  Internal  Medicine 
• Diplomate  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St  3433  NW  56th 

Okla  City.  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service),  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 
•J.J  Donnell.  MD  947-2556  'G.L  Homck.  MD  943-8428 
•J.L  Bressie,  MD  946-0568  A.F  Elliott.  MD  943-8421 
A S Dahr,  MD  947-2321  Gary  Worcester,  MD  943-4134 
•Jan  Voda,  MD  947-1297  Stanley  A Horst,  MD  946-0606 
'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N.W.  56th  Oklahoma  City,  Oklahoma  73112 


Galen  P Robbins.  MD 
Williams  S Myers,  MD 
Lawrence  M Higgs.  MD 
Ronald  H While.  MD 


CARDIOVASCULAR  CLINIC 
William  J Fors,  MD 
W.  H.  Oehlert.  MD 
Charles  F.  Bethea,  MD 


Fred  E.  Lybrand,  MD 
Mel  Clark,  MD 
Jerome  L Anderson,  MD 
Santosh  T Prabhu,  MD’ 


Senior  Consultant:  Wm.  Best  Thompson,  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 


BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial.  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interst  in  Skin  Surgery 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC 


John  L.  Davis,  M D 
3330  N.W.  56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Suite  602 


RONALD  W GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


OSMA  toll-free  number 
1-800-522-9452 
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ENDOCRINOLOGY 


II 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


M GUDE,  MD.  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Infernal  Medicine 
and  Endocrinology/ Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6.  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  , MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


Practice  of  Internal  Medicine  and  Nephrology 


E.  IDE  SMITH,  MD-  WM.  P.  TUNELL,  MD*  DAVID  W TUGGLE,  MD- 


TV  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 


Classen  Professional  Bldg 
1110  N.  Classen  Blvd,.  #200 
Oklahoma  City,  OK  73106 
(405)  235-8229 


M.D  Medical  Tower 
8121  National  Ave.,  #401 
Midwest  City,  OK  73110 
(405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS,  Inc 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332- 1 880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
"American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Mural!  Krishna,  MD.  MAPA 
John  C.  Andrus.  MD,  MAPA 
Charles  E.  Smith,  MD,  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Shree  S.  Vinekar,  MD,  FAACP 
Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  in  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  MD 
Cheryl  L.  Feigal,  MD 
CONSULTANTS 
Robert  J Outlaw.  MD,  FAPA 
Diplomate  of  Amencan  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Povl  Toussieng,  MD,  FAPA 

Thurman  E Coburn,  PhD,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City.  OK  73102 
(405)  272-0734 


LARRY  PRATER.  MD 


Psychiatry 

Suite  318  Classen  Professional  Bldg 
1110  Classen  Boulevard 


232-5453/272-8476 
Oklahoma  City,  Oklahoma  73106 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC 
Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 


PULMONARY  DISEASE 


RAYMOND  J DOUGHERTY.  MD 


S Fulton  Tompkins.  MD,  DABOS 


John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


Diplomate  Amencan  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building 


235-1701 


Oklahoma  City.  Oklahoma  73103 


OSMA  News 

Another  OSMA  member  service 
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NORMAN  K IMES,  MD 
JOHN  E HUFF,  MD 

Diplomates  American  Board  ol  Internal  Medicine 
American  Board  ot  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S LITTLE.  MD 
DENNIS  M PARKER.  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street.  Suite  208  (405)  949-2215 

Oklahoma  City,  Oklahoma  73112 


RADIOLOGY 


CHET  BYNUM.  MD  GLENNA  YOUNG.  MD 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

13301  N.  Mendian  Bldg  300  1125  N Porter 

Oklahoma  City.  Oklahoma  73120  Norman,  Okla  73071 

(405)  752-0186  (405)  364-1071 


RADIOLOGIC  SPECIALTIES,  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  73116 

Practice  Limited  To  CT  Scanning 

VC  Tisdal  III,  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 
Diplomates  American  Board  of  Radiology 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Lloyd  G.  McArthur.  PhD,  MD  Winfred  L.  Medcalf,  MD 

Robert  C.  Troop.  PhD.  MD 
207  C Street  NW  Ardmore,  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G.  M RAYAN,  MD,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 

3433  NW  56th.  Suite  850  Oklahoma  City,  OK  73112 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631 -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S BAJAJ,  MD.  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  . Suite  304  13313  N Meridian,  Suite  A 

Oklahoma  City,  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 


WILLIAM  J FORREST,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  ol  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


HERBERT  M KRAVITZ,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


UROLOGY 


A de  QUEVEDO,  MD.  Inc 
Diplomate  of  the  Amencan  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 


BARNEY  J.  LIMES.  MD.  FACS 
1211  N Shartel.  Suite  208 
Oklahoma  City,  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr  Suite  300 
Midwest  City.  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 


JOSEPH  D PARKHURST,  MD,  FACS 
Diplomate  Amencan  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 


CHARLES  L.  REYNOLDS,  JR.,  MD.  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


The  Last  Word 


■ The  annual  scientific  meeting  of  the  Okla- 
homa Transplant  Society  will  be  held  on  Saturday, 
October  27, 1990,  at  the  Marriott  Hotel  in  Oklahoma 
City.  The  meeting  will  consist  of  papers  presented  by 
members  and  guests  from  the  Texas  Transplant  Soci- 
ety. Topics  will  include  kidney,  heart,  liver,  lung,  and 
bone  marrow  transplantation.  All  medical,  nursing, 
and  paramedical  colleagues  are  welcome  to  attend 
and/or  to  become  members  of  the  society.  Anyone 
wishing  to  present  a short  paper  at  this  meeting  or 
requiring  further  information  about  the  program 
should  contact  D.K.C.  Cooper,  MD,  PhD,  Oklahoma 
Transplantation  Institute,  Baptist  Medical  Center, 
3300  NW  Expressway,  Oklahoma  City,  OK  73112, 
(405)  949-3349. 

■ An  all-new  edition  of  A Physician’s  Guide  to 

Professional  Corporations  is  now  available  from  the 
American  Medical  Association.  The  book  explains 
the  pros  and  cons  of  incorporation  and  clearly  out- 
lines legal  and  tax  implications.  It  clarifies  the  rules 
of  operating  a professional  corporation  by  translating 
this  complex  issue  into  common  terms  using  a point- 
by-point  approach.  The  guide,  OP  378289,  is  avail- 
able at  $18  for  AMA  members  ($27  for  nonmembers) 
from  the  AMA,  Book  and  Pamphlet  Fulfillment,  Post 
Office  Box  10946,  Chicago,  IL  60610-0946,  or  call 
1-800-621-8335  to  order  with  Visa  or  Mastercard. 

■ Medical  eye  care  for  the  disadvantaged 
elderly  in  Oklahoma  is  available  through  the  toll- 
free  Helpline  of  the  National  Eye  Care  Project,  1 -800- 
222-EYES.  Each  qualified  caller  will  be  matched 
with  a nearby  ophthalmologist  who  has  volunteered 
to  provide  medical  eye  care  at  no  out-of-pocket  cost  to 
the  patient.  Medicare  or  other  insurance  will  be  ac- 
cepted as  payment  in  full;  if  the  patient  has  no  insur- 
ance, the  care  is  free.  To  qualify,  a patient  must  be 
age  65  or  older  and  a US  citizen  or  legal  resident.  The 
patient  must  no  longer  have  access  to  an  ophthal- 
mologist he  or  she  has  seen  in  the  past. 

The  National  Eye  Care  Project  is  designed  to 
detect  and  treat  eye  disease,  a frequent  cause  of  blind- 
ness among  the  elderly;  it  is  not  an  eyeglasses  pro- 
gram, and  neither  prescription  drugs  nor  hospital 
care  are  provided.  The  project  is  sponsored  by  the 
Oklahoma  State  Society  of  Eye  Physicians  and  Sur- 
geons and  the  Foundation  of  the  American  Academy 
of  Ophthalmology.  Since  it  opened  in  1986,  it  has  re- 


ceived more  than  4,200  calls  from  Oklahoma  resi- 
dents and  has  referred  more  than  2,700  patients  to 
volunteer  ophthalmologists. 

■ “Patients,  Practices,  and  Procedures  — Out- 
looks for  the  Future”  is  the  name  of  a multifaceted 
seminar  being  presented  August  2-5  in  Phoenix. 
Sponsored  by  Mercy  Health  Center,  Oklahoma  City, 
the  CME-accredited  programs  will  discuss  such  top- 
ics as  AIDS  and  other  sexually  transmitted  diseases, 
medical  oncology  for  the  primary  care  physician,  vas- 
cular reconstructive  procedures  in  the  legs,  obsessive 
and  compulsive  disorders,  malingering  and  decep- 
tion in  medical  practice,  and  the  dissolution  of  gall- 
stones. Registration  deadline  for  the  seminar,  to  be 
held  at  The  Pointe  at  Tapatio  Cliffs,  is  July  12.  For 
information  call  Sheri  Van  Oosten,  Meeting  Planner, 
at  (405)  752-3603. 

■ Nineteen  cases  of  eosinophilia-myalgia  syn- 
drome (EMS),  an  illness  associated  with  the  use  of 
L-tryptophan  (LT),  had  been  reported  in  Oklahoma 
as  of  March  23,  according  to  the  April  Epidemiology 
Bulletin  of  the  Oklahoma  State  Department  of 
Health.  No  deaths  had  been  reported,  and  there  had 
been  no  new  cases  for  two  months.  A total  of  1,417 
cases  of  EMS  had  been  reported  to  the  Centers  for 
Disease  Control  in  Atlanta,  and  there  had  been  20 
deaths  among  patients  who  took  LT.  Because  illness 
has  occurred  in  persons  taking  amounts  as  small  as 
100  mg/day,  the  original  LT  recall  has  been  expanded 
to  all  products  containing  any  amount  of  the  sub- 
stance (except  for  a few  pharmaceutically  manufac- 
tured products).  No  artificially  produced  LT  should  be 
available  to  or  consumed  by  the  public. 

■ AMA  President  Alan  R.  Nelson,  MD,  will  be 

the  first  keynote  speaker  at  a conference  in  Wichita 
next  month.  Entitled  “Who  pays  for  a Healthy 
America:  Options  for  Health  Care  in  the  1990s,”  the 
July  13-14  conference  will  be  on  the  campus  of 
Wichita  State  University  and  will  be  jointly  spon- 
sored by  WSU  and  the  University  of  Kansas.  Today’s 
critical  health  issues  will  be  examined,  providing  a 
basis  for  making  good  decisions  in  the  future.  For  de- 
tails and  registration  information,  contact  Assistant 
Dean  Richard  Meyer,  University  of  Kansas  Division 
of  Continuing  Education,  Continuing  Education 
Building,  Lawrence,  KS  66045-2600,  (913)  864-4790. 
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VASOTEC 


ENALAPR1L  MALEATE  MSD 


VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapnl  Maleale.  MSD)  is  contraindicated  in  patients  who  aie  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warning*:  Angioedema  Angioedema  ol  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  repoded  in 
patients  Treated  with  ACE  inhibitors  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  contined  to  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  laid  Where  there  is  Involvement  ol 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg  . subcutaneous 
epinephrine  solution  1:1000  (0  3 mL  to  0 5 ml),  should  be  promptly  administered  See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure  especially  with  the  lust 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  nol  necessary  when  dosing 
instructions  are  lollowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA 
TION  ) Patients  at  risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
lailure.  hyponatremia  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  lailure).  reduce  Ihe  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
in  patients  at  risk  lor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  tor  excessive  hypotension  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  lor  Ihe  first  two  weeks  ol  treatment  and 
whenever  the  dose  ol  enalapnl  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  ll  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  il  necessary,  receive  an  intravenous  mlusion  ol  normal  saline  A transient  hypotensive  response  is  nol  a 
contraindication  to  lurther  doses  ol  VASOTEC  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  II  symptomatic  hypotension  develops  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/ Agranulocytosis  Another  ACE  inhibitor,  caplopm  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  impairment  especially 
il  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ol  enalapnl  are  insufficient  to  show  that 
enalapnl  does  not  cause  agranulocytosis  al  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapnl  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  impaired  Renal  function  As  a consequence  ol  inhibiting  the  renm-angiotensin-aidosterone 
system,  changes  in  renal  (unction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  Ihe  renin-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  ano  rarely  with  acule 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapnl  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  Ihe 
first  tew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  m blood  urea  and  serum  creatinine,  usually  minor  and  transient  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  m patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5 .7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  in  clinical  trials  in  heart  failure  hyper- 
kalemia was  observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 
Risk  tactors  tor  Ihe  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes  which 
should  be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Dmg  Interactions ) 

Surgery/Anesltiesia  In  patients  undergoing  mator  surgery  or  during  anesthesia  with  agents  that  produce  hypotension 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  tor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  lust  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  lace  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness.  especially  during  the  tirst  tew  days  of  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  ol  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

rkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
:ian. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g , sore  throat,  fever)  which  may 
be  a sign  of  neutropenia. 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy 
with  enalapril  The  possibility  ot  hypotensive  effects  with  enalapnl  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Penm  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g . spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomi- 
tant use  ol  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  lailure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium  including  ACE  inhibitors  A lew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy  - Category  C There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  total  toxicity  occurred  in  some  rabbits  at  doses  of 
i mg'Vg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 
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been  clearly  defined.  VASOTEC*]l!najapii|  Mateafe'.-MSDl  should  be  used  during  pregnancy  only  il  the  potential  beh- 
eld justifies  the  potential  risk  to  me'letus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  Ihe  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  total  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  total  and  neonatal  mor 
biddy  and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy  there  have  been  reports  ol  hypotension  and 
decreased  renal  perlusion  in  the  newborn  Oligohydramnios  in  The  mother  has  also  been  reported,  presumably  repre 
sentmg  decreased  renal  lunction  in  Ihe  letus.  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  with  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  il 
is  nol  clear  whether  they  are  related  to  ACE  inhibition  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  lactalmg  rats  contains  radioactivity  following  administration  ol  "C  enalapril  maleale  II  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  lound  to  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  Irequenl  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%)  nausea  (1 4%)  rash  (1  4%),  cough  (1 3%).  orthostatic  effects  (1 2%)  and  asthenia  (11%) 
HEART  FAILURE  The  most  Irequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (7  9%)  hypotension  (6  7%)  orthostatic  effects  (2  2%),  syncope  (2  2%).  cough  (2  2%).  chesl  pain  (21%).  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (T 8%)  headache  (1  8%),  abdominal  pain  (1  6%),  asthenia  (1  6%),  orthosta- 
tic hypotension  (1  6%)  vertigo  (1 6%),  angina  pectoris  (1  5%),  nausea  (1  3%).  vomiting  (1  3%),  bronchitis  (13%). 
dyspnea  (1,3%),  urinary  tract  infection  (1.3%).  rash  (13%),  and  myocardial  infarction  (f.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ol  pahenls  with  hypertension  or  heart  failure  in  clinical  Inals  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension ) pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus  pancreatitis  hepatitis  (hepatocellular  ot  cholestatic  jaundice)  melena.  anorexia,  dyspepsia,  con- 
stipation glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous/ Psychiatric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
lorme.  urticaria,  pruritus,  alopecia.  Hushing,  hypernidrosis 

Special  Senses  Blurred  vision,  laste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which’may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis  myalgias  lever,  serositis,  vasculitis,  leukocytosis,  eosmophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (02%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  ll  angioedema  ol  Ihe  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  inshluted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  ther- 
apy in  01%  of  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine , Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  mitogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ot  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  lailure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  of  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately 

0 3 g%  and  1 0 vol  %.  respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Cither  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A few  cases  ol  hemolysis  have  been  reported  in  patients  with  G6PD 
deliciency 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  Ihe  likelihood  of  hypotension  (See 
WARNINGS ) If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  atone,  diuretic  therapy  may  be  resumed 
II  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  in  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  ol  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypelensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ot  up  to  approximately  3 mg/dl)  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  > 3 mg/dL).  the  lirst  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  Alter  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  tor  at  feast  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  interactions ) II  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may 
dimmish  the  likelihood  ol  hypotension  The  appearance  ol  hypotension  alter  Ihe  initial  dose  ol  VASOTEC  does  nol 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  of  the  hypotension  The 
usual  therapeutic  dosing  range  tor  the  treatment  of  heart  lailure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV),  patients  were  treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Effects  ) Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  lai  lure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dL,  therapy  should  be  initi- 
ated at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Heart 
Failure  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  tour  days  or  more,  il  at  the  time  Men 

01  dosage  adjustment  there  is  not  excessive  hypotension  or  signilicant  deferioration  ol  renal  tone-  iviat-f 


THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 

VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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Because  safety 

cannot  be  taken  for  granted 

in  H 2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine.1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively4  5 

■ Dosage  .for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available ) 

References 
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2 Br  J Clin  Pharmacol  1985:20  710-713. 

3.  Data  on  file.  Lilly  Research  Laboratories. 

4 Scand  J Gastroenterol  1987:22(supp / 136)  61-70 

5 Am  J Gastroenterol  1989:84:769-774 


tXID ® 

zatidine  capsules 

rial  Summary.  Consult  the  package  literature  for  complete 
formation. 

idlcations  and  Usage:  1.  Active  duodenal  ulcer -iot  up  to  eight  weeks 
treatment  Most  patients  heal  within  lour  weeks 

2.  Maintenance  therapy  - for  healed  duodenal  ulcer  patients  at  a 
duced  dosage  ol  150  mg  h.s  The  consequences  ot  therapy  with  Axid 
r longer  than  one  year  are  not  known. 

ontraindlcatlon:  known  hypersensitivity  to  the  drug.  Use  with  caution 
patients  with  hypersensitivity  to  other  H2-receptor  antagonists 
recautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
res  not  preclude  the  presence  of  gastric  malignancy. 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
nal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
/sfunction,  the  disposibon  ol  nizatidine  is  similar  to  that  in  normal 
ibiects 

Laboratory  fesfs -False-positive  tests  tor  urobilinogen  with  Mutbstix* 
lay  occur  during  therapy. 

Drug  Interactions -Ho  interactions  have  been  observed  with  theophyl- 
ie.  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
*s  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
teracbons  mediated  by  inhibition  ol  hepabc  metabolism  are  not  expected 
occur.  In  pabents  given  very  high  doses  (3.900  mg)  of  aspirin  daily, 
creased  serum  salicylate  levels  were  seen  when  nizabdine.  150  mg 
i.d„  was  administered  concurrently. 

Carcinogenesis . Mutagenesis . Impaimrent  ol  Fertility- A two-year  oral 
ircinogemcity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
bout  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
ndence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
ie  density  ot  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
lucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
arcinogemc  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
ret  were  increased  in  the  high-dose  males  as  compared  with  placebo, 
smale  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
mes  the  human  dose)  showed  marginally  statistically  significant 
creases  in  hepabc  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
umerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
epatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
ontrol  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
iven  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
y excessive  (30%)  weight  decrement  as  compared  with  concurrent 
ontrols  and  evidence  ot  mild  liver  injury  (transaminase  elevations).  The 
ccunence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C— Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbifs,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  propurtion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Aatien/s-Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost 
5,000  patients  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizatidine,  Lilly) 


Hppalic-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients  In  some  cases,  there  was  marked  elevation  ( >500 IU/L)  in  SGOT 
or  SGPT  and,  in  a single  instance.  SGPT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS -Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H2-receptor  antagonist  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/nfegumen(a/-Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reactions 
(eg,  bronchospasm,  laryngeal  edema  rash,  and  eosinophilia)  have  been 
reported. 

Ot/ier-Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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The  new  option  for  initial  antihypertensive  therapy 


New  Rx  information 

“Initiate  therapy  with  180  mg  of  sustained- 
release  verapamil  HCI,  Calan  SR....” 

-From  Dosage  and  Administration 
section  of  complete  prescribing 
information  for  Calan  SR* 
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■ Instead  of  a diuretic  or  an  ACE  inhibitor. 

■ For  treatment  of  mild  to  moderate 
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Highly  effective... 

■ Effective  regardless  of  age,  6t  or  race.2 

■ In  six  clinical  studies,  allowing  for  dosage 
titration  up  to  480  mg  per  day,  more  than 
80%  of  4,000  adult  patients  on  Calan  SR 
as  a single-agent  antihypertensive 
achieved  goal  blood  pressure.1'6 


Well  tolerated... 

■ Total  side-effect  incidence  with  Calan  SR 
180  mg  was  not  significantly  different  from 
that  of  placebo.7 

■ Constipation,  the  most  commonly  reported 
side  effect  of  Calan  SR,  is  easily  managed 
in  most  patients. 

'Lower  initial  doses  of  120  mg  o day  may  be  warranted  in  patients  who  have  an 

increased  response  to  verapamil  (eg.  the  elderly  or  those  of  small  stature). 

■f  For  adult  hypertensives  only. 

Please  see  references  and  a brief  summary  of  prescribing  information  on 

adjoining  page. 


NEW  180  mg 

filar  gQ 


^T80mg^ 


SUSTANED-RELEASE  CAPLETS 


YOUR  80%  SOLUTION 

In  mild  to  moderate  hypertension 


© 1990,  G.D.  Searle  & Co. 


SEARLE 


NEW  CALAN  SR  180  mg 


New  Rx  information 

“Initiate  therapy  with  180  mg  of  sustained- 
release  verapamil  HCI,  Calan  SR....” 

-From  Dosage  and  Administration 
section  of  complete  prescribing 
information  for  Calan  SR* 


■ Instead  of  a diuretic  or  an  ACE  inhibitor 

■ For  treatment  of  mild  to  moderate 
hypertension 

■ Highly  effective 

■ Well  tolerated 


NEW  180  mg 


SUSTAJNED-RELEASE  CAPLETS 
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'Lower  initial  doses  of  120  mg  o day  may  be  warranted  in  patients  who  have  an  increased  response 
to  verapamil  (eg,  the  elderly  or  those  of  small  stature). 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 

< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory  bypass  tract 
(eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection  fraction 

< 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any  degree  of 
ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure  with  optimum 
digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally  produce  hypoten- 
sion. Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been  demonstrated  to  be 
produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on  verapamil  is  prudent. 
Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and  an  accessory  AV  pathway 
(eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade  conduction  across  the 
accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid  ventricular  response  or  ventricular 
fibrillation  after  receiving  I V.  verapamil  (or  digitalis).  Because  of  this  risk,  oral  verapamil  is  contrain- 
dicated in  such  patients.  AV  block  may  occur  (2nd-  and  3rd-degree,  0.8%).  Development  of  marked 
Ist-degree  block  or  progression  to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or,  rarely, 
discontinuation  and  institution  of  appropriate  therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus 
arrest,  pulmonary  edema  and/or  severe  hypotension  were  seen  in  some  critically  ill  patients  with 
hypertrophic  cardiomyopathy  who  were  treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function  (in 
severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular  dystrophy 
and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may  be  necessary 
to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmission.  Combined 
therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive  negative  effects  on  heart 
rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have  been  reports  of  excessive 
bradycardia  and  AV  block,  including  complete  heart  block.  The  risks  of  such  combined  therapy  may 
outweigh  the  benefits.  The  combination  should  be  used  only  with  caution  and  close  monitoring. 


Decreased  metoprolol  clearance  may  occur  with  combined  use.  Chronic  verapamil  treatment  can 
increase  serum  digoxin  levels  by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in 
digitalis  toxicity.  In  patients  with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and 
extrarenal  clearance  of  digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and 
the  patient  carefully  monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving 
blood-pressure-lowering  agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24 
hours  after  verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive 
effects  on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum 
lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored 
carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may 
reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may 
increase  serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antag- 
onists needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage  reduction  may 
be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames  test. 
Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  This 
drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed.  Verapamil  is 
excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (18%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/mm  (1.4%),  AV  block;  total  r,2°,3°  (1.2%),  2°  and  3°  (0  8%),  rash  (1.2%), 
flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  or  less  of  patients, 
occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular 
dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope, 
diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebro- 
vascular accident,  confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic 
symptoms,  shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  ma- 
cules, sweating,  urticaria,  Stevens- Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, increased  urination,  spotty  menstruation,  impotence.  12/21/89  • P90-W198V 
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Editorial 


Longitudinal  Insurance 


Current  health  policy  discussions  promote  rationing 
of  medical  care  in  the  United  States,  and  both  physi- 
cians and  citizens  are  aghast.  In  this  society,  univer- 
sal access  to  the  finest  medical  care  is  a coveted,  quix- 
otic ideal.  While  most  nations  have  some  overt  health 
care  rationing,  the  United  States  officially  rejects 
health  care  “rationing,”  and  ignores  the  erratic  por- 
tioning inherent  in  our  bastardized  medical  eco- 
nomics. 

Medical  costs  are  climbing,  and  political  America 
now  proclaims  that  further  increase  is  forbidden.  The 
US  Congress  studies  ways  to  mandate  “acceptable 
practice  parameters,”  another  means  of  rationing. 
The  Oregon  legislature  has  “prioritized”  its  Medicaid 
procedures,  and  urges  a national  priority  policy.  Med- 
icare challenges  the  “medical  necessity”  of  thousands 
of  claims,  and  denies  claims  by  the  hundreds  — an 
ex  post  facto  rationing  device. 

Any  government  spending  tax  dollars  in  ration- 
ing goods  and  services  must  warrant  that  necessities 
will  be  supplied,  and  guarantee  that  only  super- 
fluities are  eliminated.  But  then  comes  a crucial 
question:  What  part  of  today’s  US  medical  care  is  un- 
necessary and  a luxury  to  be  eliminated?  In  a demo- 
cratic republic  who  will  determine  the  definition  of 
“unnecessary”  medical  care,  the  patient?  the  physi- 
cian? the  pathologist?  the  HCFA  statistician?  a com- 
mittee of  friends  and  neighbors?  Congress?  or  a bloc 
party,  as  in  Communist  China?  The  lengthy  list 
suggests  the  complexity  of  the  ambiguity  created 
when  US  free  market  medical  care  became  disrupted 
by  Medicare  assumption  of  patient  payment  deci- 
sions. 

Historically,  in  the  ante-Medicare  Age  of  medical 
economics,  the  patient  or  patient’s  family  had  the 
decision  on  the  duration  and  the  complexity  of  the 
chosen  treatment.  There  were  no  “medically  unneces- 
sary” treatments  in  that  era,  and  there  was  no  ration- 
ing necessary  as  patient  consent  set  the  treatment 
limits. 

Now  we,  as  a nation,  must  unscramble  the  chaos 
that  has  resulted  from  government  interference  in 
medical  economics,  at  the  same  time  that  technolog- 
ical improvements  and  a graying  population  increase 


the  cost  of  medical  care.  Commercial  insurance  has 
fully  exploited  peer  group  risk  sharing  and  cost  shift- 
ing, and  these  devices  now  fail  to  fund  the  system.  In 
the  ante-Medicare  Age,  spontaneous  altruism  cared 
better  for  the  indigent  and  the  uninsured  than  does 
the  present  chaotic  system. 

In  any  economic  system,  the  consumer  must  pay 
for  what  is  consumed.  I believe  it  is  time  for  the 
United  States  to  return  to  a patient  self-determina- 
tion medical  insurance  system,  with  financially  sol- 
vent citizens  responsible  for  paying  for  their  own 
medical  care  rather  than  asking  their  friends  and 
neighbors  to  pay  for  it.  An  individual,  longitudinal 
risk-spreading  mechanism  is  needed  to  replace  the 
present  inadequate  insurance  devices  that  rely  on 
peer  groups,  friends,  and  neighbors. 

The  truly  free  US  citizen  needs  an  individual 
medical  insurance  account  somewhat  similar  to  a 
tax-sheltered  Individual  Retirement  Account.  A 
range  of  options,  basic  to  sumptuous,  could  then  be 
selected  by  the  individual  and  appropriately  funded. 
Such  a system  should  be  funded  during  the  indi- 
vidual’s healthy  and  working  years  as  a tax-sheltered 
Health  Cost  Trust.  A generation  of  citizens  would  be 
required  for  the  conversion,  and  of  course,  those  be- 
coming disabled  before  completion  of  funding  would 
need  a basic  medical  account  paid  by  the  government 
(friends  and  neighbors). 

Such  a system  of  longitudinal  individual  insur- 
ance could  permit  the  United  States  a gradual  re- 
turn, over  a generation,  to  a free  market  medical 
economic  system  with  patient  responsibility  and  con- 
trol of  medical  payment  decisions.  Congress  and  the 
medical  bureaucrats  must  be  eliminated  from  the 
sickroom  where  they  now  so  ineptly  preside.  A new 
and  different  health  care  funding  system  must  soon 
be  invented  for  the  United  States.  Let  us  devise  a sys- 
tem that  returns  the  payment  decision  to  the  patient 
and  scientific  autonomy  to  the  physician. 
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These  physicians  and  their  staffs  enjoy  the  many  benefits  of  UPAL  membership  from  group  purchasing  of  supplies  to  a variety  of 
financial  services,  such  as  pension  and  nonpension  investment  options.  For  more  information  call  (918)  582-2567. 
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Pull  Out  the  Pens! 

If  you  care  about  the  practice  of 
medicine  in  Oklahoma  or  the 
state  itself  you  may  need  to 
write  three  letters  this  year. 

This  is  the  first. 

The  Health  Care  Financing 
Administration  (HCFA)  has 
published  proposed  rules  for 
laboratories  in  physicians’  of- 
fices, rural  hospitals,  and  other 
practice  settings.  Possibly  unknowingly,  these  pro- 
posed rules  would  close  most  rural  hospitals  and 
office  laboratories.  NOT  because  of  the  quality  of 
work  performed.  NOT  because  of  any  provision  of  law. 
SOLELY  because  of  personnel  work  rules  that  would 
make  union  bosses  blush. 

Specifically,  the  proposed  rules  would  require  a 
doctoral  level  scientist  (not  MD  or  DO)  or  a board  cer- 
tified pathologist  as  a director  and  “technical  super- 
visor” at  each  testing  site  where  definitive  laboratory 
testing  is  done.  (By  Medicare  usage,  a director  must 
be  on-site  V2  day/week  and  can  direct  no  more  than 
three  laboratories.)  Further,  an  experienced  regis- 
tered medical  technologist  also  would  be  mandated. 
These  archaic,  make-work  personnel  rules  were  lifted 
substantially  from  the  current  standards  for  indepen- 
dent laboratories.  They  were  placed  there  because  of 
an  effective  lobbying  campaign  by  the  medical  tech- 
nologists assisted  by  national  commercial  labora- 
tories — NOT  pathologists.  Pathologists  have  been 
seeking  relief  from  these  federally  mandated  union- 
style  work  rules  for  years. 

The  proposed  rules  would  also  extend  current  hos- 
pital fire  safety  regulations  to  office  laboratories 
(where  they  would  supersede  local  fire  codes  and 
cause  considerable  needless  expense).  Quick  trivia  — 
Who  can  name  the  last  person  injured  in  an  office 
laboratory  fire?  I cannot  think  of  any  in  the  last  21 
years. 

Are  there  other  concerns?  Of  course.  The  proposed 
rules  will  require  quality  control,  proficiency  testing, 
procedure  manuals  and  documentation  of  good  per- 
formance in  all  sites  at  which  definitive  testing  is 
done.  These  other  rules  can  be  surrounded  and  met 
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with  a modicum  of  effort  and  affordable  expense.  The 
personnel  and  fire  rules  are  the  killers. 

Those  who  have  followed  these  proposed  regula- 
tions may  ask  — what  about  “waivered”  and  “less 
complex”  tests?  They  are  provided  for  in  the  regula- 
tions but  help  virtually  no  one.  One  instrument  man- 
ufacturer is  pressing  “waivered  tests”  as  a solution. 
They  are  not!  The  tests  are  extremely  limited  in 
number,  would  not  meet  the  needs  of  ANY  hospital 
or  of  the  average  physician’s  laboratory,  and  would 
have  to  be  confirmed  by  a laboratory  that  meets  all 
the  rules  before  any  therapeutic  intervention.  There 
is  no  possibility  that  these  provisions  can  be  ex- 
panded to  meet  rural  hospital  or  most  physician 
needs. 

What  To  Do 

Whether  or  not  you  operate  a laboratory,  these  pro- 
posed rules  affect  you.  They  will  devastate  rural  Okla- 
homa and  devastate  many  urban  physicians. 

They  must  be  changed! 

They  can  be  changed! 

Today,  write  the  Health  Care  Financing  Adminis- 
tration using  the  salutation  below,  and  copy  your  let- 
ter to  your  Senators  and  Representatives  (addresses 
and  salutations,  below).  Ask  your  spouse  to  write.  In- 
sist that  each  of  your  office  employees,  your  hospital 
administrator,  and  each  of  the  board  members  of  your 
hospital  write.  HCFA  counts  letters. 

Your  letter  should  be  brief.  It  should: 

(1)  Identify  you  and  your  practice; 

(2)  State  that  the  proposed  rules  on  clinical 
laboratories  would  close  (your  office,  your  hospital, 
your  referral  physician’s  office,  rural  Oklahoma  — 
whatever  is  correct  in  your  setting); 

(3)  Note  the  adverse  consequences  to  your  pa- 
tients; 

(4)  Point  out  that  closure  would  result  from  the 
proposed  personnel  rules  and  prohibitive  expense 
would  result  from  the  fire  safety  rule; 

(5)  Explain  that  current  Medicare-approved  hos- 
pital laboratory  requirements  do  NOT  require  espe- 
cially credentialed  personnel  and  that  there  are  few 
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if  any  examples  of  patient  harm  as  a result  of  poor 
testing  in  our  hospital  laboratories; 

(6)  Suggest  that  current  Medicare  hospital  lab- 
oratory personnel  requirements  be  substituted  for 
those  in  the  proposed  rule  and  that  hospital  fire 
safety  requirements  be  applicable  only  to  labora- 
tories located  within  in-patient  facilities; 

(7)  State  that  other  comments  on  these  proposed 
rules  will  be  coming  from  the  OSMA  and  other  or- 
ganizations and  request  that  they  be  read  and  con- 
sidered. 

(8)  Close. 


Your  letter  may  not  be  read,  but  it  will  definitely 
be  put  in  a stack  and  counted  (or  weighed).  Remem- 
ber that  medical  technologists,  and  commercial 
laboratories  that  hope  to  capture  your  offices  and  hos- 
pitals, will  be  writing,  too.  Following  HCFA’s  previ- 
ous intellectual  approach  to  these  regulations,  the 
heaviest  stack  wins. 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.  Paul  J.  Kanaly,  M.D. 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
Fellows  of  the  American  College  of  Surgeons 

24  Hour  Consultation  and  Referral 

Cardiac  Surgery  * Vascular  Surgery  * Thoracic  Surgery 


IT  IS  TERRIBLY  IMPORTANT  FOR  YOU  TO 
WRITE  TODAY ! 


Perry  A.  Lambird,  MD 


TO  CONGRESS 
The  Honorable  Don  Nickles 
The  United  States  Senate 
Washington,  DC  20510 

The  Honorable  David  L.  Boren 
The  United  States  Senate 
Washington,  DC  20510 


TO  HCFA 

Health  Care  Financing  Administration 
Department  of  Health  and  Human  Services 
Attention:  HSQ-176 
PO  Box  26676 
Baltimore,  MD  21207 


The  Honorable  (name  of  your  representative) 
US  House  of  Representatives 
Washington,  DC  20515 
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Mr.  Speaker,  fellow  members,  and 
guests  of  the  House  of  Dele- 
gates: The  infamous  Yogi  Berra  said, 
“It’s  not  over  till  it’s  over”  Well,  it’s 
over,  and  it  went  pretty  fast!  In  fact,  a 
lot  faster  than  I thought.  This  year 
was  a challenge  — it  was  hard  work; 
at  times  it  was  frustrating,  even  dis- 
couraging; but  overall  it  was  gratify- 
ing and,  to  a large  extent,  fun.  Being 
the  President  of  OSMA  is  meetings  — 
with  the  governor,  senators,  represen- 
tatives, DHS  officials,  Health  Sciences 
Center  officials,  OU  leadership,  coun- 
cils, committees,  staff,  and  on  and  on. 
It’s  interesting  in  that  the  problems 
are  different  from  patient  care  prob- 
lems, although  most  of  the  decisions 
ultimately  affect  our  patients;  how- 
ever, like  patient  care,  you  do  have  to 
make  intuitive  decisions  based  on  lab- 
oratory information,  though  not  chem- 
ically based.  I found  that  some  of  the 
best  help  comes  from  my  visits  to 
county  medical  societies,  listening  to 
the  concerns  of  doctors  on  the  front 
line. 

The  “hassle  factor”  is  real,  and  the 
frustration  level  is  high.  The  govern- 
ment protocol  for  the  practice  of 
medicine  doesn’t  sit  well  with  most 
doctors.  The  manipulation  of  codes, 
procedures,  and  diagnoses  to  receive 
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equitable  reimbursement  under  many 
third-party  programs  is  abhorrent  to 
physicians.  Commercial  review  of  pa- 
tient care  for  the  purpose  of  limiting 
utilization  and  costs  is  not  popular, 
either.  Even  our  own  Foundation  for 
Peer  Review  which  we  created  is  losing 
some  support  from  physicians  who 
helped  start  the  program. 

On  the  federal  scene  it  seems  it’s 
one  step  forward  and  two  steps  back. 
We  worked  hard  to  get  the  RBRVS  ap- 
proved for  Medicare  reimbursement 
without  the  expenditure  targets  and 
other  onerous  and  compromising 
amendments,  only  to  find  that  last- 
minute  additions  restricted  the  ability 
of  physicians  to  balance  bill  beyond 
125%  of  the  Medicare  allowable  begin- 
ning in  1991.  The  RBRVS  phase-in  be- 
gins in  1992.  The  one-year  gap  could 
hurt  many  of  our  members  who  prac- 
tice in  areas  and  specialties  that  have 
historically  low  allowables.  The  very 
law  that  was  designed  to  help  doctors 
who  have  been  discriminated  against 
as  the  result  of  faulty  statistical  projec- 
tions could  further  penalize  them  be- 
cause of  an  erroneous  timetable. 

The  State  Employees  PPO  also  has 
created  a lot  of  anger,  some  of  which 
has  been  directed  at  the  Health  Sci- 
ences Center  and  our  teaching  physi- 


cians. The  rural-urban  discrepancy  in 
physician  reimbursement  continues  to 
spawn  intense  dissension  between  doc- 
tors and  our  medical  organizations,  as 
is  evidenced  by  a number  of  resolu- 
tions we  will  consider  today  and  tomor- 
row. 

One  would  have  to  be  more  than 
optimistic  to  report  that  all  is  well  in 
the  House  of  Medicine  today. 

As  vexatious  and  frustrating  as 
these  problems  are,  they  have  one 
thing  in  common:  they  are  solvable. 

As  President,  I was  personally  in- 
volved with  our  congressional  delega- 
tion in  the  fight  to  stop  the  expendi- 
ture targets  and  for  a short  time  it 
appeared  our  opposition  might  lead  to 
loss  of  the  whole  RBRVS  proposal.  Be- 
cause state  medical  societies  and  the 
AMA  and,  in  fact,  the  entire  federa- 
tion were  effective  in  working  with 
their  federal  legislators,  we  were  able 
to  turn  that  issue  around. 

The  same  is  true  of  the  State  PPO. 
Our  medical  association  recognized 
the  unfairness  of  that  system,  and  we 
started  raising  questions  which  led  to 
a legislative  study;  I served  on  the  task 
force.  A new  plan  will  be  implemented 
in  July  that  will  be  open  to  all  physi- 
cians and  hospitals  with  a fair  reim- 
bursement schedule  for  both. 
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Dr.  Gary  Paddack  of  Ada  brought 
to  our  attention  the  potential  impact 
of  Medicare’s  “125%  Rule.”  We  gath- 
ered data  and  talked  to  the  AMA,  some 
specialty  societies,  and  several  state 
societies.  The  result  has  been  tes- 
timony before  Congress  from  AMA 
and  AAFP  against  the  new  law,  and 
a coalition  of  about  10  states  who  have 
senators  on  the  Senate  Finance  Com- 
mittee working  together  to  delay  im- 
plementation of  the  rule. 

OSMA  can’t  set  policy  for  Medicare 
reimbursement,  but  we  can  and  do  in- 
fluence Medicare  on  discretionary  is- 
sues. We  work  directly  with  Aetna’s 
local  administrator  and  their  medical 
director  (who  is  an  OSMA  member)  to 
ensure  that  our  members  are  treated 
equitably  on  disputed  issues.  However, 
we  can  and  do  influence  policy  for 
others.  There  is  a resolution  before  the 
House  requesting  PLICO  to  imple- 
ment a single-zone  reimbursement 
system.  Early  discussions  at  PLICO 
indicate  that  this  is  a feasible  and 
practical  objective.  Such  a system  has 
already  been  implemented  in  the 
Medicaid  program,  and  the  new  State 
Employees  PPO  will  utilize  a single- 
zone payment  system.  These  steps, 
though  small,  could  be  the  beginning 
of  a change  in  third-party  reimburse- 
ment plans. 

We  formed  a new  committee  this 
year.  The  OSMA/OUHSC  Liaison 
Committee  is  jointly  chaired  by  Ed 
Brandt  and  me.  We  are  discussing  the 
issues  between  OSMA  and  the  medical 
school,  and  our  goal  is  to  foster  pro- 
grams that  attract  faculty  to  OSMA 
and  OSMA  members  to  OUHSC.  The 
committee  has  already  set  some  spe- 
cific goals  to  enhance  the  quantity  and 
quality  of  our  student  applicant  pool 
and  to  encourage  more  graduates  into 
the  primary  care  specialties.  There  are 
major  problems  in  the  financing  of 
medical  education,  and  our  committee 
will  attempt  to  address  these  in  future 
meetings. 

Almost  three  years  ago,  Tulsa 
County  Medical  Society  recognized 
the  need  to  assist  our  elder  citizens 
with  limited  incomes  gain  better  ac- 
cess to  physicians’  services.  The  result 
was  the  implementation  of  the  VIP 
Program  which  has  been  set  up 
statewide  and  become  a model  for  simi- 
lar programs  nationwide.  Since  the 
onset  of  programs  like  the  Tulsa 
model,  no  state  legislature  has  passed 


mandatory  assignment  laws. 

The  examples  I’ve  cited  are  a few 
of  the  many  that  effective  medical  or- 
ganizations accomplish  that  can  make 
your  life  easier.  Regardless  of  its 
faults,  the  Federation  of  American 
Medicine  is  largely  responsible  for  the 
freedoms  we  have  today  to  care  for  our 
patients  in  the  manner  we  think  best 
and  also  for  our  prosperity.  While  both 
seem  to  get  trampled  on  from  time  to 


The  past  year  has  been  both  re- 
warding and  sobering. 

It  has  been  rewarding  in  the  oppor- 
tunity to  work  closely  with  John 
Alexander  and  the  other  officers,  the 
Board,  and  the  staff  of  the  Oklahoma 
State  Medical  Association.  We  are  so 
deeply  in  their  debt.  They  have  pro- 
vided exemplary  leadership,  given 
generously  of  themselves,  and  be- 
queathed to  us  a strong  and  dynamic 
organization.  The  opportunity  to  know 
and  work  with  these  men  and  women 
has  been  a precious  one. 

The  past  year  has  also  been  sober- 
ing, however,  for  much  that  has  been 
accomplished  by  our  predecessors  is 
being  threatened  by  the  actions  of 
others  and  occasionally  by  our  own 
deeds. 

The  most  cloudy  of  crystal  balls  can 
still  display  the  externally  generated, 
immediate  problems  we  face  in  Okla- 
homa. These  problems  include:  exten- 
sive economic  damage  as  the  Resource 
Based  Relative  Value  Scale  (RBRVS) 
is  implemented;  further  decay  of  our 
rural  hospitals  and,  with  them,  a 
m^jor  part  of  our  state’s  population 
base;  stringent  regulations  on 
laboratories  with  adverse  conse- 


time,  the  truth  of  the  matter  is  we  do 
pretty  well. 

As  I said  earlier,  perhaps  the 
House  of  Medicine  is  not  in  perfect 
order,  but  in  the  words  of  a loyal  Cubs 
fan,  “Maybe  Next  Year.”  Let’s  keep  try- 
ing. 

Respectfully  submitted, 

John  R.  Alexander,  MD 
President 


quences  for  rural  hospitals,  physi- 
cians’ offices,  and  our  patients  who 
need  cytologic  studies;  and  the  exter- 
nal regulation  of  office-based  practice. 

The  RBRVS  is  more  likely  to  prove 
a problem  than  a panacea  for  Okla- 
homa. While  the  “work”  component 
may  prove  favorable  for  those  of  us  in 
primary  care,  the  other  two  compo- 
nents of  RBRVS  reimbursement  are 
likely  to  prove  tragic  for  everyone.  Mal- 
practice liability  costs  form  the  second 
leg  of  the  RBRVS.  Because  of  our  as- 
tonishing success  with  PLICO,  our  re- 
ward will  be  a payment  for  this  compo- 
nent of  about  one-half  that  of  the  49th 
ranking  state.  We  have  already  seen 
the  application  of  the  third  “practice 
cost”  component  of  the  RBRVS.  Adjust- 
ment of  our  radiologists’  Medicare  al- 
lowables this  past  January  using 
“practice  costs”  dropped  us  to  a three- 
way  tie  for  the  lowest  payment  rates 
in  the  nation.  Radiologists  in  all  the 
surrounding  states  receive  20-30% 
more.  RBRVS  is  a problem  of  great 
magnitude. 

Rural  hospitals,  with  Medicare 
and  Medicaid  admission  percentages 
of  70%  or  more,  cannot  survive  with- 
out significant  payment  changes  both 
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OSMA  President  John  R.  Alexander,  MD,  Tulsa,  passes  the  gavel  to  his  successor,  Perry  A. 
Lambird,  MD,  Oklahoma  City. 


for  hospitals  and  the  physicians  of 
their  medical  staffs. 

Regulations  under  the  Clinical 
Laboratory  “Improvement”  Amend- 
ments of  1988  will  increase  costs,  may 
cause  entire  hospitals  and  many  physi- 
cian office  laboratories  to  close,  and 
will  certainly  result  in  $30-$50  pap 
smears  with  a turn  around  time 
measuring  months.  It  will  not  be 
pretty!  These  regulations  must  be 
made  to  conform  to  common  sense  and 
reality,  scarce  commodities  in 
Washington,  DC. 

Finally,  we  will  see  a continued  ex- 
pansion of  regulations  and  controls  on 
our  office-based  practices.  PRO  review, 
EPA,  OSHA,  HCFA,  managed  care 
systems,  and  others  will  be  much  more 
evident  and  intrusive.  We  will  not  like 
it. 

There  are  some  steps  we  can  under- 
take to  blunt,  modulate,  or  even  elimi- 
nate these  ogres  now  rising  from  the 
swamps  of  bureaucracy.  But  to  at- 
tempt a course  of  change  is  consigned 
to  failure  if  we  cannot  work  together, 
sharing  the  risks  and  the  possible 
rewards. 

At  the  top  of  our  concerns  should 
be  the  American  Medical  Association. 
We  need  desperately  to  have  all  states 
in  the  United  States  unified.  Every 
single  loss  of  a member  of  the  AMA 
weakens  us  nationally.  It  is  critically 
important  that  the  AMA  be  strong, 
now.  It  is  within  the  AMA  that  we  can 
work  out  our  differences  collegially 
and  present  a united  front  to 
Washington  and  industry.  The  AMA 
will  carry  our  standard,  but  we  must 
support  it  with  all  that  we  have.  Never, 
ever  forget,  we  are  the  AMA. 

Next,  we  need  to  be  enthusiastic 
messengers  to  our  colleagues  at  home 
about  our  own  Oklahoma  State  Medi- 
cal Association.  One  can  travel  the 
length  and  the  breadth  of  this  great 
state  and  hear  ad  seriatum  that  Okla- 
homa County,  or  Tulsa,  or  the  rural 
areas  dominate  our  association  to  the 
disadvantage  of  the  speaker  (who  is 
always  from  a non-dominant  area). 
This  teaches  three  things.  First,  all 
physicians  are  hurting.  Second,  our  as- 
sociation is  doing  an  excellent  job  of 
balancing  competing  interests,  as  this 
House  of  Delegates  is  doing  today. 
Third,  we  who  serve  the  association, 
and  in  particular  all  of  us  as  delegates, 
are  failing  to  make  clear  at  home  that 
this  is  our  association.  We,  all  of  us, 


are  the  AMA.  We  must  resolve  our  dif- 
ferences here,  and  go  forth  to  the  world 
united. 

Assuming  that  this  House  will 
exercise  both  judgment  and  wisdom  in 
strengthening  our  role  within  the 
AMA  and  in  reconciling  the  reconcila- 
ble within  our  state,  there  is  an  action 
plan  with  which  to  attach  our  im- 
mediate common  problems. 

First,  we  must  initiate  a coalition 
of  patients,  hospitals,  communities, 
and  physicians  to  demand  (not  ask  but 
demand)  that  Oklahoma  physician 
reimbursement  under  the  RBRVS  not 
be  reduced  to  that  of  a third  world, 
banana  republic,  barefoot  pseudo  doc- 
tor. Steps  have  been  taken  already  to 
prepare  for  such  a coalition.  It  will  be 
facilitated  greatly  by  an  active  public 
relations  campaign  by  our  association 
and,  I hope,  by  the  participation  of  our 
dynamic  and  effective  auxiliary.  I will 
name  a task  force  to  accomplish  this 
urgently  needed  program. 

Second,  we  need  a watchdog  over 
Aetna  as  the  RBRVS  conversion  takes 
place.  With  your  new  president-elect, 
I will  name  a long-term,  ad  hoc  com- 
mittee to  serve  just  that  role. 

Third,  through  our  strong  AMA  de- 
legation, we  must  convince  our  col- 
leagues throughout  the  United  States 
that  we  of  the  AMA  must  press  ahead 
to  limit  governmental  damage  from 


either  regulations  or  reimbursement. 
We  must  promote  Health  Access 
America.  We  must  seek  medical  con- 
trol of  practice  guidelines.  We  must 
find  positions  from  which  we  can  speak 
with  unity.  And  we  must  remain 
united. 

Let  it  be  clearly  understood  that 
war  upon  us  has  been  declared,  and 
that  seige  forces  are  gathering  on  the 
borders  of  Oklahoma  and  American 
medicine.  The  armament  — com- 
puters. The  ammunition  — flawed 
data.  The  logistical  support  — facile 
theories  fashioned  from  archaic, 
crumbling,  statist  philosophy.  The 
army  — an  egregious  bureauracy.  The 
air  force  — venal  politicians.  And  the 
fifth  column  — those  who  would 
weaken  organized  medicine.  The 
enemy  is  powerful  and  tenacious.  But 
as  history  has  proved  repeatedly,  a de- 
dicated, committed,  united  and  deter- 
mined population  confronted  by  vastly 
superior  forces  can  command  victory. 

Let  us  leave  here  today  having 
forged  a commitment  to  that  victory, 
a commitment  to  the  future  of 
medicine  and  a commitment  to  the 
health  of  generations  yet  unborn.  We 
can  do  no  less. 

Respectfully  submitted, 

Perry  Lambird,  MD 
President-Elect 
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Minutes 

OSMA  House  of  Delegates 

OPENING  SESSION 

Friday,  May  4,  1990,  9:00  am 


I.  Call  to  Order  and  Invocation 

The  House  of  Delegates  convened 
its  84th  Annual  Session  at  the  Okla- 
homa City  Marriott  Hotel  on  May  4, 
1990.  Speaker  Larry  L.  Long,  MD, 
called  the  meeting  to  order  at  9: 15  am. 

Elvin  M.  Amen,  MD,  Bartlesville, 
OSMA  Past  President,  delivered  the 
invocation  following  observance  of  the 
National  Anthem. 

II.  Report  of  the  Credentials 
Committee 

Billy  D.  Dotter,  MD,  Okeene,  Cre- 
dentials Committee  Chairman,  an- 
nounced that  a quorum  was  present. 

III.  Introductions 

Doctor  Long  introduced  those  at 
the  head  table:  John  R.  Alexander, 
MD,  President;  Perry  A.  Lambird,  MD, 
President-Elect;  Billy  Dale  Dotter,  MD, 
Vice-President;  Sara  R.  DePersio,  MD, 
new  Chair,  Board  of  Trustees;  Victor 
L.  Robards,  Jr.,  MD,  Vice-Speaker  of 
the  House;  Mr.  David  Bickham,  Execu- 
tive Director;  and  Mrs.  Bobbie  Brown 
and  Mrs.  Toni  Leverett,  Recording  Sec- 
retaries. 

Doctor  Long  then  introduced  and 
welcomed  the  following  special  guests: 
OSMA  Past  Presidents  Elvin  M. 
Amen,  MD;  Ed  L.  Calhoon,  MD;  M. 
Joe  Crosthwait,  MD;  Norman  L. 
Dunitz,  MD;  J.  B.  Eskridge  II,  MD; 
C.  S.  Lewis,  Jr.,  MD;  Marvin  K.  Margo, 
MD;  John  A.  McIntyre,  MD;  Ray  V. 
McIntyre,  MD;  Floyd  F.  Miller,  MD; 
James  B.  Pitts,  Jr.,  MD;  and  Medical 


Students  Gale  Joslin,  Brad  Stephens, 
Jonathan  Drummond,  and  Alexa 
Gamer. 

IV.  Approval  of  the  Minutes  of  the 
1989  Annual  Meeting 

Doctor  Long  noted  these  minutes 
were  published  in  the  July  1989  issue 
of  the  OSMA  Journal.  There  being 
no  objections,  the  Chair  stated  the 
minutes  were  approved  as  published. 

V.  Presentations 

A.  AMA-ERF  Doctor  Long  rec- 
ognized Mrs.  Maureen  Bynum,  outgo- 
ing Auxiliary  President,  to  introduce 
Mrs.  Sandra  Mitchell,  Chair  of  the 
Health  Projects  Committee  of  the 
AMA  Auxiliary,  from  Kansas  City, 
Missouri,  for  her  comments. 

Mrs.  Mitchell  noted  she  works  full- 
time for  her  husband,  a urologist,  and 
brings  greetings  from  the  more  than 
75,000  members  of  the  AMA  Aux- 
iliary. One  of  the  themes  this  past  year, 
she  explained,  is  unity,  and  she  stress- 
ed its  importance  in  conjunction  with 
purpose  and  action.  Mrs.  Mitchell  also 
stated  it  is  crucial  for  physicians  and 
spouses  to  work  as  a team. 

Mrs.  Mitchell  discussed  the  AMA 
Auxiliary’s  involvement  with  teenage 
drug  abuse  and  pregnancy  programs, 
and  noted  the  AMA-ERF  has  received 
$2  million  in  contributions  toward 
medical  education  for  those  who  would 
otherwise  not  be  able  to  attend.  She 
commended  the  physicians  for  their 
commitment  to  organized  medicine 


Norman  L.  Dunitz,  MD,  Tulsa,  stops  for  a 
credentials  check  before  entering  the  House 
of  Delegates. 


and  applauded  the  OSMA  Auxiliary 
for  superior  work  done  in  the  various 
county  societies. 

Mrs.  Nora  White,  OSMA  Auxiliary 
President-Elect,  was  then  introduced 
by  Mrs.  Bynum.  Mrs.  White  expressed 
her  thanks  for  the  lovely  room  accom- 
modations and  flowers  and  said  she  is 
looking  forward  to  her  year  as  Presi- 
dent. 

Mrs.  Bynum  announced  this  year’s 
Auxiliary  theme  has  been  “Physician 
Partnerships  — Always  a Team  Ef- 
fort.” The  OSMAA,  she  noted,  has 
been  involved  in  a variety  of  activities 
this  year.  Rather  than  having  a 
Medicine  Day  at  the  State  Capitol,  two 
Political  Education  Workshops  took 
place  in  March,  one  in  Oklahoma  City, 
and  one  in  Tulsa.  Mrs.  Bynum  said 
that  health  projects  conducted  across 
the  state  by  county  auxiliaries  in- 
cluded anti-smoking  and  drunk-driv- 
ing programs,  child  abuse  prevention 
efforts  and  first-aid  education,  health 
and  science  fairs,  and  adolescent  preg- 
nancy, drug  abuse,  and  suicide  preven- 
tion programs. 

Mrs.  Bynum  announced  that  the 
OSMA  Auxiliary  is  extremely  proud 
to  have  Sherry  Strebel  as  the  first 
nominated  President-Elect  to  the 
American  Medical  Association  Aux- 
iliary. 

In  closing,  Mrs.  Bynum  expressed 
her  appreciation  for  the  support  and 
encouragement  of  Dr.  John  Alexander, 
the  Board  of  Trustees  and  the  OSMA 
staff  and  thanked  the  group  for  the 
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opportunity  of  working  together  to  en- 
hance the  image  of  medicine. 

Mrs.  Bynum  then  introduced  Mrs. 
Pat  Bass,  AMA-ERF  State  Chairman. 
Mrs.  Bass  presented  the  following 
checks  to  the  medical  colleges  in  Okla- 
homa for  their  medical  school  excel- 
lence funds  and  medical  student  as- 
sistance funds: 

$3,693.00  was  presented  to  Edward 
J.  Tomsovic,  MD,  Dean  of  the  Univer- 
sity of  Oklahoma  Tulsa  Medical  Col- 
lege. 

$27,753.87  was  presented  to  Ed- 
ward N.  Brandt,  Jr.,  MD,  Executive 
Dean  of  the  University  of  Oklahoma 
College  of  Medicine. 

Doctor  Brandt  then  made  some 
brief  remarks  to  the  House  and 
thanked  the  OSMA  Auxilairy  mem- 
bers for  all  their  work  in  enabling  med- 
ical students  to  graduate  with  consid- 
erably less  debt. 

B.  Dr.  George  H.  Hulsey  Doc- 
tor Long  recognized  Dr.  Chester  L. 
Bynum,  Norman,  who  presented  to  Dr. 
George  H.  Hulsey,  Norman,  Chairman 
of  the  National  Wildlife  Federation,  a 
special  plaque  for  his  numerous  efforts 
in  environmental  concerns.  Doctor 
Hulsey  expressed  his  appreciation  and 
at  the  same  time  offered  a challenge 
to  Oklahoma  physicians,  spouses,  and 
medical  students  to  become  informed 
about  environmental  issues  and  take 
the  lead  in  improving  our  environ- 
ment. Doctor  Hulsey  announced  the 
OSMA  has  formed  an  Environmental 
Committee.  He  also  urged  that  Okla- 
homa hospitals  initiate  recycling  pro- 
grams and  stressed  that  assuming  a 
leadership  role  in  the  “decade  of  the 
enviroment”  is  crucial. 

C.  Charlotte  S.  Leebron  Memo- 
rial Trust  Fund  Award  Dr.  Ray  V. 
McIntyre,  OSMA  Journal  Editor-in- 
Chief,  was  recognized  to  present  the 
winner  of  the  Charlotte  S.  Leebron 
Memorial  Trust  Fund  Award  for  the 
Best  Scientific  Paper  published  in  the 
Journal  for  1989.  Doctor  McIntyre 
announced  that  this  year’s  award  goes 
to  Dr.  Warren  M.  Crosby  for  his  article, 
“Twin  Pregnancy:  An  Appraisal  of 
Management  Options,”  which  was 
published  in  the  October,  1989  issue. 
Doctor  Crosby  expressed  his  thanks. 

D.  A.  H.  Robins  Community 
Service  Award  Doctor  Long  recog- 
nized Dr.  Jay  A.  Gregory,  Muskogee, 
new  Vice-Chairman  of  the  OSMA 
Board  of  Trustees,  to  present  this  pres- 


tigious award  to  Dr.  Virgil  Dale 
Matthews  of  Muskogee.  Mr.  Gary 
Jones,  A.  H.  Robins  Representative, 
also  assisted  in  the  presentation  of  the 
award.  Doctor  Matthews  expressed  his 
sincere  appreciation  in  being  this 
year’s  recipient. 

E.  Donald  J.  Blair  Friend  of 
Medicine  Award  Dr.  James  B. 
Pitts,  OSMA  Past  President,  was  rec- 
ognized to  present  this  award  to  Mr. 
Lee  Allan  Smith  of  Oklahoma  City. 
Mr.  Smith  expressed  his  thanks.  Doc- 
tor Long  also  recognized  Mr.  George 
Short,  Defense  Attorney  for  PLICO, 
who  had  placed  Mr.  Smith’s  name  in 
nomination. 


VI.  Remarks  of  the  Speaker 

Doctor  Long  cited  the  appointees 
to  the  following  committees  to  assist 
in  the  conduct  of  the  meeting: 

Parliamentarian 

Floyd  F.  Miller,  MD,  Tulsa 

Credentials  Committee 
Billy  D.  Dotter,  MD,  Okeene, 
Chairman 

Arthur  E.  Schmidt,  MD, 

Oklahoma  City 
John  B.  Nettles,  MD,  Tulsa 

Tellers 

Chester  L.  Bynum,  MD,  Norman 
Ray  L.  Comelison,  Jr.,  MD, 

Midwest  City 

G.  Lance  Miller,  MD,  Tulsa 

Sergeant -at -Arms 

Joe  S.  Hester,  MD,  Muskogee 

Reference  Committee  I 
Richard  L.  Hromas,  MD,  Enid, 
Chairman 

Ralph  L.  Buller,  MD,  Hydro 
Stephen  K.  Cagle,  MD, 

Oklahoma  City 
Ray  L.  Comelison,  Jr.,  MD, 

Midwest  City 

Douglas  C.  Hubner,  MD,  Tulsa 
Steven  D.  Jimerson,  MD,  Norman 
Edward  J.  Tomsovic,  MD,  Tulsa 

Reference  Committee  II 
William  O.  Coleman,  MD, 

Oklahoma  City,  Chairman 
Rosemary  Bellino,  MD,  Lawton 
David  J.  Confer,  MD,  Tulsa 
Robert  M.  Gold,  MD,  Tulsa 
Nick  Knutson,  MD,  Oklahoma  City 


Frederick  A.  Kuhn,  MD, 

Oklahoma  City 

Richard  A.  McKinne,  MD,  Muskogee 

Reference  Committee  III 
Charles  K.  Harmon,  MD,  Tulsa, 
Chairman 

Thomas  D.  Howard,  MD,  Idabel 
J.  David  Lackey,  MD,  Tulsa 
Gordon  D.  Lantz,  MD,  Tulsa 
Clarence  Robison,  Jr.,  MD, 

Oklahoma  City 
Tom  H.  Shurley,  MD,  Altus 
Wayne  W.  Wasemiller,  MD, 

Oklahoma  City 

Doctor  Long  announced  the  refer- 
ence committees  will  meet  directly 
after  the  Opening  Session,  at  approxi- 
mately 10:30  am.  He  also  referred  the 
delegates  to  the  late  items  of  business 
accepted  by  the  Board  of  Trustees  for 
consideration  by  the  House  and  an- 
nounced that  Resolution  17  has  been 
moved  from  Reference  Committee  II 
to  Reference  Committee  I. 

It  was  moved,  seconded  and  carried 
to  accept  all  late  resolutions  for  consid- 
eration. 

Doctor  Long  noted  the  House  of 
Delegates  material  included  five  Res- 
olutions of  Commendation  for  Drs. 
J.  B.  Eskridge  III;  Arnold  G.  Nelson; 
Victor  L.  Robards,  Jr.;  James  B.  Pitts, 
Jr. ; and  Orange  Welbom  for  their  years 
of  service  in  the  AMA  Delegation. 
There  being  no  objections,  Doctor 
Long  declared  these  Resolutions  of 
Commendation  adopted,  and  added 
that  these  physicians  will  be  pre- 
sented with  their  plaques  at  the  clos- 
ing session. 

Doctor  Long  then  announced  a 
Candidates  Forum  will  be  held  in 
Salon  E at  3:00  pm  and  will  be  con- 
ducted by  Doctor  Robards,  Vice- 
Speaker  of  the  House. 

VII.  President’s  Report 
Dr.  John  R.  Alexander  presented  his 
report  as  outgoing  President  of  the 
OSMA,  and  noted  that  the  past  year 
was  challenging,  frustrating,  even  dis- 
couraging, but  nonetheless  gratifying 
overall.  He  discussed  the  various  frus- 
trations physicians  are  experiencing 
but  noted  that  although  there  are 
problems,  they  are  solvable. 

Doctor  Alexander  discussed  the 
State  PPO  and  his  involvement  as  a 
member  of  the  legislative  task  force 
to  study  the  dilemma,  and  announced 
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a new  plan  will  be  implemented  in 
July  that  will  be  open  to  all  physicians 
and  hospitals  with  a fair  reimburse- 
ment schedule  for  both. 

He  also  discussed  the  potential  im- 
pact of  Medicare’s  “125%  Rule,”  and 
noted  that  after  much  diligent  work, 
the  AMA  and  the  American  Academy 
of  Family  Practitioners  presented  tes- 
timony before  Congress  against  the 
new  law,  and  a coalition  has  been 
formed  of  ten  states  who  have  senators 
on  the  Senate  Finance  Committee  to 
work  together  to  delay  implementa- 
tion of  the  rule. 

Doctor  Alexander  also  talked 
about  the  initiation  of  the  OSMA/ 
OUHSC  Liaison  Committee,  jointly 
chaired  by  Dr.  Ed  Brandt  and  himself. 

In  closing,  Doctor  Alexander  urged 
physicians  to  “keep  trying.” 

VIII.  Recess 

Doctor  Long  declared  a 10-minute 
recess  for  constituent  society  caucuses 
to  prepare  for  nominations  for  the  vari- 
ous association  offices.  The  House  re- 
convened at  10:30  am. 

Dr.  Floyd  F.  Miller,  Tulsa,  an- 
nounced he  is  not  seeking  re-election 
to  the  AMA  House  of  Delegates  and 
expressed  his  thanks  to  the  House  for 
allowing  him  to  serve  in  this  capacity. 

IX.  Nominations 

Doctor  Long  announced  the  floor 
was  open  for  nominations  for  the  fol- 
lowing officer  positions: 

President-Elect  (one  year  term  of 
office) 

Billy  Dale  Dotter,  MD,  Okeene 
Vice-President  (one  year  term  of  office) 
Michael  J.  Haugh,  MD,  Tulsa 
Speaker,  House  of  Delegates  (two-year 
term  of  office) 

Larry  L.  Long,  MD, 

Oklahoma  City 

Vice-Speaker,  House  of  Delegates  (two- 
year  term  of  office) 

Victor  L.  Robards,  Jr.,  MD,  Tulsa 
Delegate  to  the  AMA  (Positions  I,  II, 
TV) 

John  R.  Alexander,  MD,  Tulsa 
*M.  Joe  Crosthwait,  MD, 

Midwest  City 
*Perry  A.  Lambird,  MD, 
Oklahoma  City 
Gary  F.  Strebel,  MD, 

Oklahoma  City 
Alternate  Delegate  to  the  AMA 
(Positions  I,  II,  IV) 


Robert  T.  Buchanan,  MD, 
Oklahoma  City 

Billy  Dale  Dotter,  MD,  Okeene 
*Burdge  F.  Green,  MD,  Stilwell 
Charles  K.  Harmon,  MD,  Tulsa 
Philip  Mosca,  MD, 

Oklahoma  City 
Clarence  Robison,  Jr.,  MD, 
Oklahoma  City 
M.  Boyd  Shook,  MD, 

Oklahoma  City 
Trustee  (District  VI-Pos.  Ill) 

*Sara  R.  DePersio,  MD, 

Oklahoma  City 

Alternate  Trustee  (District  VI-Pos.  I) 
*Clarence  Robison,  Jr.,  MD, 
Oklahoma  City 
Alternate  Trustee  (District  X) 

No  nomination  made 
Trustee  (District  XI) 

Robert  E.  Engles,  MD,  Durant 
Alternate  Trustee  (District  XI) 

Preston  A.  Bagley,  MD,  Idabel 
Trustee  (District  XII) 

Gary  L.  Paddack,  MD,  Ada 
Alternate  Trustee  (District  XII) 

James  V.  Miller,  MD,  Ardmore 
Trustee  (District  XIII) 

J.  William  McDoniel,  MD, 
Chickasha 

Robert  J.  Weedn,  MD,  Duncan 
Alternate  Trustee  (District  XIII) 

No  nomination  made 
Trustee  (District  XIV) 

Noble  L.  Ballard,  MD,  Altus 
Alternate  Trustee  (District  XTV) 

Jeffry  S.  Lester,  MD,  Mangum 

Doctor  Long  noted  that  since  no 
nominations  were  made  for  the  Alter- 
nate Trustee  positions  for  District  X 
and  District  XII,  those  vacancies 
would  be  addressed  at  the  August 
Board  of  Trustees  meeting. 

Doctor  Long  asked  for  nominations 
for  the  PLICO  Board  of  Directors 
(three-year  terms).  The  following 
physicians  were  accepted  by  the 
House: 

Elvin  M.  Amen,  MD,  Bartlesville 
Nolen  L.  Armstrong,  MD, 

Oklahoma  City 

*C.  Alton  Brown,  MD,  Oklahoma  City 
Melissa  K.  Clements,  MD, 
Oklahoma  City 
Norman  A.  Cotner,  MD,  Grove 
E.  Philip  Couch,  MD,  Muskogee 
*Billy  Dale  Dotter,  MD,  Okeene 
*C.  S.  Lewis,  Jr.,  MD,  Tulsa 
*John  A.  McIntyre,  MD,  Enid 
*Tim  K.  Smalley,  MD,  Stillwater 


*Kenneth  W.  Whittington,  MD, 
Bethany 

(^denotes  incumbents) 

There  being  no  other  nominations, 
the  nominations  were  declared  closed. 

Discussion  took  place  concerning 
the  number  of  candidates  running  for 
AMA  Delegate  and  Alternate  Dele- 
gate positions.  It  was  moved  and  sec- 
onded that  nominations  for  these 
positions  be  reopened.  It  was  then 
moved,  seconded  and  carried  that  the 
above  motion  be  amended  to  include 
time  for  a brief  caucus.  After  further 
discussion,  the  question  was  called,  a 
vote  was  taken,  and  the  motion  to 
reopen  the  nominations  failed. 

Doctor  Long  turned  the  floor  over 
to  Victor  L.  Robards,  MD,  Vice- 
Speaker  of  the  House. 

X.  Report  of  the  Chairman  of 
the  Board 

Doctor  Robards  announced  that 
Dr.  Sara  R.  DePersio,  Oklahoma  City, 
has  been  elected  Chairman  of  the 
Board  and  Dr.  Jay  A.  Gregory,  Mus- 
kogee, Vice-Chairman.  Dr.  DePersio 
was  recognized  and  briefly  reviewed 
the  Supplemental  Report  of  the  Board, 
copies  of  which  were  made  available 
to  the  House. 

XI.  Secretary-Treasurer’s  Report 

Doctor  Robards  recognized  Dr. 

James  D.  Funnell  for  his  report,  which 
is  included  in  the  House  of  Delegates 
material,  including  the  Grant- 
Thomton  Audit  and  the  1990  Proposed 
Budget. 

Doctor  Funnell  noted  this  is  the 
first  year  the  OSMA  and  PLICO  ac- 
counts are  listed  both  jointly  and  sepa- 
rately. He  stated  that  assets  of  OSMA/ 
PLICO  have  increased  from  1988,  and 
that  the  OSMA/PLICO  profit  after 
taxes  for  1989  was  $759,124.  OSMA’s 
profit  was  $73,487,  and  PLICO’s  was 
$685,637;  OSMA’s  assets,  excluding 
PLICO,  is  about  $2.2  million. 

Doctor  Funnell  mentioned  that 
Senate  Bill  462,  sponsored  by  OSMA, 
would  exempt  physicians’  policy  fee, 
which  is  contributed  to  reserves,  from 
the  Oklahoma  Premium  Tax.  He  also 
reported  that  the  14-year  period  of 
OSMA’s  negotiations  with  CIGNA 
over  the  OSMA/INA  stabilization  fund 
has  led  to  a settlement,  whereby 
CIGNA  will  receive  51%  of  the  fund 
and  OSMA  will  receive  49%,  or 
$340,000. 
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XII.  Presentation  of  Business  To 
Come  Before  the  House 

Doctor  Robards  reminded  the  Dele- 
gates that  only  the  information  pro- 
vided in  the  handbooks  and  the  late 
business  items  will  be  considered  at 
the  reference  committee  meetings. 

XIII.  Other  Business 

Doctor  Robards  announced  that 
Dr.  Robert  W.  Block  and  Dr.  David  J. 
Confer  have  agreed  to  present  a spe- 
cial program  on  adolescent  alcohol 
and  drug  abuse.  Doctor  Block  encour- 
aged the  physicians  and  their  spouses 
to  attend  and  noted  that  more  than 
85%  of  our  teenagers  are  regular  drin- 
kers. 

Doctor  Robards  then  announced 
the  Closing  Session  will  be  held  Satur- 
day, May  5,  at  9:00  am  in  Ballroom 
Salon  E. 

XIV.  Necrology  Report 

Doctor  Robards  read  the  Necrology 
Report,  after  which  a moment  of  si- 
lence was  observed. 


1989-90  Necrology  Report 

John  Justice  Batchelor,  MD 
Robert  Sears  Davis,  Jr.,  MD 
Norman  Eugene  Deambarger.  MD 
Nevin  Wilson  Dodd,  MD 
Don  Lee  Dycus,  MD 
Rheba  L.  Huff  Edwards,  MD 
Edmund  Gordon  Ferguson.  MD 
Martin  James  Fitzpatrick,  MD 
Hervey  Adolph  Foerster,  MD 
Pbwell  Everett  Fry,  MD 
George  Harry  Garrison,  MD 
Monroe  Ruework  Jennings,  MD 
Alpha  Louis  Johnson,  MD 
Alwyn  TVavers  Kornblee,  MD 
Charles  Edwards  Leonard,  MD 
David  Charles  Lowry,  MD 
Howard  Choice  Martin,  MD 
Dewey  Lee  Mathews,  MD 
Ruben  Hilton  Mayberry,  MD 
D.  Evelyn  Miller,  MD 
Edward  Keats  Norfleet,  MD 
Marshall  W Opper,  MD 
James  Richard  Riggall,  MD 
Fred  W.  Sellers,  MD 
Sylvester  Robert  Shaver,  MD 
Vincel  Sundgren,  MD 
Wayman  Jackson  Thompson,  MD 
Orville  McClure  Wjodson,  MD 


XV.  Recess 

It  was  moved,  seconded  and  carried 
that  the  Opening  Session  of  the  House 
of  Delegates  recess  at  11:25  AM. 


Recorded  by  Toni  Leverett  and  Bobbie  Brown,  Recording 
Secretaries 


Chester  L.  Bynum,  MD,  Norman,  and  Ollie  W.  Dehart,  MD,  Vinita,  distribute  ballots  in  the 
House  of  Delegates. 


Minutes 

OSMA  House  of  Delegates 

CLOSING  SESSION 

Saturday,  May  5,  1990,  9:00  am 


I.  Call  to  Order 

The  Closing  Session  of  the  84th  An- 
nual Meeting  of  the  House  of  Dele- 
gates was  called  to  order  by  Speaker 
Larry  L.  Long,  MD,  Oklahoma  City, 
at  9:15  am  in  Ballroom  Salon  E at  the 
Oklahoma  City  Marriott  Hotel. 

II.  Invocation 

Mrs.  Maureen  Bynum,  outgoing 
Auxiliary  President,  led  the  invoca- 
tion. 

III.  Report  of  the  Credentials 
Committee 

Billy  D.  Dotter,MD,  Okeene,  Chair- 
man, announced  that  a quorum  was 
present. 

Doctor  Long  introduced  Mrs. 
Frances  Waddle,  Executive  Director  of 
the  Oklahoma  Nurses  Association, 
and  thanked  those  guests  present  who 
had  also  attended  the  Opening  Ses- 
sion. The  Chair  also  recognized  addi- 
tional OSMA  Past  Presidents  in  atten- 
dance: George  H.  Kamp,  MD;  Arnold 
G.  Nelson,  MD;  and  Orange  M. 


Welbom,  MD.  Doctor  Long  also  noted 
that  Dr.  Joe  L.  Duer  was  present  at 
the  Past  Presidents’  breakfast  but 
could  not  remain  for  the  meeting. 

IV.  Remarks  of  the  President- 
Elect 

Dr.  Perry  A.  Lambird  was  recog- 
nized for  his  presentation  which  is 
included  in  Reference  Committee  II’s 
report  section.  He  expressed  his 
thanks  to  Dr.  John  Alexander  for  a job 
well  done  and  reviewed  the  various 
accomplishments  and  continuing 
problems  from  the  past  year.  Doctor 
Lambird  stressed  the  importance  of 
unified  strength  in  the  OSMA/AMA. 

Later  in  his  comments,  Doctor 
Lambird  stated  his  plan  to  appoint  a 
task  force  to  initiate  a coalition  and 
an  active  public  relations  campaign 
concerning  the  Resource  Based  Rela- 
tive Value  Scale  conversion,  as  well  as 
an  ad  hoc  committee  to  work  with 
Aetna  as  the  RBRVS  conversion  takes 
place. 
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V.  Presentations 

Dr.  M.  Joe  Crosthwait,  AMA  Dele- 
gation Chairman,  was  recognized  to 
present  special  plaques  to  the  follow- 
ing physicians  for  their  years  of  ser- 
vice as  members  of  the  Oklahoma 
Delegation  to  the  AMA:  James  B. 
Eskridge  III,  MD;  Arnold  G.  Nelson, 
MD;  James  B.  Pitts,  Jr.,  MD;  Victor  L. 
Robards,  Jr.,  MD;  and  Orange  M. 
Welbom,  MD.  Each  honoree  accepted 
his  plaque  with  appreciation  and  re- 
ceived a round  of  applause. 

Doctor  Crosthwait  also  noted  that 
Floyd  F.  Miller,  MD,  Tulsa,  has  served 
for  eight  years  on  the  Oklahoma  Dele- 
gation, and  John  A.  McIntyre,  MD, 
Enid,  for  10  years.  Both  will  serve  until 
their  terms  expire  in  December  of  this 
year.  Doctor  Crosthwait  thanked  them 
both  for  their  dedication  and  service. 

VI.  Guest  Speakers 

Doctor  Long  recognized  Dr. 
William  E.  Jacott,  member  of  the 
AMA  Board  of  Trustees,  a family  prac- 
titioner from  Minneapolis,  Minnesota, 
for  his  remarks. 

Doctor  Jacott  said  he  is  honored  to 
represent  the  AMA,  and  he  and  his 
wife,  Judy,  extend  greetings.  Doctor 
Jacott  thanked  Dr.  J.B.  Eskridge  for 
his  years  of  service  on  the  AMA  Con- 
stitution and  Bylaws  Reference  Com- 
mittee. He  praised  Dr.  Ed  Brandt, 
Executive  Dean,  and  the  OU  College 
of  Medicine. 

Doctor  Jacott  has  served  on  the 
AMA  Board  of  Trustees  for  11  months. 
Oklahoma’s  Delegation  to  the  AMA 
has  been  outstanding  over  the  years, 
he  noted,  and  truly  represents  OSMA 
well.  Doctor  Jacott  explained  the 
Oklahoma  Delegation  has  served 
Oklahoma  and  medicine  in  an  exem- 
plary fashion. 

Doctor  Jacott  discussed  the  recent 
management  changes  occurring  with- 
in the  AMA,  and  noted  the  AMA 
Board  of  Trustees  is  immediately  hir- 
ing an  outside  investigator  to 
thoroughly  review  the  management  of 
the  AMA.  A new  accounting  firm,  De- 
loitte  & Touche,  has  also  been  hired, 
he  noted.  The  AMA  has  also  estab- 
lished two  new  internal  committees, 
the  Compensation  Committee  and  the 
Audit  Committee.  The  AMA’s  Finance 
Committee,  he  noted,  continues  to 
function,  and  its  mission  has  been 
changed  and  enhanced. 

Doctor  Jacott  announced  that  Dr. 
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James  Sammons  resigned  as  the 
AMA’s  Executive  Vice  President  on 
Feb.  9 of  this  year,  and  Dr.  Jim  Todd 
is  now  serving  as  Acting  EVP  of  the 
AMA.  A Search  Committee  has  been 
formed,  he  reported,  composed  of  five 
members  and  chaired  by  Dr.  John  J. 
Ring,  Chairman  of  the  AMA  Board. 
The  committee,  he  noted,  has  been 
working  hard  to  identify  all  eligible 
people;  April  30  was  the  last  day  to 
accept  applications.  The  committee  is 
now  making  contacts  to  see  if  the 
nominees  are  interested.  Doctor  Jacott 
noted  that  Doctor  Sammons  made  a 
profound  contribution  to  the  AMA 
through  the  years,  and  a reception  in 
his  honor  will  be  held  during  the  AMA 
House  of  Delegates. 

Doctor  Jacott  stated  that  the 
OSMA,  unified  since  its  inception,  has 
been  so  longer  than  any  other  state 
society  in  the  nation.  Oklahoma  is  one 
of  ten  unified  states,  and  four  others 
are  now  considering  unifying.  He  ex- 
pressed his  strong  belief  in  the  AMA 
and  in  the  necessity  of  physicians  to 
maintain  AMA  membership  now  more 
than  ever.  Unity,  Doctor  Jacott  stress- 
ed, is  the  key  to  our  success.  No  one 
can  effectively  meet  the  challenges  of 
the  ’90s  individually,  he  stated.  He 
mentioned  several  of  the  benefits  of 
being  unified:  two  additional  dele- 
gates and  alternate  delegates  to  the 
AMA  House  of  Delegates,  a 10%  reduc- 
tion in  AMA  dues,  and  biweekly  edi- 
tions of  the  AMA  News  and  JAMA. 
Every  physician  in  this  country  bene- 
fits from  the  AMA,  Doctor  Jacott 
stated,  and  actively,  we  physicians  can 
have  an  impact. 

Doctor  Jacott  referred  to  OSMA’s 
Resolution  14,  which  encourages  and 
endorses  Health  Access  America.  The 
AMA,  he  noted,  is  trying  to  strengthen 
the  US  health  care  system.  Doctor 
Jacott  then  highlighted  the  16  points 
of  Health  Access  America  included 
with  the  resolution. 

Doctor  Jacott  discussed  the  vari- 
ous ways  in  which  physicians  are 
being  “hassled,”  and  reviewed  the 
AMA’s  five  major  legislative  reform 
proposals  which  would  (1)  provide 
physicians  with  more  complete  infor- 
mation on  Medicare  utilization  review 
policies;  if  physicians  are  subject  to 
penalties,  it  is  only  fair  that  they  be 
provided  with  advance  knowledge  of 
Medicare  payment  limits;  (2)  allow 
physicians  to  continue  longstanding 
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reciprocal  agreements  whereby  a col- 
league cares  for  patients  when  the  reg- 
ular physician  is  not  available;  (3) 
amend  Medicare  reconsideration  and 
appeal  rules  to  allow  state  medical 
societies  or  other  professional  organi- 
zations to  appeal  payment  denials  on 
behalf  of  an  entire  class  of  physicians; 
(4)  establish  a physician  advisory 
group  to  review  Medicare  Part  B pol- 
icy, requirements,  and  Medicare  car- 
rier implementation  issues;  and  (5) 
prohibit  Medicare  carriers  from  charg- 
ing physicians  for  information  neces- 
sary for  compliance  with  Medicare  law 
and  regulations. 

In  closing,  Doctor  Jacott  expressed 
his  thanks  to  OSMA. 

Dr.  John  R.  Alexander,  outgoing 
OSMA  President,  explained  that 
OSMA’s  support  for  the  nursing  profes- 
sion has  been  demonstrated  for  many 
years,  and  he  re-established  the  ONA/ 
OSMA  Liaison  Committee  this  year. 
Doctor  Alexander  introduced  the 
Oklahoma  Nurses  Association’s  First 
Vice  President,  Kathi  Straw,  RN. 

Ms.  Straw  stated  she  was  glad  to 
speak  to  the  OSMA  on  behalf  of  the 
Oklahoma  Nurses  Association.  She 
touched  on  several  issues,  including 
the  nursing  shortage  in  Oklahoma, 
which  she  explained  is  a demand 
shortage  rather  than  a supply  short- 


age.  The  ONA,  she  noted,  appreciates 
OSMA’s  support  for  increasing  the  ap- 
propriations to  the  Oklahoma  Nursing 
Student  Assistance  Program.  Ms. 
Straw  stated  the  need  for  funding  for 
additional  faculty  and  nursing  educa- 
tion programs,  which  would  help  to  in- 
crease enrollment.  She  also  noted  that 
the  0NA70SMA  Liaison  Committee  is 
working  on  a nursing  image  career 
campaign,  with  the  theme,  “If  caring 
were  enough,  anyone  could  be  a 
nurse.” 

Ms.  Straw  announced  that  Mon- 
day, May  7,  is  National  Nurses’  Day. 
She  expressed  her  appreciation  for 
OSMA’s  efforts  in  the  nursing  profes- 
sion and  career  potential  and  noted 
the  likelihood  of  establishing  com- 
munications between  the  district 
nurses’  associations  and  the  county 
medical  society  levels. 

In  summary,  Ms.  Straw  pointed  out 
that  the  nurse  shortage  brought  ONA 
and  OSMA  together  to  address  areas 
of  concern;  this  is  a good  beginning, 
and  they  look  forward  to  continuing 
efforts  in  promoting  medical  and  nurs- 
ing care  to  the  people  of  Oklahoma. 

VIL  Annual  Plico  Shareholders 
Meeting 

Doctor  Long  declared  the  Annual 
Shareholders  Meeting  of  PLICO  was 
in  session,  and  introduced  C.  Alton 
Brown,  MD,  President  of  PLICO,  to 
present  his  report. 

Doctor  Brown  reviewed  the  goals 
established  in  the  OSMA  Board  of 
Trustees’  meeting  where  the  decision 
was  made  to  create  PLICO:  (1)  to  guar- 
antee a stable  professional  liability 
insurance  market  for  Oklahoma  physi- 
cians; (2)  to  write  as  broad  a profes- 
sional liability  policy  as  was  possible 
so  physicians  could  practice  medicine 
without  fear;  (3)  to  ensure  that  physi- 
cians never  paid  more  for  this  insur- 
ance than  the  actual  cost  of  claims  and 
defense,  plus  the  expense  of  running 
the  company;  and  (4)  to  vow  not  to  pay 
one  penny  for  tribute.  Doctor  Brown 
elaborated  on  how  each  of  these  goals 
has  been  met  through  the  years. 

Doctor  Brown  then  discussed  the 
establishment  of  PLICO  Health, 
which  has  re-established  the  basic 
principles  of  health  insurance  that 
had  been  lost  sight  of  by  the  commer- 
cial marketplace.  Doctor  Brown  stress- 
ed that  just  as  PLICO  has  become 
unique  because  of  its  occurrence  fea- 


ture, PLICO  Health  has  become 
unique  because  of  its  guaranteed  in- 
surability feature. 

He  noted  that  PLICO  Health  will 
most  likely  have  to  increase  its  pre- 
mium next  year,  but  not  to  the  degree 
of  other  commercial  insurers  who  have 
to  serve  third-party  stockholders. 
Also,  he  mentioned  PLICO  Health 
pays  no  commission  to  agents,  and 
these  two  items  alone  account  for  a 
30%  reduction  in  premium  for  the 
same  benefit. 

Doctor  Brown  announced  that 
PLICO  Health  is  in  the  process  of  de- 
veloping one  basis  for  payment  of  all 
physicians  who  provide  services, 
rather  then  using  zip  code  compensa- 
tion. 

Doctor  Brown  concluded  by  saying 
that  PLICO  ends  the  decade  in  its 
strongest  financial  position  ever,  but 
it  is  writing  the  two  toughest  lines  of 
insurance,  and  physicians  must  all 
work  together  as  a team  and  never  lose 
sight  of  our  original  objectives  in  order 
to  succeed  in  the  decade  to  come. 

There  being  no  objections,  Doctor 
Long  declared  the  meeting  of  the 
PLICO  Shareholders  meeting  con- 
cluded. 

VIII.  Elections 

Doctor  Long  reviewed  the  slate  of 
nominees  for  uncontested  positions 
which  the  House  voted  to  approve,  as 
listed  below: 

Billy  D.  Dotter,  MD,  Okeene, 
President-Elect 

Michael  J.  Haugh,  MD,  Tulsa,  Vice- 
President 

Larry  L.  Long,  MD,  Oklahoma  City, 
Speaker,  OSMA  House  of  Delegates 
Victor  L.  Robards,  Jr.,  MD,  Tulsa,  Vice- 
Speaker,  OSMA  House  ofDelegates 

TrusteeDistrict  VI:  Oklahoma  County 
Trustee  (Pos.  Ill):  Sara  R.  DePersio, 
MD,  Oklahoma  City 
Alternate  (Pos.  Ill):  Clarence 
Robison,  Jr.,  MD,  Oklahoma 
City 

Trustee  District  XI:  Atoka,  Bryan, 
Choctaw,  Coal,  McCurtain,  and 
Pushmataha  Counties 
Trustee:  Robert  E.  Engles,  MD, 
Durant 

Alternate:  Preston  A.  Bagley,  MD, 
Idabel 

Trustee  District  XII:  Carter,  Garvin, 
Johnston,  Love,  Marshall,  Murray 


and  Pontotoc  County 
Trustee:  Gary  L.  Paddack,  MD,  Ada 
Alternate:  James  V.  Miller,  MD, 
Ardmore 

Trustee  District  XTV:  Greer,  Harmon, 
Jackson,  Kiowa  and  Washita 
Counties 

Trustee:  Noble  L.  Ballard,  MD, 
Altus 

Alternate:  Jeffry  S.  Lester,  MD, 
Mangum 

There  being  no  objection  from  the 
floor  of  the  House,  Doctor  Long  de- 
clared the  above  slate  of  nominees 
duly  elected.  He  congratulated  the 
new  officers  and  trustees  and  asked 
that  they  please  remain  for  photo- 
graphs after  the  Closing  Session. 

Ballots  were  distributed  and  col- 
lected for  the  contested  races.  Doctor 
Long  stated  the  election  results  would 
be  announced  during  the  course  of  the 
meeting,  and  introduced  the  tellers: 
Chester  L.  Bynum,  MD;  Ray  L.  Cor- 
nelison,  Jr.,  MD;  Ollie  W.  Dehart,  MD; 
and  Arthur  E.  Schmidt,  MD.  Election 
ballots  were  then  distributed. 


IX.  Reference  Committee  Reports 

Doctor  Long  thanked  the  members 
of  the  House  of  Delegates  who  partici- 
pated in  the  Reference  Committee 
hearings. 

He  then  stated  the  Reference  Com- 
mittee Reports  would  be  governed  by 
Roberts  Rules  of  Order.  Doctor  Long 
added  that  a recommendation  by  a Ref- 
erence Committee  is  automatically  in- 
troduced as  a motion  and  does  not  re- 
quire a second. 

The  Reference  Committee  Reports 
considered  by  the  House  are  attached 
and  made  a part  of  the  official  minutes 
included  in  the  July,  1990  issue  of  the 
OSMA  Journal. 

Report  of 

Reference  Committee  I: 
Presented  by  Richard  L.  Hromas,  MD, 
Enid,  Chairman 

Reference  Committee  I approved 
the  following  items  without  amend- 
ment: 

Item  1.  Report  of  the  Board  of  Trus- 
tees — filed  for  information. 

Items  4 and  5.  Report  of  the  Secre- 
tary-Treasurer and  the  Proposed 
OSMA  1990  Budget  — adopted. 

Item  8.  Report  of  the  Physicians 
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Liability  Insurance  Company  — filed 
for  information. 

Item  9.  Report  of  the  Oklahoma 
State  Medical  Association  Auxiliary 
— filed  for  information. 

Item  10.  Report  of  the  Oklaho- 
mans Against  Lawsuit  Abuse  Coali- 
tion — filed  for  information. 

Item  12.  Resolution  5 — Hold 
Harmless/Indemnification  Clauses. 

Item  15.  Resolution  17  — Assist- 
ance for  OSMA  Members  Involving 
Disputes. 

Item  16.  Late  Resolution  31  — 
Medicare  Fee  Disclosure  for 
Emergency  Nonelective  Procedures. 

Reference  Committee  I approved 
the  following  items  as  amended: 

Item  7.  Report  of  the  Constitution 
and  Bylaws  Committee  — The  Refer- 
ence Committee  recommended  that 
the  section  of  the  report  dealing  with 
the  election  of  AMA  Delegates  and  Al- 
ternates be  omitted,  and  the  remain- 
der of  the  report  be  adopted.  Dr.  J.  B. 
Eskridge  III,  Chairman  of  the  Con- 
stitution and  Bylaws  Committee, 
moved  that  the  original  report  of  the 
committee  be  approved  as  a whole, 
with  no  deletions. 

Discussion  took  place.  It  was  noted 
that  this  motion  would  go  against  the 
wishes  of  the  House  of  Delegates  and 
the  Ad  Hoc  Committee  on  Office  Ten- 
ure, both  of  which  do  not  desire  to  have 
slotted  positions.  It  was  noted  that  the 
positions  would  not  be  slotted  geo- 
graphically, but  rather  the  nominees 
would  run  against  each  other  for  each 
open  position.  The  question  was 
called,  a vote  was  taken,  and  the  mo- 
tion failed.  The  House  concurred  with 
the  recommendation  of  the  Reference 
Committee,  whereby  the  Report  of  the 
Constitution  and  Bylaws  Committee 
be  adopted  with  the  exception  of  the 
section  on  election  of  AMA  Delegates 
and  Alternate  Delegates. 

Item  11.  Resolution  3 — Referen- 
dum on  Continued  Mandatory  AMA 
Membership  — A “straw  poll”  was 
taken  by  Dr.  Jay  Gregory,  Muskogee, 
to  quickly  determine  the  general  opin- 
ion on  continued  unified  membership. 
A vast  majority  of  the  House  stood  up, 
indicating  agreement.  It  was  then 
moved  and  seconded  to  reject  the  Ref- 
erence Committee’s  recommendation 
that  a referendum  be  conducted  with 
education  as  to  the  pros  and  cons  of 
federation  unification.  There  was  con- 


siderable discussion.  The  question  was 
called  to  terminate  debate,  which  re- 
quires % vote  to  pass.  The  motion 
failed. 

It  was  then  moved  and  seconded  to 
refer  this  item  to  the  Board  of  Trus- 
tees. A vote  was  taken,  and  the  motion 
failed. 

The  House  then  returned  the  orig- 
inal motion  to  reject  the  rec- 
ommendation of  the  Reference  Com- 
mittee. The  question  was  called.  A 
voice  vote  was  taken,  and  Doctor  Long 
declared  a division  of  the  House.  A 
vote  was  then  taken  by  show  of  hands, 
with  the  ayes  43  and  nos  58.  The  mo- 
tion failed. 

There  was  discussion  in  support  of 
the  Reference  Committee’s  recommen- 
dation that  a referendum  be  con- 
ducted. The  question  was  called  to  ter- 
minate debate  and  was  seconded  and 
carried.  It  was  then  moved  to  vote  on 
the  recommendation  of  the  Reference 
Committee  to  approve  Resolution  3,  re- 
quiring a % vote.  The  vote  by  show  of 
hands  indicated  45  ayes  and  64  nos. 
The  recommendation  failed. 

Item  14.  Resolution  12  — Single- 
Zone  Reimbursement  for  PLICO 
Health  Insurance  — The  word  “im- 
mediate” on  line  12  was  deleted,  to 
read  as  follows:  “Resolved,  That  the 
Oklahoma  State  Medical  Association 
support  the  creation  of  a single  reim- 
bursement zone  for  the  State  of  Okla- 
homa for  PLICO  Health.” 


Reference  Committee  I rejected  the 
following  items: 

Item  3.  Report  A to  the  Board  of 
Trustees  — The  Reference  Committee 
supported  the  decision  of  the  Board  of 
Trustees  in  not  accepting  the  recom- 
mendation of  the  OSMA  Hospital 
Medical  Staff  Section. 

Item  13.  Resolution  11 — Creation 
of  an  Appeal  Process. 

Item  17.  Late  Resolution  32  — Dis- 
closure of  Those  Who  Perform  Peer  Re- 
view. 

Reference  Committee  I referred 
the  following  items: 

Item  2.  Supplemental  Report  of 
the  Board  of  Trustees  — It  was  moved, 
seconded,  and  carried  that  the  two 
recommendations  of  the  Reference 
Committee  be  divided  for  considera- 
tion by  the  House. 

After  some  discussion  concerning 


the  concept  of  an  OSMA  branch  office, 
it  was  moved  and  seconded  that  the 
original  recommendation  of  both  the 
Executive  Committee  and  Board  of 
Trustees  to  implement  a branch  office 
be  approved,  rather  than  being  refer- 
red back  to  the  Board  ofTrustees.  After 
further  discussion,  the  motion  failed. 

It  was  noted  that  during  the  Board  of 
Trustees  meeting  many  concerns  were 
voiced,  and  the  financial  figures  for 
such  an  endeavor  were  unavailable. 
Mr.  David  Bickham,  OSMA  Executive 
Director,  explained  this  would  be  con- 
sidered an  OSMA  field  office  with  a 
yearly  cost  approximating  $50-60,000. 

It  was  then  moved,  seconded,  and 
carried  that  this  item  be  referred  to 
the  Board  ofTrustees  for  further  study 
and  action. 

Discussion  then  took  place  con- 
cerning the  extension  of  the  annual 
meeting  from  a two-day  meeting  to  a 
three-day  meeting.  It  was  moved,  sec- 
onded, and  carried  that  this  report  be 
referred  to  the  Board  of  Trustees  as 
recommended  in  the  Reference  Com- 
mittee report. 

Item  6.  Report  of  the  Council  on 
Planning  and  Development  — The 
Reference  Committee  recommended 
that  this  report  be  filed  for  informa- 
tion. However,  since  the  report  reflects 
a number  of  recommendations  for  con- 
sideration, the  House  opted  to  refer 
this  item  to  the  Board  of  Trustees. 

The  Report  of  Reference  Commit- 
tee I was  then  approved  by  the  House 
as  a whole,  as  amended. 

Doctor  Long  then  announced  the 
election  results  of  the  contested  races: 
The  three  winners  for  positions  as 
Delegates  to  the  AMA  are  John  R. 
Alexander,  MD,  Tulsa;  M.  Joe  Cros- 
thwait,  MD,  Midwest  City;  and  Perry 
A.  Lambird,  MD,  Oklahoma  City. 

Two  winners  for  positions  as  Alter- 
nate Delegates  to  the  AMA  are  Billy 
Dale  Dotter,  MD,  Okeene;  and  Burdge 
F.  Green,  MD,  Stilwell.  Doctor  Long 
noted  there  is  a tie  for  the  third  posi- 
tion, and  asked  the  members  of  the 
House  to  vote  for  either  Dr.  Philip 
Mosca  or  for  Dr.  Clarence  Robison,  Jr., 
both  of  Oklahoma  City. 

The  winner  of  the  race  for  Trustee 
for  District  XIII,  Doctor  Long  an-  I 
nounced,  is  Robert  J.  Weedn,  MD,  Dun- 
can. 

Doctor  Long  announced  the  elec-  \ 
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tion  results  for  the  PLICO  Board  of 
Directors:  C.  Alton  Brown,  MD,  Okla- 
homa City;  Billy  Dale  Dotter,  MD, 
Okeene;  C.  S.  Lewis,  Jr.,  MD,  Tulsa; 
John  A.  McIntyre,  MD,  Enid;  Tim  K. 
Smalley,  MD,  Stillwater;  and  Kenneth 
W.  Whittington,  MD,  Bethany. 

Report  of 

Reference  Committee  II: 

Presented  by  William  O.  Coleman, 
MD,  Oklahoma  City,  Chairman 

Reference  Committee  II  approved 
the  following  items  without  amend- 
ment: 

Item  1.  Report  of  the  President  — 
filed  for  information. 

Item  2.  Report  of  the  President- 
Elect  — filed  for  information. 

Item  3.  Report  of  the  Council  on 
Profesional  and  Public  Relations  — 
filed  for  information. 

Item  4.  Report  of  the  Council  on 
Public  and  Mental  Health  — filed  for 
information. 

Item  5.  Report  of  the  Ad  Hoc  Com- 
mittee on  AIDS  — filed  for  informa- 
tion. 

Item  6.  Report  of  the  Council  on 
Medical  Education  — filed  for  infor- 
mation. 

Item  7.  Report  of  the  Council  on 
Medical  Services  — filed  for  informa- 
tion. 

Item  8.  Report  of  the  Young  Physi- 
cians Section  — filed  for  information. 

Item  9.  Report  of  the  Medical  Stu- 
dents Section  — filed  for  information. 

Item  10.  Report  of  the  Hospital 
Medical  Staff  Section  — filed  for  infor- 
mation. 

Item  12.  Report  of  the  OSMA 
Child  Abuse  Task  Force  — filed  for  in- 
formation. 

Item  13.  Report  of  the  Journal 
of  the  Oklahoma  State  Medical  Associ- 
ation — filed  for  information. 

Item  20.  Resolution  16  — Commu- 
nity Pharmacist  — adopted. 

Item  21.  Late  Resolution  19  — Im- 
munizations and  Vaccinations  — 
adopted. 

Item  24.  Late  Resolution  24  — Na- 
tional Nurses’  Day  — adopted. 

Item  25.  Late  Resolution  25  — 
Maternal  Substance  Abuse  During 
Pregnancy  — adopted. 

Item  26.  Late  Resolution  27  — 
CME  Courses  — adopted. 

Item  28.  Late  Resolution  30  — 


Funding  for  OUHSC  Library  Endow- 
ment — adopted. 

Reference  Committee  II  approved 
the  following  item  as  amended: 

Item  14.  Resolution  1 — Perinatal 
Care  — the  Reference  Committee  rec- 
ommended amendments  so  as  to  read: 
“Resolved,  That  the  Oklahoma 


Gary  F.  Strebel,  MD,  and  OSMA  Secretary- 
Treasurer  James  D.  Funnell,  MD,  Oklahoma 
City,  chat  with  colleagues  during  a break  in 
the  House. 


State  Medical  Association  investigate 
proposals  which  address  the  issue  of 
more  effective  access  to  perinatal  ser- 
vices for  pregnant  women  in  Okla- 
homa; and  be  it  further 

“Resolved,  That  the  OSMA  partici- 
pate as  appropriate  in  the  develop- 
ment of  strategies  along  with  existing 
state  and  local  services  designed  to 
provide  perinatal  care  for  all  pregnant 
women  in  our  state.” 

Item  16.  Resolution  4 — OSMA 
Drug  Prevention  and  Adolescent 
Health  Task  Force  — the  Reference 
Committee  recommended  amend- 
ments on  Line  29  after  the  word  “ser- 
vices”; so  as  to  read: 

“and  the  OSMA  will  provide  materials 
that  can  be  loaned  to  county  medical 
societies  to  prepare  programs  in  their 
local  communities.” 


Item  17.  Resolution  9 — Adequate 
Medical  Care  — the  Reference  Com- 
mittee recommended  that  the  final  Re- 
solve be  deleted  and  the  remainder  of 
the  resolution  be  adopted. 

Item  18.  Resolution  10  — Licens- 
ing of  HMOs,  PPO,  Etc.  — the  Refer- 
ence Committee  recommended  amend- 
ments so  as  to  read: 

“Resolved,  That  the  OSMA  House 
of  Delegates  support  the  concept  that 
all  HMOs,  PPOs  and  similar  health 
care  delivery  systems  be  responsi- 
ble.. . ” 

Item  19.  Resolution  14  — Health 
Access  America  — the  Reference  Com- 
mittee recommended  amendments  so 
as  to  read: 

“Resolved,  That  the  individual 
components  of  the  AMA’s  Health  Ac- 
cess America  Plan  be  assigned  to 
appropriate  OSMA  councils  and  com- 
mittees for  assessment  and  possible 
implementation.” 

Item  22.  Late  Resolution  20  — 
Medical  Careers  — the  Reference 
Committee  recommended  amend- 
ments whereby  the  second  Resolve  is 
deleted  and  the  remainder  of  the  reso- 
lution is  adopted. 

Item  27.  Late  Resolution  29  — En- 
vironmental Health  Programs  — the 
Reference  Committee  recommended 
that  the  last  Resolve  be  stricken  and 
the  remainder  of  the  resolution  be 
adopted. 

Reference  Committee  II  rejected 
the  following  items: 

Item  15.  Resolution  2 — Early 
Medical  School  Training  — the  follow- 
ing Substitute  Resolution  was  recom- 
mended in  lieu  of  Resolution  2: 

“ Resolved , That  the  OSMA/ 
OUHSC  Liaison  Committee  continue 
to  address  the  problem  of  encouraging 
physicians  to  enter  primary  care  prac- 
tices in  rural  areas.” 

Item  23.  Late  Resolution  22  — 
“Growing  Healthy”  Curriculum  — the 
following  Substitute  Resolution  was 
recommended  in  lieu  of  Late  Resolu- 
tion 22: 

“ Resolved , That  the  OSMA  endorse 
programs  of  curricula  aimed  at  the 
prevention  of  health  care  problems 
through  education.” 

Reference  Committee  II  made  the 
following  recommendation: 

Item  11.  Report  of  the  Oklahoma 
Foundation  for  Peer  Review  — since 
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there  was  no  written  report  to  con- 
sider, the  Reference  Committee  recom- 
mended that  the  OSMA  ask  the  OFPR 
to  provide  a report  on  its  activities  for 
1989,  and  that  annual  reports  be  filed 
with  the  House  of  Delegates.  It  was 
further  suggested  that  two  reports  be 
produced,  one  from  the  OFPR’s  Execu- 
tive Director  and  one  from  their  Med- 
ical Director. 

The  Report  of  Reference  Commit- 
tee II  was  then  approved  by  the  House 
as  a whole,  as  amended. 

Doctor  Long  turned  the  meeting 
over  to  Victor  L.  Robards,  Jr.,  MD, 
Vice-Speaker  of  the  House. 

Report  of 

Reference  Committee  III: 

Presented  by  J.  D.  Lackey,  MD, 
Tulsa,  for  Charles  K.  Harmon,  MD, 
Tulsa,  Chairman 

Reference  Committee  III  approved 
the  following  items  without  amend- 
ment: 

Item  1.  Report  of  the  Council  on 
Governmental  Activities  — adopted. 

Item  2.  Report  of  the  Council  on 
State  Legislation  — adopted. 

Item  3.  Report  of  the  Council  on 
Member  Services  — filed  for  informa- 
tion. 

Item  4.  Report  of  the  Oklahoma 
Medical  Political  Action  Committee  — 
filed  for  information. 

Item  5.  Report  of  the  Physician  Re- 
covery Committee  — filed  for  informa- 
tion. 

Item  6.  Resolution  6 — IRS  Pro- 
posed Regulations  — adopted. 

Item  9.  Resolution  13  — Medicare 
Single-Zone  Reimbursement  — the 
Reference  Committee  recommended 
that  this  resolution  be  adopted,  and 
that  Stephens  County  Medical  Society 
be  added  as  a co-author. 

Item  10.  Late  Resolution  18  — 
Medicare  Reimbursement  Campaign 
— adopted  with  the  specification  that 
an  assessment  be  levied  at  the  discre- 
tion of  the  Board  of  Trustees  not  to 
exceed  the  limits  specified  in  the  reso- 
lution. 

Item  12.  Late  Resolution  23  — 
Rural  Medical  Care  — adopted. 


Item  13.  Late  Resolution  26  — 
Legislative  Intervention  in  Imple- 
menting the  “125%  Rule”  — adopted. 

Item  14.  Late  Resolution  28  — 
PRO  Program  Study  — adopted. 

Reference  Committee  III  amended 
the  following  items: 

Item  8.  Resolution  8 — Medicare 
Regulations  — the  Reference  Commit- 


Billy  D.  Dotter,  MD,  Okeene,  new  OSMA 
president-elect,  pauses  on  his  way  to  the 
House  of  Delegates. 


tee  recommended  amendments  so  as 
to  read: 

“ Resolved , That  the  Oklahoma 
State  Medical  Association  and  the 
American  Medical  Association  be  en- 
couraged to  increase  efforts  to  require 
that  all  Medicare  regulations  be  re- 
viewed by  judicial  authorities  prior  to 
their  implementation  . . .” 

Item  11.  Late  Resolution  21  — 
University  of  Oklahoma  College  of 
Medicine  Funding  — the  Reference 
Committee  recommended  amend- 
ments so  as  to  read: 


“ Resolved , That  the  Oklahoma 
State  Medical  Association  continue  to 
support  and  pursue  additional  fund- 
ing at  the  State  Legislature  through 
the  OSMA’s  Council  on  State  Legisla- 
tion and  Regulation  for  both  campuses 
of  the  University  of  Oklahoma  College 
of  Medicine.” 

Reference  Committee  III  referred 
the  following  item: 

Item  7.  Resolution  7 — Feasibility 
Study  — State  Insurance  Pool  — the 
Reference  Committee  recommended, 
and  the  House  concurred,  that  Resolu- 
tion 7 be  referred  to  the  OSMA  Board 
of  Trustees  for  further  consideration. 

Reference  Committee  III  rejected 
the  following  items: 

Item  9.  Resolution  15  — Budget 
Neutral  Medicare  Single-Zone  Reim- 
bursement — the  Reference  Commit- 
tee recommended,  and  the  House  con- 
curred, that  Resolution  13,  “Medicare 
Single-Zone  Reimbursement,”  be 
adopted  in  lieu  of  Resolution  15. 

The  Report  of  the  Reference  Com- 
mittee III  was  then  approved  by  the 
House  as  a whole,  as  amended. 

IX.  Other  Business 

Doctor  Robards  announced  the 
election  results  for  the  remaining 
AMA  Alternate  Delegate  position  and 
noted  the  winner  is  Clarence  Robison, 
Jr.,  MD,  Oklahoma  City.  Doctor  Robi- 
son thanked  the  members  of  the  House 
for  their  votes  and  also  stressed  that 
Dr.  Philip  Mosca  would  be  a valuable 
asset  in  any  capacity  to  the  Associa- 
tion. 

Doctor  Robards  announced  the 
PLICO  Forum  will  meet  in  Salon  A 
room  directly  after  this  meeting;  the 
PLICO  Loss  Prevention  Seminar  will 
take  place  in  this  room  upon  adjourn- 
ment of  this  meeting. 

X.  Adjournment 

There  being  no  further  business, 
the  Closing  Session  of  the  84th  meet- 
ing of  the  OSMA  House  of  Delegates 
adjourned  at  12:55  am 

Recorded  by  Tbni  Leverett  and  Susan  Tindall.  Recording 
Secretaries. 
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OSMA  House  of  Delegates 

RESOLUTIONS 


RESOLUTION  1 

(Adopted  as  Amended) 

Introduced  by:  Council  on  Public 
and  Mental  Health 
Robert  M.  Mahaffey,  MD, 
Chairman 

Subject:  Perinatal  Care 
Referred  to:  Reference  Committee  II 

Whereas,  The  Oklahoma  State 
Medical  Association  is  aware  of  the 
fact  that  nearly  half  of  all  expectant 
mothers  in  our  state  do  not  receive 
early  and  adequate  prenatal  care;  and 
Whereas,  The  Oklahoma  State 
Medical  Association  believes  that 
existing  funds  could  be  better  utilized 
to  provide  access  to  perinatal  care  to 
all  pregnant  women  in  the  State  of 
Oklahoma;  now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  investigate 
proposals  which  address  the  issue  of 
more  effective  pr-ovision-of  access  to 
perinatal  services  for  pregnant  women 
in  Oklahoma;  and  be  it  further 

Resolved,  That  the  OSMA  partici- 
pate as  appropriate  in  the  develop- 
ment of  strategies  along  with  existing 
state  and  local  services  designed  to 
provide  perinatal  care  for  all  pregnant 
women  in  our  state. 


RESOLUTION  2 

(Not  Adopted) 

Introduced  by:  Oklahoma  Delegation 
to  the  AMA 

Subject:  Early  Medical  School 
Training 

Referred  to:  Reference  Committee  II 


Whereas,  Nationwide  there  is  a 
pronounced  shortage  of  primary  care 
physicians  serving  rural  (non-urban) 
areas;  and 

Whereas,  This  impacts  adversely 
on  access  and  delivery  of  health  care 
to  the  poor  and  underinsured  popula- 
tion; and 

Whereas,  Medical  schools  have 
for  many  years  neglected  an  emphasis 
on  “hands-on  training”  during  the 
early  years  of  medical  school;  and 
Whereas,  There  seems  to  be  a ten- 
dency to  wait  until  residency  years  to 
teach  and  allow  attention  to  needed 
clinical  techniques;  and 

Whereas,  Many  full-time  instruc- 
tors of  medical  training  unduly  stress 
the  dangers  and  pitfalls  of  hands-on 
care  for  the  students  and  interns;  and 
Whereas,  Lack  of  physicians  in 
primary  and  rural  practices  gives 
some  politicians  and  business  leaders 


valid  excuses  to  push  for  nationalized 
health  care;  and 

Whereas,  In  some  innovative  pro- 
grams, medical  training  is  moving 
away  from  hospital-based  teaching 
into  office  and  medical  surgi-centers 
for  early  hands-on  instruction;  now 
therefore  be  it 

Resolved,  That  the  OSMA/OUHSC 
Liaison  Committee  continue  to  ad- 
dress the  problem  of  encouraging 
physicians  to  enter  primary  care  prac- 
tices in  rural  areas.  American  Medical 
Association  study  the  problem  of  the 
lack  of  early  exposure  of  medical  stu- 
dents to  clinical  practice  and  its  re- 
lationship to  the  shortage  of  primary 
care  and  rural  practitioners,  and  ad- 
vise the  nation’s  medical  school  deans 
that  students  are  not  best  served  by 
teachings  from  only  full-time  teaching 
staff,  and  encourage  that  a student’s 
early  years  include  office-based  train- 
ing in  many  physicians’  offices. 


SUBSTITUTE 
RESOLUTION  2 

(Not  Adopted) 

Resolved,  That  the  OSMA/OUHSC 
Liaison  Committee  continue  to  ad- 
dress the  problem  of  encouraging 
physicians  to  enter  primary  care  prac- 
tices in  rural  areas. 


RESOLUTION  3 

(Not  Adopted) 

Introduced  by:  Tulsa  County  Medical 
Society 

Mayes  County  Medical  Society 
Craig-Ottawa-Delaware  County 
Medical  Society 
Subject:  Referendum  on 

Continued  Mandatory  AMA 
Membership 

Referred  to:  Reference  Committee  I 

Whereas,  In  1950,  Oklahoma  be- 
came the  first  state  to  require  all 
physician  members  of  the  Oklahoma 
State  Medical  Association  to  maintain 
membership  in  the  American  Medical 
Association;  and 

Whereas,  After  forty  years,  it 
would  be  appropriate  to  determine  the 
attitude  of  the  general  membership  to- 
ward this  policy;  and 

Whereas,  While  over  the  years 
several  states  have  considered  man- 
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datory  membership  in  the  AMA,  only 
six  states  currently  have  such  a re- 
quirement; and 

Whereas,  Article  X of  the  Con- 
stitution and  Bylaws  of  the  Oklahoma 
State  Medical  Association  provides  for 
submitting  questions  to  a vote  of  the 
members  of  the  association;  now  there- 
fore be  it 

Resolved,  That  a referendum  be 
conducted  of  the  general  membership 
of  the  Oklahoma  State  Medical  Associ- 
ation to  determine  if  the  membership 
approves  of  continued  mandatory 
membership  in  the  American  Medical 
Association 


RESOLUTION  4 

(Adopted  as  Amended) 

Introduced  by:  Tulsa  County  Medical 
Society 

Subject:  OSMA  Drug  Prevention 
and  Adolescent  Health  Task 
Force 

Referred  to:  Reference  Committee  II 

Whereas,  Oklahoma  State  Medi- 
cal Association  recognizes  the  current 
crisis  concerning  adolescent  al- 
coholism and  drug  abuse  to  be  a com- 
munity-wide problem;  and 

Whereas,  Individual  physician 
involvement  with  education  as  to  the 
nature  and  approaches  to  the  solution 
of  these  problems  will  be  an  important 
factor  in  overcoming  them;  and 

Whereas,  With  local  physicians 
providing  some  leadership  and  educa- 
tion, parents  can  join  together  with 
the  schools,  community  leaders,  and 
local  law  enforcement  to  establish 
their  prevention  program;  and 

Whereas,  To  this  end,  the  Okla- 
homa State  Medical  Association  is  es- 
tablishing a drug  prevention  task 
force  of  state  physicians  (and/or  their 
spouses)  to  get  involved  locally  across 
the  entire  state  in  an  effort  to  resolve 
this  crisis;  now  therefore  be  it 

Resolved,  That  the  OSMA  Drug 
Prevention  and  Adolescent  Health 
Task  Force  (or  council  of  the  same 
name)  be  an  ongoing  entity  of  the 
OSMA  with  membership  to  include 
physician  and  spouse  volunteers;  this 
group  shall  meet  annually  in  concert 
with  the  OSMA  annual  meeting  to 
educate  new  volunteers  and  provide 
continuing  education  and  information 
for  its  membership;  this  group  shall 


avail  itself  of  available  resources  and 
work  with  existing  agencies  to  avoid 
duplication  of  services;  -and-funding 
shall -be- established  -for-  -this  -group  -by 
the-Qklahoaaa-State-Medical-Associa- 
tion-for-  eduGationai-mater-eale-foE-a 
leading-library- -distribution-  network 
aad-toaesist-poorly-funded-school-dis' 
tr-iets-with-additional- education-pro- 
grams, and  the  OSMA  will  provide  ma- 
terials that  can  be  loaned  to  county 
medical  societies  to  prepare  programs 
in  their  local  communities. 


RESOLUTION  5 

(Adopted) 

Introduced  by:  Tulsa  County  Medical 

Society 

Subject:  Hold  Harmless/ 

Indemnification  Clauses 

Referred  to:  Reference  Committee  I 

Whereas,  Hold  harmless  or  in- 
demnification clauses  appear  in  con- 
tracts between  physicians  and  health 
provider  organizations  such  as  PPOs 
and  HMOs;  and 

Whereas,  Such  clauses  increase 
the  physician’s  professional  liability; 
and 

Whereas,  Physicians  Liability  In- 
surance Company  (PLICO)  and  the 
Oklahoma  State  Medical  Association 
(OSMA)  have  consistently  taken  posi- 
tions opposing  such  clauses;  now 
therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  and  Physi- 
cians Liability  Insurance  Company 
shall,  in  the  future,  continue  as  a 
matter  of  policy  to  oppose  all  hold 
harmless  and  indemnification  clauses 
proposed  by  any  health  provider  or- 
ganization or  insurance  company;  and 
be  it  further 

Resolved,  That  should  OSMA  or 
PLICO  become  aware  of  provider 
agreements  with  hold  harmless  or  in- 
demnification clauses,  it  will  timely 
notify  all  of  its  physician  members  to 
sdch  agreements  and  the  risk  implica- 
tions to  physicians,  including  that  pro- 
fessional liability  insurance  coverage 
provided  by  PLICO  does  not  extend  to 
cover  hold  harmless  or  indemnifica- 
tion contractual  liability. 


RESOLUTION  6 

(Adopted) 

Introduced  by:  Tulsa  County  Medical 
Society 

Subject:  IRS  Proposed 
Regulations 

Referred  to:  Reference  Committee  HI 

Whereas,  The  Internal  Revenue 
Service’s  proposed  regulations  con- 
cerning Code  414(m)(5)  clearly  dis- 
criminate against  physicians  and  have 
resulted  in  the  untimely  termination 
of  many  physicians’  pension  plans  and 
profit  sharing  plans;  and 

Whereas,  These  proposed  regula- 
tions have  also  resulted  in  the  loss  of 
pension  plan  benefits  for  many  non- 
physician employees  who  have  faith- 
fully served  groups  of  physicians  for 
many  years;  and 

Whereas,  These  proposed  regula- 
tions clearly  exceed  the  provisions  of 
the  law  and  run  counter  to  the  legisla- 
tive history  of  the  existing  regula- 
tions; now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  and  the 
American  Medical  Association  use  all 
appropriate  means  to  influence  the  In- 
ternal Revenue  Service  to  withdraw 
these  proposed  regulations  and  permit 
professional  corporations,  who  have 
terminated  their  plans  because  of 
these  proposed  regulations,  to  return 
to  their  previous  position. 


RESOLUTION  7 

(Referred  to  Board  of  Trustees) 

Introduced  by:  J.  C.  Kramer,  MD, 
Tulsa 

Subject:  Feasibility  Study  — State 
Insurance  Pool 

Referred  to:  Reference  Committee  III 

Whereas,  The  members  of  Tulsa 
County  Medical  Society  recognize  the 
importance  of  access  to  good  health 
care  for  the  citizens  of  this  state;  and 
Whereas,  Also  recognizing  the  in- 
creasing tax  burden  both  direct  and 
indirect  that  individuals  without 
health  insurance  cause  for  the  tax- 
payers of  the  state;  and 

Whereas,  Also  recognizing  the  in- 
creasing burden  upon  the  hospitals  of 
these  same  individuals  and  the  in- 
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crease  in  costs  for  those  who  can  and 
do  pay;  and 

Whereas,  Recognizing  that  prior 
disease  exclusion  often  forces  indi- 
viduals with  chronic  disease  onto  the 
public  sector  when  they  mature,  when 
changes  in  jobs  occur,  or  when  com- 
pany insurance  offerings  change;  now 
therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  work  with 
the  Governor,  the  Legislature,  and  the 
Department  of  Human  Services  to  re- 
duce the  shifting  of  the  chronically  ill 
to  the  public  sector  expense  by  requir- 
ing the  insurance  industry  in  the  state 
to  only  offer  policies  without  certain 
exclusions,  i.e.,  prior  disease,  and  re- 
ward companies  with  tax  reductions 
who  offer  policies  that  do  not  result  in 
an  increase  of  public  expense  by  can- 
celling policies  when  children  mature 
into  adults,  when  fathers  or  mothers 
change  jobs,  when  employers  change 
insurance  companies,  or  when  the  in- 
sured parent  or  guardian  is  unem- 
ployed, and  be  it  further 

Resolved,  That  the  Oklahoma 
State  Medical  Association,  with  the  in- 
surance industry,  the  Governor,  the 
State  Insurance  Commissioner,  and 
the  Department  of  Human  Services  in- 
vestigate the  feasibility  of  a state  in- 
surance pool  for  the  otherwise  unin- 
surable  with  chronic  illness  such  as 
cystic  fibrosis,  diabetes,  cancer,  men- 
tal and  emotional  disorders,  and 
others. 


RESOLUTION  8 

(Adopted  as  Amended) 

Introduced  by:  R.  Wayne  Neal,  MD, 
Tulsa 

Richard  D.  Raines,  MD,  Tulsa 
Robert  P.  Zoller,  MD,  Tulsa 
Subject:  Medicare  Regulations 
Referred  to:  Reference  Committee  III 

Whereas,  It  is  the  feeling  of  most 
Oklahoma  physicians  that  many  of 
the  regulations  of  Medicare  are  bla- 
tantly unconstitutional,  and; 

Whereas,  If  enacted  by  private 
parties,  these  regulations  would  con- 
stitute a violation  of  the  Sherman 
Anti-trust  Act;  now  therefore  be  it 
Resolved,  That  the  Oklahoma 
State  Medical  Association  and  the 
American  Medical  Association  be  en- 
couraged to  increase  efforts  to  require 


that  all  Medicare  regulations  be  re- 
viewed by  judicial  authorities  prior  to 
their  implementation  as  they  are  re- 
leased; and  that  the  judicial  system  be 
utilized  to  the  fullest  in  contesting  the 
constitutionality  of  these  regulations 
in  the  courts;  for  example,  Medicare’s 
right  to  enforce  regulations  dictating 
allowable  fees  to  be  charged  by  physi- 
cians and  determining,  based  on  non- 
medical criteria,  the  medical  necessity 
of  length  or  frequency  of  a physician’s 
evaluation  of  a patient. 


RESOLUTION  9 

(Adopted  as  Amended) 


Introduced  by:  M.  Joe  Crosthwait, 
MD,  Midwest  City 
Subject:  Adequate  Medical  Care 
Referred  to:  Reference  Committee  II 

Whereas,  The  Oklahoma  State 
Medical  Association  is  aware  that 
there  are  many  Americans  without 
adequate  medical  care,  nutritional 
care  and  perinatal  care;  and 

Whereas,  The  Oklahoma  State 
Medical  Association  recognizes  that 
the  lack  of  health  education  in  the 
early  years,  as  well  as  funding 
economics,  are  major  factor  in  the 
evolution  of  this  problem;  and 

Whereas,  Socialization  experi- 
ments designed  to  solve  these  prob- 
lems are  failing  around  the  world;  now 
therefore  be  it 

Resolved,  That  any  experimenta- 
tion designed  to  deal  with  the  lack  of 
adequate  medical  care,  nutritional 
care  and  perinatal  care,  and  endorsed 
by  the  Oklahoma  State  Medical  As- 
sociation, be  developed  through  the 
private  enterprise,  free  market  sys- 
temf-a«d-be-itr  further 

Resolved,-  -Thatr -the-  -VIP- -P-r-egF&m-, 
developed— by— the~Qklahema— State 
Medieel-Aee©eiatio»-and-4te-eo«ipe- 
nentr-soeietieo,-- be-given--‘-favored--na- 
tiOR-etat-ue-’-es-ofte-importent -method 

t v>nniT  /\f  f hn  nn/'/ln 

III  iiivvviiit  ihiaIi  T T/T  uITv  i nvvii  vui  ilCvtfu 

€>f-the-e4tlgene-of-Oklohoma. 


RESOLUTION  10 

(Adopted  as  Amended) 


Introduced  by:  A.  Standley  Porter, 
MD,  Oklahoma  City 


Subject:  Licensing  of  HMOs,  PPOs, 

Etc. 

Referred  to:  Reference  Committee  II 

Whereas,  Prior  to  the  event  of 
HMOs,  PPOs  and  other  similar  or- 
ganizations, the  private  physicians 
and  hospitals  assumed  the  medical 
care  of  indigent  patients;  and 

Whereas,  The  HMOs,  PPOs  and 
other  similar  organizations  assume  no 
care  of  indigent  patients,  thus  taking 
away  the  payment  of  the  paying  pa- 
tients to  the  private  physician  and 
hospitals  and  leaving  them  with  an 
increasing  percentage  of  non-paying 
patients;  now  therefore  be  it 

Resolved,  That  the  OSMA  House 
of  Delegates  support  the  concept  that 
all  HMOs,  PPOs  and  other-similar  of- 
geniaatiens-be-lioensed— w-ithin— the 
State  of  Oklahoma- -and  health  care  de- 
livery systems  be  responsible  in  assum- 
ing a percentage  of  indigent  patients 
in  their  organizations  and  contracting 
hospitals  equivalent  to  the  indigent 
percentage  of  the  State  of  Oklahoma 
population  in  the  previous  year  as  de- 
termined by  the  Oklahoma  State  De- 
partment of  Human  Resources. 


RESOLUTION  11 

(Not  Adopted) 

Introduced  by:  A.  Standley  Porter, 
MD,  Oklahoma  City 
Subject:  Creation  of  Appeal 
Process 

Referred  to:  Reference  Committee  I 

Whereas,  The  Oklahoma  State 
Medical  Association  is  concerned  with 
quality  care  to  the  individual  patient; 
and 

Whereas,  Commercial  and  gov- 
ernment mandated  peer  review  pro- 
cesses are  primarily  concerned  with 
the  utilization  and  cost  of  medical 
care,  not  quality;  and 

Whereas,  The  treating  physician 
is  sometimes  compromised  and  ques- 
tioned unnecessarily  about  medical 
decisions  made  while  treating  the  pa- 
tient; now  therefore  be  it 

Resolved,  That  the  OSMA  create 
an  appeal  process  wherein  an  outside 
Review  Board  consisting  of  a member 
of  OSMA  and  two  physicians  from  the 
area  in  which  the  appealed  claim  origi- 
nates (and  being  of  the  same  specialty 
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of  practice)  be  established  to  review 
the  denied  or  challenged  claims,  that 
the  decisions,  while  not  binding,  be 
made  available  to  the  treating  physi- 
cian. 


RESOLUTION  12 

(Adopted  as  Amended) 

Introduced  by:  Pontotoc-Johnston- 
Murray  County  Medical  Society 
Subject:  Single-Zone 

Reimbursement  for  PLICO 
Health  Insurance 
Referred  to:  Reference  Committee  I 

Whereas,  Nonurban  physicians 
practice  quality  medicine;  and 

Whereas,  PLICO  Health  Insur- 
ance is  supported  by  all  physicians  in 
the  State  of  Oklahoma;  and 

Whereas,  PLICO  Health  Insur- 
ance currently  reimburses  different 
areas  of  the  state  at  different  rates; 
now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support  the 
immediate  creation  of  a single  reim- 
bursement zone  for  the  State  of  Okla- 
homa for  PLICO  Health. 


RESOLUTION  13 

(Adopted) 

Introduced  by:  Pontotoc-Johnston- 
Murray  County  Medical  Society 
Subject:  Medicare  Single-Zone 
Reimbursement 

Referred  to:  Reference  Committee  III 

Whereas,  Nonurban  physicians 
practice  quality  medicine;  and 

Whereas,  Oklahoma  is  divided 
into  five  (5)  Medicare  reimbursement 
areas  which  frequently  reimburse  un- 
equally for  identical  services;  and 
Whereas,  Nonurban  physicians 
see  a higher  percentage  of  Medicare 
patients  and  are  reimbursed  less  than 
their  urban  colleagues;  and 

Whereas,  In  1991,  nonurban 
physicians  will  be  penalized  even  more 
when  charges  are  limited  to  125%  of 
Medicare  allowable;  and 

Whereas,  The  recruitment  and 
retention  of  nonurban  physicians  is  be- 
coming a significant  problem;  now 
therefore  be  it 

Resolved,  That  the  Oklahoma 


Jay  A.  Gregory,  MD,  Muskogee;  Billy  D. 
Dotter,  MD,  Okeene;  and  House  Speaker 
Larry  L.  Long,  MD,  Oklahoma  City,  get  ready 
for  the  Board  of  Trustees  meeting.  Dr  Gregory 
is  the  board's  new  vice-chair. 


State  Medical  Association  support  the 
immediate  creation  of  a single  Medi- 
care reimbursement  zone  for  the  State 
of  Oklahoma  with  equal  reimburse- 
ment for  identical  services  to  all  physi- 
cians within  the  state;  and  be  it 
further 

Resolved,  That  the  Oklahoma 
State  Medical  Association  will  sup- 
port this  even  if  it  is  required  to  be 
budget  neutral. 


RESOLUTION  14 

(Adopted  as  Amended) 

Introduced  by:  Council  on  Public  and 
Mental  Health 
Robert  M.  Mahaffey,  MD 
Subject:  Health  Access  America 
Referred  to:  Reference  Committee  II 

Whereas,  Some  40  million  Amer- 
icans do  not  have  health  insurance, 
even  though  many  are  employed;  and 
Whereas,  Many  of  our  nation’s 
poorest  citizens  have  very  litle  or  no 
access  to  health  care;  and 

Whereas,  Many  of  our  nation’s 
major  industries  site  cite  employee 


health  care  costs  as  a reason  for  the 
failure  of  American  products  to  com- 
pete with  world  markets;  and 

Whereas,  Physicians  must  be 
proactive  in  developing  new  methods 
to  fund  and  insure  the  future  of  the 
American  Health  Care  Delivery  Sys- 
tem; now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  endorse 
and  adopt  the  American  Medical  As- 
sociation’s Health  Access  American 
Plan;  and  be  it  further 

Resolved,  That  the  individual  com- 
ponents of  the  AMA’s  Health  Access 
America  Plan  be  assigned  to  appro- 
priate OSMA  councils  and  committees 
for  assessment  and  possible  im- 
plementation. 

Summary  of  AMA  Proposal 

The  elements  of  the  AMA  proposed  plan  may  be  sum- 
marized in  the  following  16  points: 

1.  Increase  access  by  enacting  major  Medicaid  Reform. 

2.  Increase  access  by  requiring  employer  provision  of 
health  insurance. 

3.  Increase  access  by  creating  state-level  risk  pools  in 
all  states. 

4.  Maintain  access  and  reduce  costs  for  the  elderly  by 
enacting  Medicare  Reform. 

5.  Increase  access  and  reduce  costs  for  the  elderly  by 
enacting  necessary  legislation  to  finance  expanded 
long-term  care  coverage. 

6.  Reduce  health  care  costs  through  professional  liability 
reform. 

7.  Maintain  quality  and  reduce  costs  through  develop- 
ment of  professional  practice  parameters. 

8.  Reduce  health  care  costs  through  altering  the  tax 
treatment  of  employee  health  care  benefits. 

9.  Reduce  costs  by  encouraging  cost-conscious  decisions 
by  patients. 

10.  Reduce  costs  by  seeking  innovation  in  insurance  un- 
derwriting. 

11.  Maintain  quality  through  expanded  federal  support 
for  medical  education,  research  and  the  National  Insti- 
tutes of  Health  (NIH). 

12.  Maintain  quality  and  reduce  costs  through  increased 
health  promotion  and  disease  prevention. 

13.  Reduce  costs  and  increase  access  by  amending  ERISA 
or  the  federal  tax  code  to  equalize  treatment  of  self- 
insured  and  insurance  plans. 

14  Reduce  costs  and  increase  access  by  repealing  or  over- 
riding state -mandated  benefit  laws. 

15.  Reduce  costs  by  reducing  administrative  costs  and 
paperwork. 

16.  Maintain  quality  and  access  through  encouraging 
physicians  to  practice  in  accordance  with  the  highest 
ethical  standards  and  to  provide  voluntary  care. 


RESOLUTION  15 

(Not  Adopted) 

Introduced  by:  Stephens  County 
Medical  Society 

Subject:  Budget  Neutral  Medicare 
Single-Zone  Reimbursement 

Referred  to:  Reference  Committee  III 

Whereas,  There  are  now  five  Med- 
icare reimbursement  zones  for  physi- 
cian payment  in  Oklahoma;  and 
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Whereas,  Reduced  payment  to 
physicians  in  zones  outside  the  metro- 
politan areas  adversely  affects  doctors 
in  many  parts  of  our  state;  now  there- 
fore be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support  a 
uniform,  budget  neutral,  single  zone 
fee  schedule  for  Medicare  physician 
reimbursement  in  the  State  of  Okla- 
homa. 

Resolved,  That  the  Oklahoma 
State  Medical  Association  will  sup- 
port this  even  if  it  is  required  to  be 
budget  neutral. 


RESOLUTION  16 

(Adopted) 

Introduced  by:  Irwin  H.  Brown,  MD, 
Oklahoma  City 

Subject:  Community  Pharmacist 
Referred  to:  Reference  Committee  II 

Whereas,  The  community  phar- 
macist is  licensed  by  the  State  of  Okla- 
homa, and  his  practice  is  carefully 
controlled  by  the  Oklahoma  Board  of 
Pharmacy;  and 

Whereas,  The  community  phar- 
macist is  the  best  qualified  profes- 
sional to  interpret  a prescription,  fill 
it  accurately,  clarify  the  drugs  and 
counsel  the  patient  to  assure  com- 
pliance; and 

Whereas,  The  community  phar- 
macist provides  a good  check  and  bal- 
ance on  the  veracity,  quantity,  and 
strength  set  out  in  the  prescription; 
and 

Whereas,  The  community  phar- 
macist works  with  the  physician  to 
make  certain  that  patients  receive 
high  quality  and  effective  drugs;  and 
Whereas,  Some  health  plans  and 
insurers  require  patients,  in  order  to 
receive  discounts,  to  buy  drugs  from 
mail-order  houses;  and 

Whereas,  The  protection  created 
by  the  long-standing  physician- 
patient-pharmacist  relationship  is 
abrogated  by  requirements  that  em- 
phasize the  use  of  mail-order  drug 
houses;  now  therefore  be  it 

Resolved,  By  the  Oklahoma  State 
Medical  Association  House  of  Dele- 
gates, that  Oklahoma  physicians  are 
encouraged  to  counsel  their  patients 
about  the  importance  of  utilizing  the 
community  pharmacist. 


RESOLUTION  17 

(Adopted) 

Introduced  by:  Oklahoma  County 
Medical  Society 

Subject:  Assistance  for  OSMA 
Members  Involving  Disputes 

Referred  to:  Reference  Committee  I 

Whereas,  The  Oklahoma  State 
Medical  Association’s  Council  on  Med- 
ical Services  has  a mechanism  in  place 
to  review  members’  disputes  concern- 
ing hospital  staff  privileges  and  cre- 
dentialing;  and 

Whereas,  The  OSMA  Physicians 
Rights  Committee  is  charged  with  as- 
sisting OSMA  members  in  disputes 
over  rights  and  privileges  against 
third  parties;  and 

Whereas,  The  demand  for  dispute 
settlements  in  all  these  areas  is  in- 
creasing, and  there  is  a general  lack 
of  awareness  of  these  programs  by  the 
OSMA  membership;  now  therefore  be 
it 

Resolved,  That  all  peer  review  and 
third  party  dispute  activities  of  the 
OSMA  be  enhanced,  and  that  the 
OSMA  membership  be  made  aware  of 
these  member  service  programs  by  ap- 
propriate methods;  and  be  it  further 
Resolved,  That  these  OSMA  om- 
budsman programs  be  continued  on  a 
permanent  basis,  and  that  considera- 
tion be  given  toward  the  establish- 
ment of  regional  subcommittees  or 
task  forces. 


(Late  Resolution) 

RESOLUTION  18 

(Adopted) 

Introduced  by:  Pontotoc-Johnston- 
Murray  County  Medical  Society 
Subject:  Medicare  Reimbursement 
Campaign 

Referred  to:  Reference  Committee  III 

Whereas,  All  Medicare  patients 
pay  the  same  premium;  and 

Whereas,  Oklahoma  Medicare 
beneficiaries  receive  less  of  a return 
on  their  premiums  because  there  is 
unequal  Medicare  reimbursement; 
and 

Whereas,  The  OSMA  is  con- 
cerned about  unequal  Medicare  reim- 
bursement and  geographical  differen- 
tials will  adversely  affect  access  to 


health  care;  now  therefore  be  it 

Resolved,  That  the  OSMA  begin  as 
soon  as  possible  an  organized  state- 
wide effort  to  educate  physicians  and 
Medicare  beneficiaries  regarding  the 
problems  of  unequal  Medicare  reim- 
bursement; and  be  it  further 

Resolved,  That  this  educational  ef- 
fort include  the  use  of  pamphlets  and 
brochures  to  be  distributed  by  local 
physicians,  meetings  with  Medicare 
beneficiaries  and  senior  advocate 
groups,  and  paid  advertising;  and  be 
it  further 

Resolved,  That  if  deemed  necessary 
by  the  OSMA  Board  of  Trustees,  a spe- 
cial assessment  of  up  to  $200  per 
OSMA  member  is  hereby  authorized 
by  the  House  of  Delegates  to  finance 
this  campaign  to  obtain  equal  and  fair 
reimbursement  under  Medicare  for  all 
Oklahoma  physicians  and  equitable 
benefits  for  their  Medicare  patients. 


(Late  Resolution) 

RESOLUTION  19 

(Adopted) 

Introduced  by:  Oklahoma  Society  of 
Internal  Medicine 
Subject:  Immunizations  and 
Vaccinations 

Referred  to:  Reference  Committee  II 

Whereas,  The  State  of  Oklahoma 
through  the  Oklahoma  State  Depart- 
ment of  Health  is  the  only  state  in  the 
nation  to  participate  in  a Medicare  flu 
vaccine  demonstration  project;  and 
Whereas,  Many  adults  are  un- 
aware of  the  importance  of  receiving 
vaccinations  and  booster  shots;  and 
Whereas,  Many  physicians  and 
their  staffs  who  are  most  at  risk  for 
flu,  hepatitis  and  other  diseases  are 
not  vaccinated;  now  therefore  be  it 
Resolved,  That  the  OSMA  com- 
mend the  Oklahoma  State  Depart- 
ment of  Health  for  its  efforts  in  the 
Medicare  flu  demonstration  project, 
and  encourage  Oklahoma  physicians 
to  participate  in  this  project;  and  be  it 
further 

Resolved,  That  the  OSMA  through 
its  member  physicians  educate  adults 
as  to  the  importance  of  immuniza- 
tions; and  be  it  further 

Resolved,  That  OSMA  undertake  a 
plan  to  educate  physicians  to  routinely 
provide  vaccinations  as  needed  for 
themselves  and  their  employees. 
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RESOLUTIONS 


(Late  Resolution) 

RESOLUTION  20 

(Adopted  as  Amended) 

Introduced  by:  Council  on  Medical 
Education 

Lofty  L.  Basta,  MD,  Chairman 
Subject:  Medical  Careers 
Referred  to:  Reference  Committee  II 

Whereas,  The  number  of  qual- 
ified students  applying  to  medical 
school  continues  to  diminish;  and 
Whereas,  Fewer  medical  students 
are  choosing  careers  in  primary  care 
areas  of  family  practice  and  internal 
medicine;  and 

Whereas,  It  remains  difficult  to 
recruit  physicians  to  practice  in  non- 
metropolitan areas;  now  therefore  be 
it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  work  with 
county  medical  societies  to  develop 
programs  for  local  physicians  to  in- 
teract with  local  high  schools  and  col- 
leges to  encourage  them  to  enter 
careers  in  mediciner-and-be-itrfurtheF 
Resolved, OSMA-work 
w+feh-  county-  medical-  societies  -and  -the 
University— ef--Qklfthema~Gollege~of 
Medieineto-develep -programs -te-al-low 
medieel-students^rior-to-their-fottFfeh 

X Tf\  ny  |~t  n rd  t-v  yn  liinn  innil  nt-v/I  rtkp/\vnrn 

jvtTI  JTui  vllt-I  vl7  T lUrCxlilvI  T/l/Ovr  TT; 

prim-ary— ea-re--  phya-ie-ian-s-in-fton- 
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ti  es-ond  - rewords  - of  - preetioing-  -medi- 
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(Late  Resolution) 

RESOLUTION  21 

(Adopted  as  Amended) 

Introduced  by:  Council  on  Medical 
Education 

Lofty  L.  Basta,  MD,  Chairman 
Subject:  Health  Sciences  Center 
Funding 

Referred  to:  Reference  Committee  III 

Whereas,  The  University  of  Okla- 
homa Health  Sciences  Center  College 
of  Medicine  receives  only  18%  of  their 
funding  from  the  state,  a reduction 
from  $65  million  to  $35  million  in  four 
years;  now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  continue  to 


support  and  pursue  additional  fund- 
ing at  the  State  Legislature  through 
the  OSMA’s  Council  on  State  Legisla- 
tion and  Regulatiomfor  both  cam- 
puses of  the  University  of  Oklahoma 
College  of  Medicine. 


(Late  Resolution) 

RESOLUTION  22 

(Not  Adopted) 


Introduced  by:  Council  on  Medical 

Education 

Lofty  L.  Basta,  MD,  Chairman 
Subject:  “Growing  Healthy” 

Curriculum 

Referred  to:  Reference  Committee  II 

Whereas,  Efforts  for  the  preven- 
tion of  health  problems  through  educa- 
tion are  less  expensive  than  interven- 
tion with  problems  which  have  already 
occurred;  and 

Whereas,  Exercise  and  healthy 
nutrition  behaviors  reduce  the  risk  of 
chronic  diseases;  and 

Whereas,  Sixty-four  percent  of 
American  young  people  have  tried  an 
illegal  drug  before  finishing  high 
school;  and 

Whereas,  The  curriculum  “Grow- 
ing Healthy”  addresses  the  psycholog- 
ical, social  and  physical  components 
of  education  for  our  children  grades 
K-12;  and 

Whereas,  The  Department  of 
Education  and  the  Oklahoma  State 
Health  Department  have  placed 
“Growing  Healthy”  on  the  approved  re- 
source list  complying  with  1476,  the 
AIDS  Education  Mandate;  and 

Whereas,  Numerous  public  and 
private  schools  in  Oklahoma  Eire  cur- 
rently benefiting  from  the  curriculum 
“Growing  Healthy”;  now  therefore  be 
it 

Resolved,  That  the  OSMA  endorse 
the  comprehensive  curriculum  “Grow- 
ing Healthy.” 


(Late  Resolution) 

SUBSTITUTE 
RESOLUTION  22 

(Not  Adopted) 


Resolved,  That  the  OSMA  endorse 
programs  of  curricula  aimed  at  the 
prevention  of  health  care  problems 
through  education. 


(Late  Resolution) 

RESOLUTION  23 

(Adopted) 

Introduced  by:  East  Central  County 
Medical  Society 
Subject:  Rural  Medical  Care 
Referred  to:  Reference  Committee  III 

Whereas,  The  development  and 
enhancement  of  medical  and  hospital 
services  in  rural  America  have  been 
impeded  by  diminishing  federal  sup- 
port in  recent  years;  and 

Whereas,  The  lack  of  access  to 
quality  medical  and  hospital  services 
adversely  affects  not  only  the  citizens 
of  rural  America,  but  also  the  eco- 
nomic development  of  our  rural  areas; 
and 

Whereas,  One  hundred  forty 
members  of  Congress  have  recognized 
the  deterioration  of  our  rural  health 
resources  and  have  formed  the  Rural 
Health  Care  Coalition;  and 

Whereas,  The  coalition  has  stead- 
fastly and  effectively  represented  the 
health  care  interests  of  rural  Amer- 
icans before  the  U.S.  Congress;  and 
Whereas,  Mike  Synar  (D-Okla) 
has  been  a vocal  and  active  supporter 
of  rural  health  issues  and  a leader  in 
the  Rural  Health  Care  Coalition;  now 
therefore  be  it 

Resolved,  That  the  OSMA  House 
of  Delegates  commend  Congressman 
Synar  and  the  Rural  Health  Care  Co- 
alition for  supporting  rural  health 
care  issues;  and  be  it  further 

Resolved,  That  the  OSMA  House 
of  Delegates  instruct  its  representa- 
tives to  the  AMA  to  encourage  the 
AMA  House  of  Delegates  to  support 
the  proposals  of  the  Rural  Health  Care 
Coalition  which  develop  and  enhance 
the  medical  care  system  of  America’s 
rural  areas. 


(Late  Resolution) 

RESOLUTION  24 

(Adopted) 

Introduced  by:  John  R.  Alexander, 
MD,  Tulsa 

Subject:  National  Nurses’  Day 
Referred  to:  Reference  Committee  II 

Whereas,  The  Oklahoma  State 
Medical  Association  clearly  supports 
the  nursing  profession  as  has  been 
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demonstrated  for  many  years;  and 

Whereas,  Physicians  and  nurses 
share  the  same  concerns  and  work  to- 
gether toward  common  goals;  now 
therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  recognize 
May  7,  1990,  as  National  Nurses’  Day 
and  reaffirm  our  commitment  to  con- 
tinue working  with  our  Oklahoma 
Nurses  Association  to  achieve  shared 
goals. 


(Late  Resolution) 

RESOLUTION  25 

(Adopted) 

Introduced  by:  Oklahoma  Chapter, 
American  Academy  of  Pediatrics 
Subject:  Maternal  Substance 
Abuse  During  Pregnancy 
Referred  to:  Reference  Committee  II 

Whereas,  Maternal  substance 
abuse  during  pregnancy  affects  the 
newborn;  and 

Whereas,  The  newborn  infant  ex- 
posed to  substance  abuse  during  preg- 
nancy has  vague  symptoms  of  expo- 
sure at  birth  but  experiences  long- 
term consequences;  and 

Whereas,  The  prevalence  of  sub- 
stance abuse  during  pregnancy  in 
Oklahoma  is  unknown;  now  therefore 
be  it 

Resolved,  That  the  OSMA  House 
of  Delegates  support  the  concept  that 
the  State  of  Oklahoma,  through  the 
State  Health  Department,  conduct  a 
prevalence  study  of  maternal  sub- 
stance abuse  during  pregnancy  to  de- 
termine the  scope  of  this  problem. 


(Late  Resolution) 

RESOLUTION  26 

(Adopted) 

Introduced  by:  Council  on 
Governmental  Activities 
Perry  A.  Lambird,  MD,  Chairman 
Subject:  Legislative  Intervention 
in  Implementing  the  “125% 
Rule” 

Referred  to:  Reference  Committee  III 

Whereas,  Starting  in  1991,  a pro- 
vision in  the  Omnibus  Reconciliation 
Act  of  1989  limits  a physician’s  ability 
to  balance  bill  under  Medicare  to  125% 


of  the  Medicare  prevailing  charge  or 
the  MAAC,  whichever  is  lower;  and 

Whereas,  The  implementation  of 
the  “125%  Rule”  will  lower  reimburse- 
ment to  most  physicians  and  could 
drastically  reduce  reimbursement  to 
primary  care  physicians  and  physi- 
cians who  practice  in  rural  areas;  and 

Whereas,  The  Resource-Based 
Relative  Value  Scale  (RBRVS)  is  de- 
signed to  enhance  rather  than  lower 
payment  for  primary  care  services; 
now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  convey  our 
concern  to  the  Oklahoma  Congres- 
sional Delegation  over  the  dis- 
criminatory effect  this  rule  will  have 
on  primary  care  physicians  and  physi- 
cians who  practice  in  rural  areas;  and 
be  it  further 

Resolved,  That  the  OSMA  petition 
the  AMA  for  immediate  legislative  in- 
tervention in  the  United  States  Con- 
gress for  elimination  or  postponement 
of  this  rule. 


(Late  Resolution) 

RESOLUTION  27 

(Adopted) 

Introduced  by:  John  R.  Alexander, 
MD,  Tulsa 

Subject:  Continuing  Medical 
Education  Courses 
Referred  to:  Reference  Committee  II 

Whereas,  The  Oklahoma  State 
Medical  Association  has  always  en- 
couraged its  members  to  maintain  con- 
tinuing medical  competency  through 
a continuum  of  quality  medical  educa- 
tion; and 

Whereas,  Through  peer  review  by 
organizations  such  as  the  Board  of 
Medical  Licensure  and  Supervision, 
the  Oklahoma  Foundation  for  Peer  Re- 
view, the  Physicians  Liability  Insur- 
ance Company,  Medicare,  Medicaid, 
and  hospital  peer  review  committees, 
physicians  are  sometimes  identified 
who  need  specific  refresher  courses  in 
certain  areas  of  medicine;  and 

Whereas,  Locating  and  arrang- 
ing for  such  special  courses  can  be  dif- 
ficult and  expensive,  now  therefore  be 
it 

Resolved,  That  the  OSMA  House 
of  Delegates  requests  of  the  Board  of 
Trustees  a study  of  the  problems  of 
special  continuing  medical  education 


courses,  and  that  a report  on  a 
methodology  for  providing  such 
courses  and  a mechanism  for  potential 
funding  be  presented  at  the  1991 
OSMA  annual  meeting. 


(Late  Resolution) 

RESOLUTION  28 

(Adopted) 

Introduced  by:  OSMA  Board  of 

Trustees 

Subject:  PRO  Program  Study 

Referred  to:  Reference  Committee  III 

Whereas,  The  U.S.  Congress  es- 
tablished by  law  Professional  Stan- 
dards Review  Organizations  (PSRO) 
in  1974;  and 

Whereas,  After  evaluation  by  the 
General  Accounting  Office  and  the 
Health  Care  Financing  Administra- 
tion in  1982,  the  PSRO  was  deter- 
mined to  be  not  effectively  fulfilling 
its  statutory  mission;  and 

Whereas,  As  a replacement  qual- 
ity control  program,  the  Congress 
enacted  into  law  in  1984  the  Profes- 
sional Review  Organizations  (PRO); 
and 

Whereas,  Since  its  inception,  the 
PRO  program  has  not  been  formally 
evaluated  for  effectiveness  by  any  ex- 
ternal government  agency  or  private 
organization;  and 

Whereas,  A recent  report  pub- 
lished in  the  March  9,  1990  issue  of 
the  New  England  Journal  of  Medicine 
(Vol.  322,  No.  10,  p.  707)  details  a study 
completed  by  the  Institute  of  Medicine 
of  the  National  Academy  of  Sciences 
that  raises  provocative  questions 
about  the  status  of  government  man- 
dated quality  assurance  programs; 
and 

Whereas,  The  study  recommends 
the  restructuring  of  PRO  into  a new 
program  — Medicare  Program  to  As- 
sure Quality  (MPAC);  now  therefore 
be  it 

Resolved,  That  the  OSMA  House 
of  Delegates  request  the  American 
Medical  Association  to  petition  the 
Congress  to  commission  a study  to  de- 
termine the  effectiveness  of  the  PRO 
program,  and  to  specifically  evaluate 
the  role  of  the  local  hospital  and  med- 
ical community  in  determining  the 
quality  of  medical  care. 
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RESOLUTIONS 


(Late  Resolution) 

RESOLUTION  29 

(Adopted  as  amended) 

Introduced  by:  George  H.  Hulsey,  MD, 
Norman 

Subject:  Environmental  Health 
Programs 

Referred  to:  Reference  Committee  II 

Whereas,  The  1990s  have  been 
called  the  decade  of  the  environment, 
and  Earth  Day  has  come  and  gone;  at 
the  same  time,  the  nation’s  polluters 
continue  to  impact  public  health  in  a 
myriad  of  ways:  asthma  and  air  pollu- 
tion; ozone  layer  depletion  and  skin 
cancer  and  cataracts;  lead  poisoning 
and  mental  retardation;  pesticides, 
nitrates  and  nitrites  and  farmers 
health  problems;  and 

Whereas,  Though  many  scientific 
questions  remain  unanswered,  it  is 
clear  that  at  a clean  environment  is 
conducive  to  a healthy  people,  now 
therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  commends 
the  American  Medical  Association  for 
its  initiative  in  involving  the  nation’s 
physicians  in  America’s  quest  for  a 
“clean”  environment  — of  special  note 
is  the  Report  of  the  Council  on  Scien- 
tific Affairs’  “Stewardship  of  the  Envi- 
ronment”; and  that  the  OSMA  urge 
the  physicians  of  Oklahoma  to  respond 
to  the  challenge  of  this  report  individu- 
ally and  through  our  professional 
groups  by  becoming  the  “spokesper- 
sons for  environmental  stewardship” 
in  both  our  communities  and  in  our 
state;  and  be  it  further 

Resolved,  That  the  OSMA  encour- 
age its  county  medical  societies  to  es- 
tablish active  environmental  health 
committees  along  the  line  of  the  com- 
mittee established  in  1989  by  the 
OSMA;  and  be  it  further 

Resolved,  That  the  OSMA  urge  the 
Oklahoma — State — Department — of 
Health  to  promptly  bring  in  an  outside 
panel — of  experts  to  independently 
evaluate  the  adequacy  of  the  programs 
administered  by  that  ageney  dealing 
with — environmental — health, — which 
would  include  air,  water,  solid  and 
hazardous  waste,  as  well  as  any  other 
environmental  health  activities;  the 
result  of  such  an  independent  study 
would  provide  the  OSMA  a creditable 
basis  for  developing  positions  on  proae 
tive  strategies  for  dealing  with  en- 
vironmental health  issues. 


(Late  Resolution) 

RESOLUTION  30 

(Adopted) 

Introduced  by:  Robert  M . Bird  Society 

Patrick  A.  McKee,  MD,  Chairman 
Subject:  Funding  for  OUHSC 

Library  Endowment 
Referred  to:  Reference  Committee  II 

Whereas,  Robert  M.  Bird,  MD, 
was  a preeminent  medical  scholar  and 
teacher;  and 

Whereas,  Doctor  Bird  was  the 
Dean  of  the  University  of  Oklahoma 
College  of  Medicine  from  1970  to  1974; 
and 

Whereas,  The  OSMA  recognized 
Doctor  Bird  for  his  outstanding  con- 
tributions to  Oklahoma  medicine  by 
presenting  him  with  a Distinguished 
Service  Award  in  1976;  and 

Whereas,  the  Robert  M.  Bird  So- 
ciety was  formed  for  the  purpose  of 
naming  the  OUHSC  Library  the 
“Robert  M.  Bird  Library”;  now  there- 
fore be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  challenge 
its  members  to  contribute  to  a fund- 
raising program  which  will  create  an 
endowment  for  the  Robert  M.  Bird  Li- 
brary. 


(Late  Resolution) 

RESOLUTION  31 

(Adopted) 

Introduced  by:  Physicians’  Rights 
Committee,  Norman  L.  Dunitz, 
MD,  Chairman 

Subject:  Medicare  Fee  Disclosure 
For  Emergency-Nonelective 
Procedures 

Referred  to:  Reference  Committee  I 

Whereas,  The  Omnibus  Budget 
Reconciliation  Act  of  1986  (OBRA)  re- 
quires a nonparticipating  physician 
submitting  an  unassigned  claim  for  a 
nonemergency/elective  surgical  proce- 
dure over  $500  to  disclose  to  the  pa- 
tient estimated  fee  and  reimburse- 
ment information;  and 

Whereas,  Failure  to  do  so  may  re- 
sult in  financial  penalties  and/or 
exclusion  from  the  Medicare  program; 
and 

Whereas,  The  definition  of  an 


emergency/nonelective  procedure  is 
ambiguous  and  is  being  applied  to 
many  situations  that  are  in  fact  true 
emergencies  requiring  nonelective 
surgical  procedures;  and 

Whereas,  This  rule  interferes 
with  the  physician’s  medical  determi- 
nation and  treatment  of  these 
emergency  cases  with  inconvenient 
and  obstructive  regulations  and  paper- 
work; and 

Whereas,  This  is  one  more  at- 
tempt to  try  to  coerce  nonparticipating 
physicians  to  become  participating; 
now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  make  a con- 
certed effort  to  require  HCFA  to  stop 
requiring  the  fee  disclosure  rule  for 
emergency/nonelective  situations. 


(Late  Resolution) 

RESOLUTION  32 

(Not  Adopted) 

Introduced  by:  OSMA  Physicians’ 

Rights  Committee,  Norman  L. 

Dunitz,  MD,  Chairman 
Subject:  Disclosure  of  Those  Who 

Perform  Peer  Review 
Referred  to:  Reference  Committee  I 

Whereas,  The  medical  doctors  of 
this  state  are  continually  subjected  to 
peer  review  performed  by  the  Okla- 
homa Foundation  For  Peer  Review 
(OFPR),  third  party  insurance  car- 
riers, and  other  related  organizations 
regarding  the  quality  of  care,  fees,  ap- 
propriateness of  care,  etc.,  with  an  ap- 
proach that  appears  biased  and  capri- 
cious; and 

Whereas,  There  is  often  little  re- 
course for  the  medical  doctor  being 
reviewed  to  know  whether  these  peer 
review  entities  have  made  their  deci- 
sions based  upon  good  medical  docu- 
ments, knowledge,  and  opinions;  and 

Whereas,  These  peer  review  deci- 
sions can  and  often  do  injure  the  physi- 
cian/patient relationship;  now  there- 
fore be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  petition  the 
Oklahoma  Foundation  for  Peer  Re- 
view and  the  state  insurance  commis- 
sioner to  require  disclosure  of  the 
names  and  qualifications  of  those  indi- 
viduals who  actually  perform  the  peer 
review  activities. 
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RESOLUTION  OF 
COMMENDATION 
James  B.  Eskridge  III,  MD 

(Adopted) 

Introduced  by  the  Board  of  Trustees  of  the 
Oklahoma  State  Medical  Association 


Whereas,  It  is  a physician  of  spe- 
cial dedication  who  will  take  time 
from  a busy  practice  to  work  to  ad- 
vance the  practice  of  medicine;  and 

Whereas,  James  B.  Eskridge  III, 
MD,  Oklahoma  City,  exhibited  this 
special  dedication  which  served  Okla- 
homa physicians  well  by  providing 
them  with  effective  representation  na- 
tionally in  the  American  Medical  As- 
sociation House  of  Delegates;  now 
therefore  be  it 

Resolved,  That  the  physician  mem- 
bers of  the  Oklahoma  State  Medical 
Association  commend  and  thank  their 
friend  and  colleague,  Dr.  James  Es- 
kridge, for  his  service  as  a member  of 
the  Oklahoma  Delegation  to  the 
American  Medical  Association  from 
1977  to  1989. 


Delegates  pick  up  reports  before  the  closing 
session  of  the  House. 


RESOLUTION  OF 
COMMENDATION 
Victor  L.  Robards,  Jr.,  MD 

(Adopted) 

Introduced  by  the  Board  of  Trustees  of  the 
Oklahoma  State  Medical  Association 


Whereas,  It  is  a physician  of  spec- 
ial dedication  who  will  take  time  from 
a busy  practice  to  work  to  advance  the 
practice  of  medicine;  and 

Whereas,  Victor  L.  Robards,  MD, 
Tulsa,  exhibited  this  special  dedica- 
tion which  served  Oklahoma  physi- 
cians well  by  providing  them  with  ef- 
fective representation  nationally  in 
the  American  Medical  Association 
House  of  Delegates;  now  therefore  be 
it 

Resolved,  That  the  physician  mem- 
bers of  the  Oklahoma  State  Medical 
Association  commend  and  thank  their 
friend  and  colleague,  Dr.  Victor 
Robards,  for  his  service  as  a member 
of  the  Oklahoma  Delegation  to  the 
American  Medical  Association  from 
1980  to  1989. 


RESOLUTION  OF 
COMMENDATION 
Arnold  G.  Nelson,  MD 

(Adopted) 

Introduced  by  the  Board  of  Trustees  of  the 
Oklahoma  State  Medical  Association 

Whereas,  It  is  a physician  of  spec- 
ial dedication  who  will  take  time  from 
a busy  practice  to  work  to  advance  the 
practice  of  medicine;  and 

Whereas,  Arnold  G.  Nelson,  MD, 
Midwest  City,  exhibited  this  special 
dedication  which  served  Oklahoma 
physicians  well  by  providing  them 
with  effective  representation  nation- 
ally in  the  American  Medical  Associa- 
tion House  of  Delegates;  now  therefore 
be  it 

Resolved,  That  the  physician  mem- 
bers of  the  Oklahoma  State  Medical 
Association  commend  and  thank  their 
friend  and  colleague,  Dr.  Arnold  Nel- 
son, for  his  service  as  a member  of  the 
Oklahoma  Delegation  to  the  Amer- 
ican Medical  Association  from  1984  to 
1988. 


RESOLUTION  OF 
COMMENDATION 
James  B.  Pitts,  Jr.,  MD 

(Adopted) 

Introduced  by  the  Board  of  Trustees  of  the 
Oklahoma  State  Medical  Association 

Whereas,  It  is  a physician  of  spec- 
ial dedication  who  will  take  time  from 
a busy  practice  to  work  to  advance  the 
practice  of  medicine;  and 

Whereas,  James  B.  Pitts,  MD, 
Oklahoma  City,  exhibited  this  special 
dedication  which  served  Oklahoma 
physicians  well  by  providing  them 
with  effective  representation  nation- 
ally in  the  American  Medical  Associa- 
tion House  of  Delegates;  now  therefore 
be  it 

Resolved,  That  the  physician  mem- 
bers of  the  Oklahoma  State  Medical 
Association  commend  and  thank  their 
friend  and  colleague,  Dr.  James  Pitts, 
for  his  service  as  a member  of  the 
Oklahoma  Delegation  to  the  Amer- 
ican Medical  Association  from  1983  to 
1989. 


RESOLUTION  OF 
COMMENDATION 
Orange  M.  Welborn,  MD 

(Adopted) 

Introduced  by  the  Board  of  Trustees  of  the 
Oklahoma  State  Medical  Association 

Whereas,  It  is  a physician  of  spec- 
ial dedication  who  will  take  time  from 
a busy  practice  to  work  to  advance  the 
practice  of  medicine;  and 

Whereas,  Orange  M.  Welborn, 
MD,  Ada,  exhibited  this  special  dedi- 
cation which  served  Oklahoma  physi- 
cians well  by  providing  them  with  ef- 
fective representation  nationally  in 
the  American  Medical  Association 
House  of  Delegates;  now  therefore  be 
it 

Resolved,  That  the  physician  mem- 
bers of  the  Oklahoma  State  Medical 
Association  commend  and  thank  their 
friend  and  colleague,  Dr.  Orange  Wel- 
bom,  for  his  service  as  a member  of 
the  Oklahoma  Delegation  to  the 
American  Medical  Association  from 
1968  to  1989. 
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REFERENCE  COMMITTfE  / 


Reference  Committee  I 

REPORTS  TO  THE 
HOUSE  OF  DELEGATES 


Report  of 

REFERENCE  COMMITTEE  I 

Presented  by:  Richard  L.  Hromas, 
MD,  Chairman 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates,  Reference  Com- 
mittee I considered  a number  of  items 
that  were  assigned  to  it  and  heard  ex- 
cellent testimony.  Reference  Commit- 
tee I submits  the  following  report: 

(1)  Report  of  the  Board  of  Trustees 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Board  of  Trustees  be 
filed  for  information. 

Your  Reference  Committee  com- 
mends the  Board  for  its  diligent  work 
and  decisions  made  on  behalf  of  the 
Association  and  would  especially  like 
to  commend  Dr.  Jerry  L.  Puls,  who  has 
done  an  excellent  job  as  chairman. 

(2)  Supplemental  Report  of  the 
Board  of  Trustees 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Sup- 
plemental Report  of  the  Board  of 
Trustees  be  referred  back  to  the 
Board  of  Trustees  for  further  study 
on  several  issues. 

Your  Reference  Committee  recom- 
mends that  the  Supplemental  Report 
of  the  Board  of  Trustees  be  referred 


back  to  the  Board  of  Trustees  to  re- 
study that  portion  of  the  report  detail- 
ing the  executive  session  actions  on 
page  4.  The  Reference  Committee  lis- 
tened to  discussion  concerning  the  is- 
sues of  extending  the  OSMA  Annual 
Meeting  to  three  days  and  establish- 
ing a branch  office.  Your  Reference 
Committee  recommends  that  the 
Board  of  Trustees  restudy  these  issues 
to  reconsider  (1)  the  three-day  meet- 
ing be  on  Friday,  Saturday  and  Sun- 
day; and  (2)  a branch  office  not  be  es- 
tablished. 

(3)  Report  A to  the  Board  of  Trus- 
tees 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Report  A 
regarding  the  Hospital  Medical 
Staff  Section  be  referred  back  to 
the  Hospital  Medical  Staff  Section 
for  further  study. 

Your  Reference  Committee  sup- 
ports the  decision  of  the  Board  of  Trus- 
tees in  not  accepting  the  recommenda- 
tion of  the  Hospital  Medical  Staff  Sec- 
tion. 

(4)  Report  of  the  Secretary-Trea- 
surer 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Secretary-Treasurer  be 
filed  for  information. 

The  Reference  Committee  would 


like  to  commend  James  D.  Funnell, 
MD,  for  his  excellent  report  and  for 
his  continued  efforts  to  monitor  the 
financial  affairs  of  the  Association. 

(5)  Report  of  the  Budget  and  Audit 
Committee 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Budget  and  Audit  Com- 
mittee be  filed  for  information. 

(6)  Report  of  the  Council  on  Plan- 
ning and  Development 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Planning 
and  Development  be  filed  for  infor- 
mation. 

Reference  Committee  I reviewed 
an  excellent  report  prepared  by  Coun- 
cil Chairman  Ray  V.  McIntyre,  MD. 
The  report  reflects  a number  of  recom- 
mendations that  were  commended  by 
this  reference  committee. 

(7)  Report  of  the  Constitution  and 
Bylaws  Committee 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Constitution  and 
Bylaws  Committee  be  adopted 
with  the  exception  of  the  section 
on  Election  of  AMA  Delegates  and 
Alternates,  Page  3,  Line  21 
through  55  and  Page  4,  Lines  1 
through  31. 

Your  Reference  Committee  heard 
considerable  testimony  with  reference 
to  voting  for  AMA  Delegates  and  Al- 
ternate Delegates  by  designated  slots. 
Your  Reference  Committee  felt  that 
most  of  the  testimony  supported  vot- 
ing for  the  AMA  Delegates  and  Alter- 
nate Delegates  at-large  rather  than  by 
designated  slots.  Therefore,  we  recom- 
mend that  this  section  of  the  report 
not  be  adopted. 

(8)  Report  of  the  Physicians  Liabil- 
ity Insurance  Company 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Physicians  Liability  In- 
surance Company  be  filed  for  infor- 
mation. 

Reference  Committee  I was  pre- 
sented with  a detailed  report  of  the 
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Physicians  Liability  Insurance  Com- 
pany. Your  Reference  Committee 
wishes  to  commend  the  PLICO  Board 
of  Directors  for  10  years  of  excellent 
administration  of  our  insurance  com- 
pany. 

(9)  Report  of  the  Oklahoma  State 
Medical  Association  Auxiliary 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Oklahoma  State  Medi- 
cal Association  Auxiliary  be  filed 
for  information. 

Mr.  Speaker,  your  Reference  Com- 
mittee would  like  to  commend  Mrs. 
Maureen  Bynum,  Auxiliary  Presi- 
dent, for  her  excellent  leadership  and 
dedication  to  the  programs  of  the  Aux- 
iliary. 

(10)  Report  of  Oklahomans  Against 
Lawsuit  Abuse  Coalition 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  Oklahomans  Against  Law- 
suit Abuse  Coalition  be  filed  for 
information. 

Mr.  Speaker,  your  Reference  Com- 
mittee commends  the  coalition  for  its 
continued  efforts  to  bring  about  mean- 
ingful tort  reform. 

(11)  Resolution  3 — Referendum 
on  Continued  Mandatory  AMA 
Membership 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 3 be  adopted  with  instructions 
that  the  referendum  be  conducted 
with  education  as  to  the  pros  and 
cons  of  federation  unification. 

Mr.  Speaker,  your  Reference  Com- 
mittee heard  considerable  supportive 
testimony  regarding  the  federation 
membership  and  its  positive  impact  on 
the  profession.  However,  much  of  the 
discussion  in  support  of  this  resolution 
centered  around  permitting  the  mem- 
bership the  opportunity  to  voice  its 
opinion  about  unified  membership.  It 
is  understood  that  this  referendum, 
while  not  binding,  is  an  expression  of 
the  membership’s  opinion.  Your  refer- 
ence committee  was  aware  of  the  sen- 
sitivity of  this  issue  and  felt  that  the 
adoption  of  Resolution  3 was  sup- 
ported by  the  testimony. 


(12)  Resolution  5 — Hold  Harm- 
less/Indemnification Clauses 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 5 be  adopted. 

Your  Reference  Committee  sup- 
ports the  OSMA  and  PLICO  in  their 
efforts  to  inform  the  membership 
about  these  contractual  dangers. 

( 13)  Resolution  1 1 — Creation  of  an 
Appeal  Process 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 11  not  be  adopted. 

Mr.  Speaker,  it  was  pointed  out  dur- 
ing testimony  that  an  appeal  process 
is  already  available  through  the 
OSMA  Council  on  Medical  Services. 

(14)  Resolution  12  — Single-Zone 
Reimbursement  for  PLICO  Health 
Insurance 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Res- 
olution 12  be  adopted  with  the  de- 
letion of  the  word  “immediate”  on 
line  12  to  read  as  follows: 

“ Resolved , That  the  Oklahoma 
State  Medical  Association  support  the 
creation  of  a single  reimbursement 
zone  for  the  State  of  Oklahoma  for 
PLICO  Health.” 

( 15)  Resolution  17  — Assistance  for 
OSMA  Members  Involving  Dis- 
putes 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 17  be  adopted. 

Your  Reference  Committee  agrees 
with  the  intent  of  this  resolution  to 
make  the  membership  aware  of  the 
Physicians’  Rights  Committee. 

(16)  Late  Resolution  31  — Medi- 
care Fee  Disclosure  for  Emer- 
gency-Nonelective Procedures 

Recommmendation: 

Mr.  Sepaker,  your  Reference 
Committee  recommends  that  Reso- 
lution 31  be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Physi- 
cians’ Rights  Committee  work  to  de- 
fine the  term  “emergency”  surgical 
procedure  in  its  effort  to  implement 
this  resolution. 


(17)  Late  Resolution  32  — Disclo- 
sure of  Those  Who  Perform  Peer 
Review 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 32  not  be  adopted. 

Your  Reference  Committee  agrees 
with  the  intent  of  this  resolution.  How- 
ever, the  committee  believes  adequate 
disclosure  exists  for  those  physicians 
being  reviewed  to  appeal  the  decisions 
and  be  dealt  with  professionally. 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  adoption  of  the 
Report  of  the  Reference  Committee  I, 
as  amended,  as  a whole. 

Mr.  Speaker,  this  concludes  the  re- 
port of  the  Reference  Committee  I. 
Your  Reference  Committee  wishes  to 
thank  all  who  participated  in  the  hear- 
ing and  contributed  to  the  preparation 
of  this  report.  As  Chairman  of  this  Ref- 
erence Committee,  I would  like  to  ex- 
press my  appreciation  to  the  commit- 
tee members  and  staff  for  their  time 
dnd  effort. 

Respectfully  submitted, 

Richard  Hromas,  MD,  Enid, 
Chairman 

Ralph  L.  Buller,  MD,  Hydro 
Ray  Comelison,  MD,  Midwest  City 
Stephen  Cagle,  MD,  Oklahoma  City 
Douglas  Hubner,  MD,  Tulsa 
Steven  Jimerson,  MD,  Norman 
Edward  Tomsovic,  MD,  Tulsa 
Lyle  Kelsey,  Staff 
Debbie  Thurmond,  Staff 


Report  of  the 
BOARD  OF  TRUSTEES 

Subject:  Annual  Report 
Presented  by:  Jerry  L.  Puls,  MD, 
Chairman 

Referred  to:  Reference  Committee  I 

Introduction 

The  OSMA  Board  of  Trustees  has 
completed  three  of  its  regular  quar- 
terly meetings  for  organizational  year 
1989-90.  The  fourth  meeting,  or  an- 
nual meeting  of  the  board  is  being  held 
in  conjunction  with  the  1990  annual 
meeting  of  the  association  in  Okla- 
homa City,  Oklahoma,  at  the  Marriott 
Hotel.  The  proceedings  of  the  annual 
board  meeting  will  be  contained  in  the 
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Supplemental  Report  of  the  Board  of 
Trustees. 

During  the  past  year,  the  board 
met  in  regular  sessions  on  August  27 
and  November  19,  1989,  and  February 
18,  1990.  A quorum  was  certified  for 
each  meeting  with  an  average  of  seven 
officers,  17  trustees  or  alternate  trus- 
tees, and  seven  AMA  delegates  and 
alternate  delegates  present. 

Council  and  Committee  Reports 

During  each  of  its  meetings,  the 
OSMA  Board  of  Trustees  heard  reports 
from  each  of  the  association’s  councils, 
committees  and  sections.  As  these  en- 
tities also  report  directly  to  the  House 
of  Delegates,  they  will  not  be  reported 
here. 

PLICO,  OFPR,  OALA  and 
Auxiliary  Reports 

Throughout  the  year,  the  OSMA 
Board  of  Trustees  heard  reports  from 
PLICO,  OALA,  OFPR  and  the  Auxil- 
iary during  each  of  its  three  quarterly 
meetings.  As  these  organizations  will 
report  directly  to  the  House  of  Dele- 
gates, they  will  not  be  reported  here. 

Selection  of  Auditors 
for  OSMA  and  PLICO 

The  Board  of  Trustees  at  its  August 
27  meeting  approved  the  accounting 
firm  of  BDO  Seidman  to  serve  as  au- 
ditors for  both  PLICO  and  the  OSMA. 
Prior  to  this  action,  Price  Waterhouse 
served  as  the  OSMA  auditors  and 
BDO  Seidman  as  auditors  for  PLICO. 

CIGNA  Actions 

During  the  August  27  Board  of 
Trustees  meeting,  the  board  au- 
thorized Dr.  John  Alexander,  as 
OSMA  President,  to  confirm  Mr.  Bob 
Looney  as  the  new  trustee  for  the 
OSMA/INA  trust  fund. 

New  Telephone  System 

During  its  August  27  meeting,  the 
board  approved  an  expenditure  of 
$30,000  to  replace  the  outdated  tele- 
phone equipment  at  the  OSMA  head- 
quarters. 

New  Commissions  on  Dues 

During  the  November  19  Board  of 
Trustees  meeting,  the  board  approved 
a new  dues  commissions  schedule  for 
those  county  medical  societies  com- 
pleting the  work  necessary  to  warrant 
this  increase  in  commissions.  It  was 
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Ray  V.  McIntyre,  MD,  Kingfisher,  Journal 
editor-in-chief  and  past  OSMA  president,  ad- 
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noted  that  the  dues  deadlines  will  re- 
main the  same. 

OSMA  Dues 

Received  By:  Commissions 
January  1-January  15  2.5% 

January  16-February  15  2.25% 
February  16-March  15  2.0% 

March  16-March  31  1.75% 

PLICO  — Amendment  to  Articles 
of  Incorporation 

At  its  November  19  meeting,  the 
Board  of  Trustees  voted  to  upgrade  ad- 
visory members  of  PLICO  to  full  direc- 
tors. New  legislation  recently  passed 
has  allowed  for  this  change. 

1991  Annual  Meeting 

During  the  November  19  Board  of 
Trustees  meeting,  the  board  voted  to 
approve  Shangri-La  in  Afton,  Okla- 
homa, as  the  site  for  the  1991  OSMA 
annual  meeting. 

Task  Force  on  OSMA  Elections 

The  Board  of  Trustees,  during  its 
February  18,  1990  meeting,  amended 
the  name  of  the  Task  Force  on  OSMA 
Elections  to  “Task  Force  on  OSMA 


Elections  for  AMA  Delegates  and  Al- 
ternate Delegates.”  The  report  was  ap- 
proved and  forwarded  to  the  Constitu- 
tion and  Bylaws  Committee  for  clarifi- 
cation. 

Policy  for  Review  of  Member 
Physicians/Hospital  Disputes 
During  the  February  18,  1990 
Board  of  Trustees  meeting,  the  board 
approved  the  following  policy: 

The  council  on  Medical  Services 
will  create  and  utilize,  as  needed,  an 
Ad  Hoc  Review  Committee,  for  the  pur- 
pose of  resolving  hospital  staff 
privileges  disputes  or  other  disputes 
involving  practice  privileges  or  cre- 
dentialing. 

OSMA-Sponsored  Retirement 
Plan 

The  February  18  board  meeting  af- 
forded the  Board  of  Trustees  with  the 
opportunity  to  consider  endorsing  an 
OSMA-sponsored  retirement  plan  for 
member  physicians,  whereby  the 
AMA  Investment  and  Retirement  Pro- 
gram would  be  endorsed.  The  board 
tabled  this  item  until  its  annual  meet- 
ing in  May. 

A.H.  Robins  Award 

During  the  August  27,  1989  Board 
of  Trustees  meeting,  the  1989  A.H. 
Robins  Award  for  Community  Service 
was  presented  to  Charles  R.  Green, 
MD,  Lawton. 

The  Board  of  Trustees  elected 
Virgil  Dale  Matthews,  MD,  Muskogee, 
for  this  award  during  the  February  18, 
1990  board  meeting,  to  be  presented 
at  the  OSMA  annual  meeting  in  May. 

Donald  J.  Blair  Friend  of 
Medicine  Award 

During  the  August  27,  1989  Board 
of  Trustees  meeting,  the  1989  Donald 
J.  Blair  Friend  of  Medicine  Award  was 
presented  to  David  Bickham,  Execu- 
tive Director  of  the  OSMA. 

The  Board  of  Trustees  at  its  Feb- 
ruary 18, 1990  meeting  elected  Mr.  Lee 
Allan  Smith  of  Oklahoma  as  the  re- 
cipient of  this  award,  which  will  be 
presented  at  the  OSMA  annual  meet- 
ing in  May. 

Life  Membership  Awards 

The  following  physicians  have 
been  awarded  life  membership  in  the 
Oklahoma  State  Medical  Association 
through  application  from  component 
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societies,  and  with  the  approval  of  the 
association’s  Board  of  Trustees: 

August  27,  1989 
Prank  L.  Adelman,  MD,  Enid 
Melvin  R.  Arthurs,  MD,  Pawnee 
Duane  E.  Brothers,  MD,  Tulsa 
Ben  F.  Gorrell,  MD,  Tulsa 
Charles  E.  Green,  MD,  Lawton 
Charles  K.  Holland,  MD, 
McAlester 

C.  Prank  Knox,  MD,  Tulsa 
Ray  E.  Spence,  MD,  Pauls  Valley 

November  19,  1989 
Nolen  L.  Armstrong,  MD, 
Oklahoma  City 

Glen  L.  Berkenbile,  MD,  Tulsa 
Robert  H.  Chappell,  MD,  Tulsa 
Joe  E.  Collins,  MD,  Edmond 
Emil  P.  Farris,  MD. 

Oklahoma  City 
Martin  J.  Fitzpatrick,  MD, 
Muskogee 

Robert  W.  King,  Sr.,  MD, 

Bella  Vista,  AR 

Robert  G.  Perryman,  MD,  Tulsa 
James  B.  Pitts,  Jr.,  MD, 
Oklahoma  City 
Robert  Sukman,  MD, 

Oklahoma  City 

February  18,  1990 
Hoard  A.  Bennett,  MD, 
Bartlesville 
Gerald  W.  Boles,  MD, 

Oklahoma  City 

Irvin  B.  Braverman,  MD,  Tulsa 
Earl  M.  Bricker,  Jr.,  MD, 
Oklahoma  City 

Arthur  M.  Brown,  Jr.,  MD,  Perry 
Thomas  D.  Burnett,  MD,  Sapulpa 
Wilson  J.  Buvinger,  MD,  Enid 
Walter  Cale,  MD,  Sapulpa 
Francis  A.  Davis,  MD,  Shawnee 
William  O.  Ellifrit,  MD, 

Ponca  City 

Jack  P.  Enos,  MD,  Yukon 
William  F.  Ewing,  MD,  Tulsa 
Jack  D.  Fetzer,  MD,  Woodward 
A.  W.  Haddox,  MD,  Antlers 
Homer  D.  Hardy,  Jr.,  MD,  Tulsa 
Charles  M.  Harvey,  MD, 
Oklahoma  City 
Thomas  H.  Henley,  MD, 
Oklahoma  City 
John  T.  Hicks,  MD,  Lawton 
Sam  C.  Jack,  MD,  Lawton 
Julius  Lacroix,  Jr.,  MD,  Hugo 
John  C.  Lee,  MD,  Tulsa 
W.  George  Long,  MD,  Purcell 
James  R.  Lowell,  MD, 

Oklahoma  City 


M.  Wilson  Mahone,  MD, 
Oklahoma  City 
Virgil  D.  Matthews,  MD, 
Muskogee 

William  A.  Morrison,  MD, 
Oklahoma  City 
Robert  A.  Nelson,  MD,  Tulsa 
William  J.  O’Meilia,  MD,  Tulsa 
Ira  O.  Pollock,  MD, 

Oklahoma  City 

John  R.  Pollock,  MD,  Ardmore 
Joseph  Salamy,  MD,  Tulsa 
David  I.  Schrum,  MD,  Tulsa 
William  B.  Scimeca,  MD,  Tulsa 
Laurence  O.  Short,  MD,  Cyril 
J.  Harold  Tisdal,  MD,  Clinton 
Robert  G.  White,  MD,  Sapulpa 
Claude  H.  Williams,  MD,  Okeene 

Respectfully  submitted, 

Jerry  L.  Puls,  MD,  Chairman 
OSMA  Board  of  Trustees 


Supplemental  Report  of  the 
BOARD  OF  TRUSTEES 

Subject:  Supplemental  Report 
Presented  by:  Sara  R.  DePersio,  MD, 

Vice-Chair 

Referred  to:  Reference  Committee  I 

Mr.  Speaker  and  Members  of  the 
House: 

The  Board  of  Trustees  met  at  its 
Annual  Meeting  yesterday,  May  3,  at 
2:05  pm,  and  this  Supplemental  Re- 
port reviews  the  actions  taken  by  the 
board  at  this  meeting.  This  report  will 
be  referred  to  Reference  Committee  I 
to  be  considered  along  with  the  An- 
nual Report  of  the  Board  of  Trustees, 
which  is  included  in  the  delegates’ 
handbooks. 

The  board  approved  the  minutes  of 
the  February  18  meeting  as  presented. 

Mrs.  Maureen  Bynum,  outgoing 
Auxiliary  President,  reviewed  the 
Auxiliary’s  activities  during  the  past 
year  and  announced  that  Mrs.  Sherry 
Strebel  will  soon  be  elected  President- 
Elect  of  the  AMA  Auxiliary,  which  is 
a first  for  Oklahoma.  Mrs.  Bynum 
closed  by  thanking  the  Board  of  Trus- 
tee members  for  their  support 
throughout  the  year. 

Dr.  John  R.  Alexander  presented 
his  last  report  to  the  board  as  outgoing 
President  of  OSMA.  He  noted  he  had 
recently  talked  at  county  medical  soci- 


ety meetings  in  Bartlesville  and  Clin- 
ton. He  has  continued  his  commen- 
taries with  KTOK  Radio  and  the  Okla- 
homa News  Network.  Doctor  Alexan- 
der commended  Dr.  Billy  Dale  Dotter’s 
efforts  as  Chairman  of  the  OSMA/ 
ONA  (Oklahoma  Nurses  Association) 
Liaison  Committee. 

Doctor  Alexander  also  attended 
the  AMA  Leadership  Conference  in 
February  and  was  enthusiastic  about 
the  proposal  for  Health  Access 
America,  the  chemical  abuse  educa- 
tion program,  and  Dr.  Everett  Koop’s 
talk. 

In  other  activities,  Doctor  Alexan- 
der attended  Dr.  Charles  Harmon’s  in- 
auguration as  President  of  Tulsa 
County  Medical  Society,  participated 
in  the  Council  on  Planning  and  De- 
velopment meeting,  and  followed 
legislative  actions  and  other  associa- 
tion activities. 

Doctor  Alexander  thanked  the 
members  of  the  OSMA  Executive  staff 
for  their  help  during  the  year.  He  then 
expressed  thanks  to  the  chairmen  and 
members  of  OSMA’s  various  councils, 
committees  and  sections,  all  of  which 
have  performed  well  this  year. 

Dr.  James  D.  Funnell,  Secretary- 
Treasurer,  reviewed  OSMA’s  audit  re- 
port prepared  by  Grant-Thomton  and 
the  proposed  1990  OSMA  Budget,  and 
presented  his  report  to  the  board.  The 
written  report  is  included  in  the  hand- 
books under  Reference  Committee  I. 

Doctor  Funnell  noted  that  this  is 
the  first  year  the  OSMA  and  PLICO 
accounts  are  listed  both  jointly  and 
separately.  He  stated  that  assets  of 
OSMA/PLICO  have  increased  from 
1988,  and  that  the  OSMA/PLICO 
profit  after  taxes  for  1989  was 
$759,124.  OSMA’s  profit  was  $73,487, 
and  PLICO’s  was  $685,637.  Doctor 
Funnell  indicated  OSMA’s  assets, 
excluding  PLICO,  are  about  $2.2  mil- 
lion. 

Mr.  Dale  Neikirk  of  the  C.  L.  Frates 
Company  explained  that  PLICO’s 
profit  is  reported  two  different  ways. 
In  the  Grant-Thomton  audit  report  in- 
come taxes  are  treated  on  a deferred 
basis;  in  the  PLICO  report,  because  of 
statutory  requirements,  they  are  re- 
ported on  an  equity  basis,  which  ac- 
counts for  the  difference  in  the  profit 
reports. 

Doctor  Funnell  also  mentioned 
that  Senate  Bill  462,  sponsored  by 
OSMA,  would  exempt  the  physicians’ 
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policy  fee,  which  is  contributed  to  re- 
serves, from  the  Oklahoma  Premium 
Tax. 

Doctor  Funnell  reported  that  the 
14-year  period  of  OSMA’s  negotiations 
with  CIGNA  over  the  OSMA/INA  sta- 
bilization fund  has  led  to  a settlement, 
whereby  CIGNA  will  receive  51%  of 
the  fund  and  OSMA  will  receive  49%, 
or  $340,000. 

Doctor  DePersio  reported  that  Dr. 
C.  Alton  Brown  would  present  the  an- 
nual PLICO  Report  during  the  Closing 
Session  of  the  House  of  Delegates. 
This  report  has  been  assigned  to  Refer- 
ence Committee  I. 

Mr.  Jim  Williams,  Executive  Direc- 
tor of  the  Oklahoma  Foundation  for 
Peer  Review,  presented  a verbal  report 
to  the  board.  Mr.  Williams  stated  the 
Institution  of  Medicine  has  developed 
a study  on  the  quality  of  care  pro- 
grams, whose  recommendations  were 
not  well  received  by  the  Health  Care 
Financing  Administration  or  by  Okla- 
homa politicians.  One  recommenda- 
tion, he  noted,  would  double  the  cost 
of  the  PRO  program  from  $1  billion  to 
$2  billion,  which  does  not  go  over  well 
with  budget  deficits. 

Mr.  Williams  emphasized  the  focus 
on  feedback  and  data  driven  reporting. 
The  OFPR  is  looking  at  other  states’ 
internal  quality  processes  for  better 
standardization.  During  discussion 
Mr.  Williams  pointed  out  due  to  fed- 
eral regulations,  reviewers  cannot  be 
identified  except  by  express  permis- 
sion of  the  reviewers. 

Mr.  David  Bickham,  OSMA’s 
Executive  Director,  presented  his  re- 
port. He  cited  a letter  from  the  OFPR 
requesting  OSMA’s  assistance  in  re- 
cruiting physician  consultants  to  per- 
form review,  and  said  those  interested 
should  contact  Mr.  Williams,  Dr.  War- 
ren Felton,  or  Ms.  Debbie  Hester  at 
the  OFPR. 

Mr.  Bickham  cited  a report  from 
Dr.  J.  Darrell  Smith,  Medical  Director 
for  the  Physician  Recovery  Program, 
and  commended  Doctor  Smith  for  his 
excellent  work.  The  program  boasts  a 
recovery  rate  of  90-95%. 

The  board  approved  the  following 
list  of  incumbents  for  consideration  by 
the  House  of  Delegates  for  positions 
on  the  PLICO  Board  of  Directors: 

C.  Alton  Brown,  MD, 

Oklahoma  City 

Billy  Dale  Dotter,  MD,  Okeene 

C.  S.  Lewis,  Jr.,  MD,  Tulsa 


John  A.  McIntyre,  MD,  Enid 
Tim  K.  Smalley,  MD,  Stillwater 
Kenneth  W.  Whittington,  MD, 
Bethany 

The  board  approved  an  Executive 
Committee  recommendation  to  utilize 
up  to  $75,000  of  OSMA  reserve  funds 
for  OSMA  headquarters  building  im- 
provements, and  that  the  OSMA  Pres- 
ident, Secretary-Treasurer  and  Execu- 
tive Director  be  authorized  to  pursue 
these  capital  expenditure  projects. 

In  further  actions,  the  board  reap- 
pointed R.  C.  Scott,  MD,  Tulsa,  for  a 
three-year  term  as  JOURNAL  Editor 
and  approved  late  resolutions  for  con- 
sideration by  the  House  of  Delegates. 
It  was  noted  that  two  additional 
county  medical  societies,  Osage  and 
Kay-Noble,  were  to  be  listed  as  co-spon- 
sors for  Resolutions  No.  3,  “Referen- 
dum on  Continued  Mandatory  AMA 
Membership,”  in  Reference  Commit- 
tee I. 

The  board  elected  by  acclamation 
Dr.  Sara  R.  DePersio,  Oklahoma  City, 
and  Dr.  Jay  A.  Gregory,  Muskogee,  as 
Chair  and  Vice-Chair,  respectively,  of 
the  Board  of  Trustees. 

The  following  Life  Memberships 
were  approved: 

Loren  V.  Baker,  MD,  Elk  City 
Ralph  C.  Bethea,  MD,  Claremore 
John  W.  Bumpus,  MD,  Bethany 
Jack  C.  Glasgow,  MD, 

Oklahoma  City 

Orville  U.  Holt,  MD,  Claremore 
David  I.  Kraft,  MD, 

Oklahoma  City 
Fred  M.  Long,  MD,  Enid 
Kenneth  G.  Lowe,  MD,  Panama 
H.  Carter  Moody,  MD, 

Oklahoma  City 
David  C.  Ramsay,  MD,  Ada 
Rodney  D.  Steward,  MD, 
Oklahoma  City 

In  other  business,  Dr.  William  O. 
Coleman,  Chairman  of  the  OSMA 
Hospital  Medical  Staff  Section,  dis- 
cussed Report  A to  the  Board  of  Trus- 
tees. He  noted  that  the  proposed  sec- 
tion bylaw  revision  needs  approval  of 
the  board.  The  amendment  would 
allow  physicians  other  than  OSMA 
members  to  serve  as  members  of  the 
section.  After  considerable  discussion, 
the  question  was  called,  and  the  mo- 
tion failed. 

In  Executive  Session  the  Board  of 
Trustees  authorized  the  extension  of 
the  annual  meeting  of  the  House  of 
Delegates  to  three  days  instead  of  two 


days,  and  approved  the  establishment 
of  a branch  office. 

The  Board  of  Trustees  adjourned 
from  its  annual  meeting  at  4:00  pm. 

Respectfully  submitted, 

Sara  R.  DePersio,  MD 
Vice-Chair  of  the  Board 


Report  A to  the 
BOARD  OF  TRUSTEES 

Subject:  Hospital  Medical  Staff 
Section 

Presented  by:  William  O.  Coleman, 
MD,  Chairman 
OSMA  Hospital  Medical  Staff 
Section 

Referred  to:  Reference  Committee  I 

In  the  last  few  years  the  OSMA 
Hospital  Medical  Staff  Section 
(HMSS)  has  not  functioned  as  fully, 
due  to  a lack  of  participation  because 
of  the  requirement  that  membership 
to  the  HMSS  must  be  OSMA  members. 

This  year,  however,  the  response  to 
the  meeting  scheduled  for  May  5, 1990, 
has  been  very  good.  Some  of  the  re- 
spondents are  DOs  or  MDs  who  are 
not  OSMA  members. 

In  order  to  function  effectively,  the 
HMSS  recommends  to  the  OSMA 
Board  of  Trustees  that  the  section 
bylaws  be  revised  so  that  those  indi- 
viduals chosen  by  the  hospital  medical 
staff  director  or  by  the  vote  of  the  ac- 
tive hospital  medical  staff  be  accepted 
as  a member  of  the  HMSS. 

The  proposed  section  bylaw  revi- 
sion is  as  follows: 

The  Hospital  Medical  Staff  Section 
of  the  Oklahoma  State  Medical  Associ- 
ation (OSMA)  shall  be  comprised  of 
QSMA-member-physioiafle-eeleeted-by 
physioian-membeF6-of-4he- medical 
staffs-of-heepitals-  physicians  duly  ap- 
pointed by  the  chief  of  the  medical  staff 
or  elected  by  a vote  of  the  active  staff 
of  each  respective  hospital.  The  medi- 
cal staff  of  each  licensed  hospital  in 
the  state  shall  be  entitled  to  one  voting 
representative  in  the  section.  The  pur- 
pose of  the  section  is  to  provide  a direct 
means  to  address  the  relationship 
among  members  of  the  OSMA,  hospi- 
tal medical  staffs  and  hospitals.” 
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Report  of  the 
SECRETARY-TREASURER 

Subject:  Annual  Report 
Presented  by:  James  D.  Funnell,  MD 

Secretary-Treasurer 
Referred  to:  Reference  Committee  I 

Mr.  Speaker,  Members  of  the  House: 

Two  years  ago  the  Board  of  Trus- 
tees and  the  House  of  Delegates  in- 
structed us  to  develop  a financial  state- 
ment that  reflected  the  operations  of 
OSMA  separate  from  PLICO.  You  will 
remember  that  because  of  accounting 
regulations  that  went  into  effect  in 
1988,  our  auditors  were  required  to  in- 
tegrate the  OSMA  and  PLICO  state- 
ments since  PLICO  is  a wholly  owned 
subsidiary.  PLICO’s  operations  are  of 
such  magnitude  that  when  integrated, 
OSMA’s  financials  are  difficult  to  iso- 
late and  analyze.  This  is  the  first  year 
that  we  have  the  combined  statement. 
The  first  section  of  the  report,  pages 
1 through  18,  are  the  combined  finan- 
cials, both  OSMA  and  PLICO.  We  have 
representatives  of  PLICO  and  the  ac- 
counting firm  here  who  can  answer 
questions.  But  let  me  cover  just  a few 
of  the  highlights.  First,  on  page  5, 
please  note  that  assets  of  OSMA/ 
PLICO  are  $56,439,411  as  of  De- 
cember 31,  1989.  That  is  an  increase 
over  1988.  We  don’t  have  comparative 
numbers  since  this  is  the  first  consoli- 
dated statement.  The  OSMA/PLICO 
profit  after  taxes  (page  6)  for  1989  was 
$759,124  that  compares  to  an  aggre- 
gate loss  in  1988. 

Now  then,  over  to  page  21.  OSMA’s 
equity  in  PLICO  is  $4,732,354,  which 
is  an  increase  over  1988  of  about 
$685,637. 

PLICO  uses  multiple  techniques  to 
establish  reserves.  The  inhouse  ac- 
tuaries and  claims  personnel  of  C.  L. 
Frates  determine  on  a case-by-case 
basis  the  value  of  claims;  Milliman  & 
Robertson,  PLICO’s  internationally 
known  actuaries,  also  predict  the 
value  of  claims  and  establish  reserves; 
our  reinsurers  have  a vested  interest 
in  assuring  PLICO’s  reserves  are 
adequate,  as  does  the  Insurance  Com- 
missioner and  our  auditors,  Grant- 
Thomton.  The  bottom  line  is  that  I 
think  we  have  to  trust  the  judgment 
of  our  consultants  and  the  PLICO 
Board  as  to  the  accuracy  and  veracity 
of  PLICO’s  financial  condition.  If  any- 


one has  any  questions  about  PLICO’s 
operations,  we’ll  be  happy  to  answer 
them  now. 

Otherwise,  Mr.  Speaker,  I would 
like  to  move  on  to  pages  20  through 
24,  which  concentrate  on  OSMA’s  fi- 
nancial condition  as  of  December  31, 
1989.  Remember  that  our  fiscal  year 
is  the  calendar  year,  so  we  are  already 


Otie  Ann  Fried,  OSMA  director  of  state  legis- 
lation, listens  to  the  discussion  in  Reference 
Committee  III. 


four  months  into  our  1990  operations. 
The  House  has  authorized  us  to  budget 
and  make  expenditures  on  the  basis 
of  last  year’s  budget  until  the  annual 
meeting  of  the  House  of  Delegates. 

On  page  21,  the  asset  section  for 
OSMA  indicates  an  association  value, 
excluding  PLICO,  of  about  $2.2  mil- 
lion. You  arrive  at  that  by  adding  cur- 
rent assets  and  property  and  equip- 
ment. Likewise,  if  you  look  at  the 
equity  sections  on  the  same  page,  you 
will  note  that  our  investment  in 
PLICO  is  up  from  last  year,  which  re- 
flects the  profits  of  PLICO.  So  overall, 
we’ve  grown  (PLICO/OSMA)  by  about 
a million  dollars.  If  you’ve  been  read- 
ing the  financial  pages  on  Oklahoma 
companies,  that  is  not  too  bad.  The 
Liabilities  section  looks  about  the 
same  as  in  previous  years.  The  de- 
ferred dues  item  is  higher  in  ’89  than 
in  ’88,  but  that  is  because  of  an  ac- 
counting technique  rather  them 
money.  The  Deferred  Revenue  is  the 


balance  in  our  OALA  account.  Con- 
tributions are  funds  paid  by  doctors 
for  support  of  students  at  OUHSC. 

To  summarize,  Mr.  Speaker,  both 
PLICO  and  OSMA  are  growing  in- 
stitutions and  are  financially  healthy. 

On  page  23  are  the  Revenue  and 
Expense  Statements.  Without  going 
into  a lot  of  detail,  if  you  look  about 
2/3  of  the  way  down  the  page  you  see 
the  “Excess  of  Revenues  over  Ex- 
penses.” That  figure  of  $73,487  is  the 
amount  of  profit  OSMA  made  in  1989. 
A little  further  down  on  the  same  page 
you  see  a figure  of  $685,637,  which  is 
the  profit  PLICO  made  in  1989. 

Page  24  is  a Cash  Flow  Statement 
that  shows  where  the  money  came 
from  and  where  it  went. 

At  this  point,  Mr.  Speaker,  I would 
like  to  pause  and  see  if  anyone  has  any 
questions. 

There  are  a few  other  issues  on 
which  I need  to  report.  Behind  the 
audit  report  is  the  proposed  budget  for 
1990.  The  budget  is  basically  a break- 
even proposal.  There  are  a few  in- 
creases in  some  council  and  committee 
requests  that  have  been  accommo- 
dated — the  Physician  Recovery  Com- 
mittee and  the  Medical  Student  Sec- 
tion. 

There  is  also  a salary  adjustment 
factor  for  employees  which  tracks  with 
the  Consumer  Price  Index.  There  are 
no  major  personnel  or  program 
changes  that  would  require  an  in- 
crease in  dues,  although  the  Budget 
will  be  tight  for  1990. 

Two  more  items,  and  I’ll  be 
through,  Mr.  Speaker.  First,  each  of 
you  insured  by  PLICO  has  been  paying 
for  the  past  two  years  a policy  fee  of 
about  30%  of  your  insurance  pre- 
miums. That  fee  was  necessitated  by 
an  adverse  Oklahoma  Supreme  Court 
opinion  that  struck  down  our  three- 
year  statute  of  limitations.  The  pro- 
jected “reserve  deficit”  as  determined 
by  our  actuaries  was  about  $25  mil- 
lion, which  under  current  law  is  sub- 
ject to  the  Oklahoma  premium  tax  of 
2V4%.  Senate  Bill  462,  sponsored  by 
OSMA,  would  exempt  that  contribu- 
tion to  reserves  from  the  tax.  It  has 
passed  both  the  House  and  the  Senate 
and  should  be  on  the  Governor’s  desk 
in  the  next  few  days.  If  the  bill  is 
signed,  Oklahoma  doctors  will  save  al- 
most $500,000. 

Second,  Mr.  Speaker,  we  have  re- 

( continued,  on  page  335) 


I Okla  State  Med  Assoc,  Vol  83,  July  1990 


329 


SECRETARY-TREASURER 


Grant  Thornton 

Suite  1200 

One  Leadership  Square 

211  N.  Robinson 

Oklahoma  City,  OK  73102-7148 

Report  of  Independent  Certified  Public  Accountants 

To  the  House  of  Delegates  of  the 
Oklahoma  State  Medical  Association: 

We  have  audited  the  accompanying  consolidated  balance  sheet  of  Oklahoma  State 
Medical  Association  (an  Oklahoma  corporation)  and  Subsidiaries  as  of  December  31, 
1989,  and  the  related  consolidated  statements  of  revenue  and  expenses  and  changes  in 
fund  balance  and  of  cash  flows  for  the  year  then  ended.  These  financial  statements  are 
the  responsibility  of  the  Association’s  management.  Our  responsibility  is  to  express  an 
opinion  on  these  financial  statements  based  on  our  audit. 

We  conducted  our  audit  in  accordance  with  generally  accepted  auditing  standards. 
Those  standards  require  that  we  plan  and  perform  the  audit  to  obtain  reasonable  assur- 
ance about  whether  the  financial  statements  are  free  of  material  misstatement.  An 


Oklahoma  State  Medical  Association  and  Subsidiaries 
CONSOLIDATED  BALANCE  SHEET 

December  31,  1989 

Assets 

Cash  and  cash  equivalents  (note  A6) 

$ 3,679,386 

Cash  equivalents  — restricted  (notes  A2  and  A3) 
Investments,  at  amortized  cost  (market  value 

242,079 

$49,088,262)  (notes  A4  and  B) 

48,757,556 

Accounts  receivable 

785,985 

Premiums  receivable 

193,452 

Interest  receivable 

1,193,696 

Reinsurance  receivable 

458,624 

Note  receivable  (note  E) 

37,746 

Inventory 

7,502 

Prepaid  expenses 

156,860 

55,512,886 

Property  and  equipment  (notes  A9  and  H) 

Land 

7,808 

Building 

409,245 

Furniture,  fixtures,  and  equipment 

147,042 

Equipment  under  capital  lease 

Less  accumulated  depreciation  and 

18,483 

582,578 

amortization 

(100,140) 

482,438 

Loan  acquisition  cost,  net  of  amortization 

2,087 

Deferred  income  taxes  (notes  A8  and  F) 

442,000 

444,087 

$56,439,411 

Liabilities 

Current  portion  of  long-term  debt 

$ 10,592 

Checks  drawn  against  future  deposits 

664,884 

Accounts  payable  (note  G) 

1,152,513 

Unearned  premium 

992,882 

Reinsurance  premiums  payable  (note  D) 

402,789 

Commissions  payable 

43,986 

Management  fee  payable  (note  E) 

187,666 

Income  taxes  payable 

Losses  and  loss  adjustment  expenses 

1,483 

(notes  A5,  C,  and  D) 

46,245,434 

Long-term  debt  (note  H) 
Deferred  revenue  (note  A2) 

115,535 

Assessments 

242,079 

Contributions 

70,687 

Deferred  membership  dues 

825,465 

1,138,231 

Total  liabilities 

50,965,995 

Contingencies  (notes  C and  D) 

- 

Fund  balance 

5.438,416 

$56,439,411 

The  accompanying  notes  are  an  integral  part  of  this  statement. 

audit  includes  examining,  on  a test  basis,  evidence  supporting  the  amounts  and  dis- 
closures in  the  financial  statements.  An  audit  also  includes  assessing  the  accounting 
principles  used  and  significant  estimates  made  by  management,  as  well  as  evaluating 
the  overall  financial  statement  presentation.  We  believe  our  audit  provides  a reasonable 
basis  for  our  opinion. 

In  our  opinion,  the  financial  statements  referred  to  above  present  fairly,  in  all  material 
respects,  the  consolidated  financial  position  of  Oklahoma  State  Medical  Association  and 
Subsidiaries  as  of  December  31,  1989  and  the  consolidated  results  of  their  operations 
and  their  consolidated  cash  flows  for  the  year  then  ended  in  conformity  with  general 
accepted  accounting  principles. 

As  discussed  more  fully  in  Note  C to  the  consolidated  financial  statments,  the  liability 
for  losses  and  loss  adjustment  expenses  (“reserves”)  recorded  by  the  Association’s  sub- 
sidiary, Physicians  Liability  Insurance  Company  (“PLICO”),  for  its  professional  medical 
liability  line  at  December  31, 1989  is  approximately  $10,900,000  lower  than  the  amounts 
contained  in  the  report  of  PLICO’s  consulting  actuaries  at  that  date.  This  difference  is 
material  to  the  consolidated  financial  statements,  taken  as  a whole.  The  process  for 
setting  PLICO’s  reserves  is  both  complex  and  subjective.  The  ultimate  liability  for  losses 
and  loss  adjustment  expenses  cannot  be  determined  at  this  time. 

As  required  by  a new  statement  of  the  Financial  Accounting  Standards  Board,  the 
Association  consolidated  a wholly  owned  subsidiary  previously  accounted  for  by  the 
equity  method,  as  discussed  in  Note  A to  the  consolidated  financial  statements. 

Grant  Thornton 
Oklahoma  City,  Oklahoma 
March  14,  1990 


Oklahoma  State  Medical  Association  and  Subsidiaries 
NOTES  TO  CONSOLIDATED  FINANCIAL  STATEMENTS 

December  31,  1989 

Note  A — Summary  of  Accounting  Policies 

Oklahoma  State  Medical  Association  was  formed  as  a not-for-profit  organization 
that  provides  educational  and  various  other  services  to  the  members  of  the  medical 
profession  in  the  State  of  Oklahoma.  Its  wholly  owned  subsidiary,  Physicians  Liability 
Insurance  Company  (“PLICO”),  provides  professional  medical  malpractice  liability  insur- 
ance to  doctors  who  are  members  of  the  Association  and  certain  health  and  accident 


Oklahoma  State  Medical  Association  and  Subsidiaries 

CONSOLIDATED  STATEMENT  OF  REVENUES  AND  EXPENSES 
AND  CHANGES  IN  FUND  BALANCE 

Year  ended  December  31,  1989 

Revenues 

Premiums  earned,  net  of  premiums  ceded  to 
reinsurers  of  $6,329,253 
Investment  income 
Membership  dues 
Policy  fees 
Journal 

Special  assessments 
Annual  meeting 
Other 

$41,317,909 

5,145,232 

673,483 

246,550 

132,711 

75,273 

49,250 

72,919 

47,713,327 

Expenses 

Losses  (note  C) 

Loss  adjustment  expenses  (note  C) 
Operating  expenses  (note  E) 

Journal 

Annual  meeting 

Revenues  over  expenses  before  income 
taxes  and  extraordinary  item 

29,563,669 

9,769,436 

7,376,141 

160,872 

83,492 

46,952,609 

760,718 

Income  taxes  (note  F) 

215,594 

Revenues  over  expenses  before 
extraordinary  item 

545,124 

Extraordinary  item  — utilization  of  net 
operating  loss  carryforward  (note  F) 

214,000 

Excess  of  Revenues  Over  Expenses 

759,124 

Fund  balance,  beginning  of  year 

4,724,292 

Fund  balance,  end  of  year 

$ 5,483,416 

The  accompanying  notes  are  an  integral  part  of  this  statement. 
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insurance  to  such  doctors  and  their  staffs.  Its  other  wholly  owned  subsidiary,  Member 
Services  Corporation,  provides  other  miscellaneous  services  to  members  of  the  Associa- 
tion. 

Effective  December  31,  1989,  the  Association  revised  its  consolidation  policy  to  con- 
form to  Statement  of  Financial  Accounting  Standards  No.  94,  “Consolidation  of  All 
Majority-owned  Subsidiaries."  The  consolidated  financial  statements  now  include  the 
accounts  of  both  wholly  owned  subsidiaries.  Prior  to  the  change  the  Association  had 
consolidated  only  Member  Services  Corporation.  As  a result  of  the  consolidation  of 
PLJCO,  it  is  no  longer  meaningful  to  prepare  a consolidated  balance  sheet  in  which 
current  and  noncurrent  assets  and  liabilities  are  displayed.  Instead,  the  unclassified 
format  utilized  by  insurance  companies  has  been  adopted 

A summary  of  the  significant  accounting  policies  consistently  applied  in  the  prepa- 
ration of  the  accompanyging  financial  statements  follows 

1.  Revenue  Recognition.  Membership  dues  are  recognized  as  revenue  ratably  over 
the  membership  period.  Insurance  premiums  are  recognized  as  income  over  the  terms 
of  the  policies  on  a pro  rata  basis.  Policies  are  written  on  a calendar  year  basis;  unearned 
premium  relates  to  premiums  received  in  advance  for  policy  periods  beginning  on  Jan- 
uary 1,  1990. 

2.  Deferred  Revenue.  The  Association  restricts  those  funds  received  through  gen- 


Oklahoma State  Medical  Association  and  Subsidiaries 

CONSOLIDATED  STATEMENT  OF  CASH  FLOWS 

Year  ended  December  31,  1989 

Cash  flows  from  operating  activities 

Excess  of  revenues  over  expenses 

$ 759,124 

Adjustments  to  reconcile  excess  of  revenues 

over  expenses  to  net  cash  provided  by 

operating  activities 

Amortization  of  net  bond  discount 

(187,858) 

Depreciation  and  amortization 

20,284 

Gain  on  sale  of  bonds 

(95,889) 

Loss  on  sale  of  assets 

5,286 

Deferred  income  taxes 

(442,000) 

(Increase)  decrease  in 

Accounts  receivable 

(176,623) 

Premiums  receivable 

56,355 

Reinsurance  receivable 

(458,624) 

Other  assets 

155,058 

Interest  receivable 

(298,260) 

Prepaid  income  taxes 

(137,015) 

Inventory 

(5,569) 

Increase  (decrease)  in 

Checks  drawn  against  future  deposits 

4,390 

Unearned  premiums 

(2,972,396) 

Reinsurance  premiums  payable 

(654,270) 

Commissions  payable 

(130,381) 

Management  fee  payable 

(474,041) 

Accounts  payable 

975,239 

Liability  for  losses  and  loss  adjustment 

expenses 

6,534,676 

Other  liabilities 

1,483 

Deferred  revenue 

183,985 

Net  cash  provided  by  operating  activities 

2,662,954 

Cash  flows  from  investing  activities 

Proceeds  from  sale  of  bonds 

25,182,707 

Proceeds  from  maturities  of  certificates  of  deposit 

150,000 

Purchase  of  bonds  and  certificates  of  deposit 

(34,890,943) 

Collections  on  note  receivable 

85,338 

Purchase  of  fixed  assets 

(49.631) 

Net  cash  used  in  investing  activities 

(9,522,529) 

Cash  flows  from  financing  activities 

Payments  on  long-term  debt 

(9.179) 

Net  Decrease  in  Cash  and  Cash 

Equivalents 

(6,868,754) 

Cash  and  cash  equivalents  at  beginning  of  year 

10,548,140 

Cash  and  cash  equivalents  at  end  of  year 

$ 3,679,386 

Cash  paid  during  the  year  for: 

Interest 

$ 6,71« 

Income  taxes 

613,477 

Noncash  investing  activities: 

The  Association  acquired  equipment  under  capital  lease  obligations 

totaling  $17,679. 

The  accompanying  notes  are  an  integral  part  of  this  statement. 

eral  assessments  or  voluntary  contributions  that  are  restricted  as  to  use.  As  expenditures 
are  made  for  the  various  restricted  purposes,  appropriate  equivalent  amounts  of  revenue 
are  recognized  as  income. 

3.  Cash  Equivalents  — Restricted.  This  account  represents  restricted  assess- 
ments received  for  financing  of  tort  reform  activities. 

4.  Investments.  Investments  in  marketable  equity  securities  (held  by  PLICO)  are 
carried  at  the  lower  of  cost  or  market.  Investments  in  bonds  and  other  debt  instruments 
are  carried  at  amortized  cost.  No  provision  is  made  for  declines  in  the  fair  market  value 
of  such  debt  instruments  below  amortized  cost  unless  such  declines  are  judged  to  be 
other  than  temporary,  as  PLICO  has  both  the  intent  and  capacity  to  hold  the  investments 
to  their  maturity  dates. 

5.  Liabilities  for  Losses  and  Loss  Adjustment  Expenses.  PLICO’s  liability  for 
insurance  losses  and  loss  adjustment  expenses  is  based  upon:  (1)  accumulation  of  case 
estimates  for  losses  reported  prior  to  the  close  of  the  accounting  period;  (b)  estimates 
of  incurred  but  unreported  losses;  and  (c)  estimates  of  expenses  for  investigating  and 
adjusting  claims.  The  estimated  liability  for  losses  and  loss  adjustment  expenses  is 
discounted  to  its  estimated  present  value. 

6.  Cash  Equivalents.  For  purposes  of  the  statement  of  cash  flows  all  highly  liquid 
debt  instruments  purchased  with  a maturity  of  three  months  or  less  are  considered  to 
be  cash  equivalents. 

7.  Statutory  Accounting  Requirements.  PLICO’s  statutory  capital  and  surplus 
was  $4,153,340  at  December  31,  1989.  The  amount  of  statutory  capital  and  surplus 
necessary  to  satisfy  regulatory  requirements  was  $4,000,000  at  December  31,  1989.  The 
differences  between  capital  for  financial  reporting  purposes  and  capital  for  statutory 
purposes  relates  principally  to  the  recording  of  deferred  income  tax  expense  or  benefits 
for  financial  reporting  purposes,  whereas  only  income  taxes  currently  payable  or  refund- 
able are  recorded  for  statutory  purposes. 

8.  Income  Taxes.  The  Association  was  organized  as  a not-for-profit  organization 
and,  as  such,  is  exempt  from  income  taxes  under  Section  501(c)(6)  of  the  Internal  Revenue 
Code.  The  Association  does  pay  income  taxes  on  unrelated  business  income. 

PLICO  provides  for  income  taxes  based  upon  income  or  loss  reported  for  financial 
statement  purposes.  Deferred  income  taxes  are  provided  on  differences  in  timing  or 
reporting  of  certain  items  of  income  and  expense  in  the  financial  statements  and  the 
income  tax  returns.  Such  timing  differences  relate  principally  to  unearned  premium 
and  to  differences  in  the  method  of  discounting  reserves  for  income  tax  purposes. 

9.  Property  and  Equipment  Property  and  equipment,  using  the  capitalized 
leases,  are  recorded  at  cost.  Depreciation  is  computed  using  the  straight-line  method 
over  the  estimated  useful  lives  of  the  assets. 

Note  B — Investments 

Investments  at  December  31,  1989  consist  of  the  following: 

Certificates  of  deposit  $ 150,000 

Corporate  bonds  15,962,768 

Government  agency  bonds  32,644,788 

$48,757,556 

To  conform  with  statutory  requirements,  the  Oklahoma  Insurance  Commission  held 
PLICO’s  certificates  of  deposits  of  $150,000  at  December  31,  1989. 

Note  C — Liability  for  Losses  and  Loss  Adjustment  Expenses 

A substantial  portion  of  PLICO’s  business  relates  to  professional  medical  liability 
insurance.  The  insurance  of  these  types  of  risks  involves  lengthy  claim  development 
periods  and  claims  having  long  “tails,”  or  periods  from  the  date  of  the  occurrence  of  an 
incident  to  the  date  a claim  is  actually  settled  and  paid.  PLICO  follows  a method  of 
accounting  for  its  liabliity  for  losses  and  loss  adjustment  expenses  known  as  “discounting 
reserves.”  This  practice  essentially  results  in  a reduction  of  the  carrying  value  of  the 
liability  for  losses  and  loss  adjustment  expenses  (“reserves”)  based  upon  the  income  to 
be  earned  on  the  fixed  income  investment  portfolio  which  is  maintained  to  cover  such 
liability.  In  the  opinion  of  management,  this  method  results  in  a more  realistic  statement 
of  reserves  based  upon  the  earnings  of  the  related  investment  portfolio.  The  carrying 
amount  of  PLICO’s  reserves  has  been  reduced  by  approximately  $17,500,000  at  December 
31,  1989  by  discounting  the  estimated  gross  reserves  by  8.0%  which  is  less  than  the 
yield  rate  of  the  fixed  income  investment  portfolio. 

PLICO  uses  a firm  of  consulting  actuaries  to  review  its  evaluation  of  the  required 
level  of  reserves  for  losses  and  loss  adjustment  expenses  each  year.  At  December  31, 
1989,  the  consulting  actuaries  recommended  that  such  reserves  for  professional  medical 
malpractice  liability  insurance  line,  which  constitutes  the  core  of  PLICO’s  business,  be 
set  at  approximately  $10,900,000  higher  than  the  reserve  levels  recorded  by  PLICO  at 
that  date,  on  a discounted  basis.  The  principal  elements  of  the  difference  in  each  year 
related  to  (1)  assumptions  used  in  determining  losses  related  to  commuted  reinsurance; 
(2)  assumptions  used  in  estimating  losses  that  will  develop  beyond  nine  years  from  the 
occurrence  of  an  event;  and  (3)  the  effects  of  these  assumptions  on  the  requisite  level 
of  loss  adjustment  expenses. 

The  process  for  setting  PLICO’s  reserves  is  both  complex  and  subjective,  involving 
consideration  of  a number  of  variable  factors.  Management  believes  that  the  reserves 
determined  by  the  consulting  actuaries  are  extremely  conservative,  that  an  adequate 
basis  exists  in  both  theory  and  fact  for  the  lower  amount  of  reserves  actually  recorded 
and  that  the  recorded  reserves  will  be  adequate  to  cover  the  losses  and  loss  adjustment 
expenses  to  be  incurred.  The  consulting  actuaries  acknowledge  that  while  the  assump- 
tions used  by  PLICO  are  not  as  conservative  as  those  used  in  the  actuarial  report,  the 
resulting  estimate  is  within  range  of  possible  outcomes  which  includes  values  as  low 
or  lower  than  those  projected  by  PLICO  as  well  as  values  much  higher  than  those 
contained  in  the  actuarial  report.  The  ultimate  liability  for  losses  and  loss  adjustment 
expenses  cannot  be  determined  at  this  time. 

Management  of  PLICO  recognizes  that  its  liability  for  losses  and  loss  adjustment 
expenses  should  be  increased,  at  least  to  some  degree,  and  that  additional  capital  may 
ultimately  be  required  to  pay  claims  and  related  expenses  upon  their  ultimate  resolution. 
Accordingly,  the  board  of  directors  have  approved  a plan  whereby  additional  revenue, 
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in  the  form  of  special  policy  fees,  will  be  remitted  each  year,  at  least  through  1991.  As 
a result,  special  policy  fees  of  $7,552,432  were  received  during  1989  and  included  in 
premium  income,  and  a like  amount  will  be  received  in  each  of  the  next  two  years. 
Management  believes  that  such  additional  revenues,  together  with  earnings  thereon, 
will  be  sufficient  to  enable  PLICO  to  raise  its  reserves  to  adequate  levels  in  future  years 
and  to  meet  reasonably  foreseeable  business  needs. 

Note  D — Reinsurance 

PLICO  has  reinsured  portions  of  its  medical  malpractice  liability  insurance  coverages 
to  limit  the  amount  of  losses  on  individual  claims.  Under  the  terms  of  the  reinsurance 
agreement,  risks  in  excess  of  $400,000  and  up  to  $5,000,000  are  reinsured  pursuant  to 
a reinsurance  agreement  providing  for  total  maximum  aggregate  payments  of  $6,000,000 
per  year,  subject  to  certain  experience  adjustments.  Maximum  aggregate  reinsurance 
coverage  available  at  December  31,  1989,  giving  effect  to  the  experience  adjustments, 
is  $22,000,000. 

Accident  and  health  risks  are  reinsured  in  excess  of  $400,000  to  a maximum  of 
$2,000,000  per  person.  Written  premium  is  ceded  to  the  reinsurer  based  on  a flat  rate 
per  insured. 

Loss  reserves  have  been  reduced  by  $200,000  at  December  31,  1989,  in  anticipation 
of  amounts  recoverable  from  reinsurers.  PLICO  is  contingently  liable  for  claims  in  excess 
of  the  retention  limit,  should  the  reinsurance  companies  be  unable  to  meet  their  contrac- 
tual obligations.  Management  believes  the  reinsurers  will  continue  to  meet  their  contrac- 
tual obligations,  and  PLICO  has  never  suffered  a loss  because  of  defaults  by  reinsurers. 

Note  E — Related  Party  Transactions 

PLICO  has  a management  agreement  with  C.  L.  Frates  & Co.  (“Frates”),  a licensed 
insurance  agency.  The  agreement  provides  for  management  of  PLICO  by  Frates  employ- 
ees, some  of  whom  also  serve  as  officers.  The  agreement  expires  in  1991,  and  provides 
for  a fee  to  Frates  of  11%  for  professional  liability,  and  10%  for  accident  and  health,  of 
gross  premiums  collected.  Frates  is  responsible  for  all  operating  expenses  except  agents’ 
commissions,  income  taxes  and  premium  taxes,  licensing  fees,  directors’  fees  and  travel, 
claims,  allocated  claim  expenses,  and  reinsurance  premiums.  Management  fees  paid  to 
Frates  for  the  year  ended  December  31,  1989  aggregated  $4,261,183. 

At  December  31, 1989,  PLICO  had  a balance  of  $37,746  due  pursuant  to  an  installment 
note  receivable  from  Oklahoma  Foundation  for  Peer  Review,  an  affiliate  of  Oklahoma 
State  Medical  Association.  This  note  is  due  in  monthly  installments  of  $7,710  (including 
interest)  through  June,  1990,  and  is  secured  by  office  equipment. 

PLICO  uses  Frates  for  negotiating  its  reinsurance  contract.  For  this  service,  PLICO 
paid  $300,000  in  1989. 

Note  F — Income  Taxes 

The  components  of  income  tax  expense  for  the  year  ended  December  31,  1989  were 
as  follows: 

Currently  payable  — Federal  $ 657,594 
Deferred  — Federal  (442,000) 

Total  taxes  on  income  $ 215,594 

Deferred  taxes  resulting  from  timing  differences  in  the  recognition  of  income  and 
expense  for  tax  and  financial  reporting  purposes.  The  sources  of  these  differences  and 
the  tax  effect  of  each  as  of  December  31,  1989  were  as  follows: 

Timing  difference 

Financial  income  over  taxable  income  due 
to  20%  of  change  in  unearned  premium 
Financial  income  under  taxable  income  due 
to  1/6  of  20%  of  the  12/31/86  unearned 
premium 

Financial  income  under  taxable  income  due 
to  discounting  reserves  for  tax  purposes 
Total  deferred  tax  (benefit) 


analyses  which  have  not  yet  been  completed,  the  effects  of  adopting  the  new  rule  cannot 
be  reasonably  determined  at  this  time. 

Note  G — Accounts  Payable 

The  following  is  a summary  of  the  accounts  payable  at  December  31,  1989 


Trade  $1,040,103 

Dues  95,403 

Leebron  Memorial  Fund  6,842 

Other  10,165 

$1,152,513 


Note  H — Long-Term  Debt 

The  following  is  a summary  of  long-term  debt  at  December  31,  1989: 

Note  payable  to  a company,  collateralized  by  real 
estate;  payable  in  180  monthly  installments  of 
$1,448,  including  interest  at  10%,  plus  one 
payment  of  $69,548  due  in  1994 
Capitalized  leases,  collateralized  by  certain 

equipment;  payable  in  monthly  installments  of 
$247-$310,  including  interest  from  13%-20%, 
through  1994 

Less  current  portion 


The  scheduled  maturities  of  the  long-term  debt  are  as  follows: 


1990 

$ 10,592 

1991 

12,551 

1992 

13,733 

1993 

12,435 

1994 

76,816 

$ 126,127 

Note  I — Retirement  Plan 

OSMA  has  a defined  benefit  pension  plan  which  covers  OSMA  staff  employees  who 
are  twenty-two  years  of  age  or  older  and  have  at  least  six  months  of  service.  The  plan 
has  a fiscal  year  ending  May  31.  No  expense  was  incurred  in  1989.  The  actuarial  present 
value  of  the  accumulate  benefits  to  participants  of  the  plan  and  the  net  assets  available 
for  those  benefits  as  of  June  1,  1989  is  as  follows: 

Actuarial  present  value  of  the  accumulated 
plans  benefits 

Vested  $178,678 

Nonvested  11,136 

$189,814 

Net  assets  available  for  benefits  $304,102 


The  Financial  Accounting  Standards  Board  has  issued  Statement  of  Financial  Ac- 
counting Standards  No.  87  “Employers’  Accounting  for  Pensions”  (“FAS  87”).  Among 
other  things,  FAS  87  requires  the  use  of  a standardized  method  for  measuring  net 
periodic  pension  cost  over  the  employees’  service  lives  and  the  recognition  of  a liability 
when  the  accumulated  benefit  obligation  exceeds  the  fair  value  of  plan  assets.  The 
Association  plans  to  adopt  the  provisions  of  FAS  87  with  the  plan  year  beginning  June 
1,  1989.  However,  due  to  the  complexities  of  the  calculation  that  will  be  required  to 
implement  FAS  87,  the  effect  on  the  Association’s  financial  statements  is  neither  known 
nor  reasonably  estimable  at  this  time. 


$ 211,300 


(29,600) 

$(623,700) 

$(442,000) 


$108,448 


17,679 

126,127 

(10,592) 

$115,535 


The  total  provision  for  income  taxes  differs  from  34%  of  income  before  income  taxes  in 
1989  as  summarized  below: 


Amount 

Percent 

Income  taxes  at  maximum  federal  statutory 

rate 

$258,644 

34.0  % 

OSMA  income  exempt  from  income  taxes 

and  other,  net 

(43,050) 

(5J)% 

Total  taxes  on  income 

$215,594 

28.3  % 

The  extraordinary  item  in  the  1989  financial  statements  represents  the  income  tax 
benefits  resulting  from  the  utilization  of  a net  operating  loss  carryover  by  PLICO  for 
financial  reporting  purposes.  For  income  tax  purposes,  PLICO  also  utilized  the  remainder 
of  its  tax  net  operating  loss  carryforwards  of  approximately  $631,000.  At  December  31, 
1989,  PLICO  had  remaining  net  operating  loss  carryforwards  for  financial  purposes  of 
approximately  $1,100,000  for  use  in  future  years.  For  income  tax  purposes,  no  unused 
net  operating  loss  carryforwards  remained  at  December  31,  1989. 

The  Financial  Accounting  Standards  Board  has  issued  Statement  of  Financial  Ac- 
counting Standards  No.  96  entitled  “Accounting  for  Income  Taxes”  (SFAS  96)  which 
changes  the  way  a business  enterprise  accounts  for  income  taxes  in  its  financial  state- 
ments. Among  other  things,  SFAS  96  specifies  that  deferred  income  taxes  be  computed 
using  the  liability  method,  based  upon  amounts  actually  anticipated  to  be  paid  or 
recovered  in  future  periods. 

PLICO  plans  to  adopt  the  provisions  of  SFAS  96,  which  are  mandatory  for  fiscal 
years  beginning  after  December  15,  1991,  in  preparing  its  1992  financial  statements. 
Because  implementation  of  SFAS  96  involves  certain  complex  determinations  and 


Note  J — Commitments 

The  Association  has  various  noncancelable  lease  agreements  for  automobiles  The 
leases  are  for  24-month  periods  expiring  in  1990.  The  minimum  future  lease  commit- 
ments during  1990  are  $6,313.  Rent  expense  was  $11,448  for  the  year  ended  December 
31,  1989. 

Note  K — Professional  Liability  Stabilization  Program 

In  1976,  the  Association  established  a Professional  Liability  Stabilization  Ffrogram 
by  assessing  its  member  physicians  a 15%  surcharge  on  their  basic  professional  liability 
policies.  The  purpose  of  the  program  was  to  avoid  an  additional  15%  increase  in  premiums 
on  the  member  physicians  professional  liability  policies. 

This  money  from  the  assessment  was  placed  in  a trust  account  to  secure  future  losses 
on  claims  incurred  by  the  insurance  carrier  and  thus  is  not  included  in  the  financial 
statements  of  the  Association.  As  of  December  31,  1989,  the  balance  on  deposit  was 
$693,816.  The  Association  has  been  negotiating  the  disposition  of  these  funds  and, 
subsequent  to  December  31,  1989,  an  agreement  was  reached  whereby  the  Association 
will  receive  49%  of  the  fund  balance,  approximately  $340,000.  The  Association  will 
recognize  income  in  1990  for  the  amount  received. 
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Report  of  Independent  Certified  Public  Accountants 
on  Supplemental  Information 

To  the  House  of  Delegates  of  the 
Oklahoma  State  Medical  Association 

Our  audit  was  made  for  the  purpose  of  forming  an  opinion  on  the  basic  financial 
statements  taken  as  a whole  of  Oklahoma  State  Medical  Association  and  Subsidiaries 
as  of  and  for  the  year  ended  December  31,  1989,  which  are  presented  in  the  preceding 
section  of  this  report.  The  supplemental  information  for  Oklahoma  State  Medical  Associ- 
ation as  of  and  for  the  year  ended  December  31,  1989,  presented  hereinafter,  is  presented 
for  purposes  of  additional  analysis  and  is  not  a required  part  of  the  basic  financial 
statements.  Such  information  has  been  subjected  to  the  auditing  procedures  applied  in 
the  audit  of  the  basic  financial  statements  Generally  accepted  accounting  principles 
require  that  the  accounts  of  all  majority  owned  subsidiaries  be  consolidated.  The 
aforementioned  supplemental  information  presents  the  investment  of  the  Association’s 
subsidiary,  PLICO,  using  the  equity  method  of  accounting,  which  is  not  in  conformity 
with  generally  accepted  accounting  principles  Because  of  the  materiality  of  this  depar- 
ture, in  our  opinion,  the  1989  supplementary  information  does  not  present  fairly,  in 


Oklahoma  State  Medical  Association 

CONSOLIDATED  BALANCE  SHEET 

December  31, 

1988 

1988 

Assets 

Current  Assets 

Cash  and  cash  equivalents 

$ 618,231 

$ 575,454 

Cash  equivalents  — restricted 

242,079 

293,500 

Accounts  receivable 

785,985 

609,362 

Inventory 

7,502 

1,933 

Prepaid  expenses 

18,603 

10,038 

Tbtal  current  assets 

1,672.400 

1,490,287 

Property  and  Equipment 

Land 

7,808 

7,808 

Building 

409,245 

393,963 

Furniture,  fixtures,  and  equipment 

147,042 

139,147 

Equipment  under  capital  lease 

18,483 

15,330 

582,578 

556,248 

Less  accumulated  depreciation 

and  amortization 

(100,140) 

(115,989) 

482,438 

440,259 

Equity  in  Unconsolidated 

Subsidiary 

4,732,354 

4,046,717 

Other  Assets 

Loan  acquisition  costs,  net  of 
amortization 

2,087 

2,526 

$6,889,279 

$5,979,789 

Liabilities  and  Fund  Balance 

Current  Liabilities 

Current  portion  of  long-term  debt 

$ 10,592 

$ 9,179 

Accounts  payable 

140,022 

132,203 

Income  taxes  payable 

1,483 

— 

Deferred  membership  dues 

825,465 

648,630 

Total  current  liabilities 

977,562 

790,012 

Long-Term  Debt 

115,535 

108,448 

Deferred  Revenue 

Assessments 

242,079 

293,500 

Contributions 

70,687 

63,537 

312,766 

357,037 

Fund  Balance 

Fund  balanace  attributable  to 
OSMA  operations 

6,654,434 

6,580,947 

Accumulated  deficit  attributable  to 
subsidiary 

(1,171,018) 

(1,856,655) 

5,483,416 

4,724,292 

$ 6,889.279 

$ 5,979,789 

conformity  with  generally  accepted  accounting  principles,  the  information  set  forth 
therein.  The  supplemental  information  as  of  and  for  the  year  ended  December  31,  1988 
was  taken  from  the  related  1988  basic  financial  statements,  which  were  audited  by  other 
auditors  whose  report  dated  April  12,  1989  stated  that  because  of  the  use  of  the  equity 
method  of  accounting  for  PLICO  as  discussed  above,  those  1988  financial  statements 
did  not  present  fairly  the  financial  position,  results  of  operations,  or  cash  flows  of 
Oklahoma  State  Medical  Association  in  conformity  with  generally  accepted  accounting 
principles. 

Grant  Thornton 
Oklahoma  City,  Oklahoma 
March  14,  1990 


Oklahoma  State  Medical  Association 
CONSOLIDATED  STATEMENTS  OF  REVENUES  AND  EXPENSES 

AND  CHANGES  IN  FUND  BALANCE 
Year  ended  December  31, 

1989 

1988 

Revenue 

Membership  dues 

$ 673,483 

$ 551,165 

Journal 

132,711 

138,893 

Annual  meeting 

49,250 

48,568 

Special  assessments 

75,273 

73,591 

Interest  and  other 

173,964 

140,745 

1,104,681 

952,962 

Expenses 

General  membership 

785,236 

707,512 

Journal 

160,872 

169,395 

Annual  meeting 

83,492 

81,860 

1,029,600 

958,767 

Excess  of  revenues  over  expenses 
before  equity  in  net  earnings 
(loss)  of  unconsolidated 
subsidiary  and  before  provision 

for  income  taxes 

75,081 

(5,805) 

Provision  for  income  taxes 

1,594 

1,351 

Excess  of  revenues  over  expenses 
before  equity  in  net  earnings 
(loss)  of  unconsolidated 

subsidiary 

73,487 

(7,156) 

Equity  in  net  earnings  (loss)  of 

unconsolidated  subsidiary 

685,637 

(99,301) 

Revenues  over  (under)  expenses 

759,124 

(106,457) 

Fund  balance,  beginning  of  year 

4,724,292 

4,830,749 

Fund  balance,  end  of  year 

$5,483,416 

$4,724,292 
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Oklahoma  State  Medical  Association 

CONSOLIDATED  STATEMENTS  OF  CASH  FLOWS 

Year  ended  December  31, 

1989 

1988 

Cash  flows  from  operating  activities 
Revenues  over  (under)  expenses 
Adjustments  to  reconcile  revenues 
over  (under)  expenses  to  net  cash 
provided  by  operating  activities 
Depreciation 
Equity  in  (earnings)  loss 
of  subsidiary 
(Increase)  decrease  in 

Membership  dues  receivable 
Loss  on  sale  of  fixed  assets 
Inventory,  prepaid,  and 
other  assets 
Increase  (decrease)  in 

Accounts  payable  and  other 
liabilities 

Deferred  membership  dues 
Decrease  in  deferred  revenue 

$ 759,124 

20,284 

(685,637) 

(176,623) 

5,286 

(14,134) 

9,302 

183,985 

$(106,457) 

19,368 

99,301 

24,797 

3,634 

27,093 

(6,715) 

(67) 

Net  cash  provided  by 
operating  activities 

101,587 

60,954 

Cash  flows  from  investing  activities 
Additions  to  property  and  equipment 

(49,631) 

(2,893) 

Cash  flows  used  in  financing  activities 
Reductions  in  notes  payable 

(9,179) 

(9,375) 

Net  increase  in  cash  and 
cash  equivalents 

42,777 

48,686 

Cash  and  cash  equivalents  at 
beginning  of  year 

575,454 

526,768 

Cash  and  cash  equivalents  at 
end  of  year 

$ 618,231 

$ 575,454 

Cash  paid  during  the  year  for: 
Interest 
Income  taxes 

$ 6,799 

121 

$ 12,847 

4,298 

Noncash  investing  activities: 

The  Association  acquired  equipment  in  1989  under  capital  lease 
obligations  totaling  $17,679. 

OSMA  PROPOSED  BUDGET 
1990 

General  Expenses 

Salaries 

$ 

432,843 

Awards  & Contributions 

3,000 

Data  Processing 

25,000 

Depreciation  & Amortization 

20,000 

Dues  & Subscriptions 

7,500 

Equipment  Rental 

20,376 

In-State  Travel 

1,500 

Insurance 

65,457 

Interest 

13,000 

Legal  & Professional 

12,000 

Loss  Prevention 

50,000 

Office  Supplies 

25,000 

AMA  Convention 

65,000 

Payroll  Taxes 

36,789 

Pension  Costs 

42,000 

Postage  & Shipping 

50,000 

Repairs  & Maintenance 

15,000 

Services 

4,000 

Staff  & Officers 

40,000 

Telephone  & Utilities 

45,000 

County  Dues  Commission 

15,000 

Other 

2,500 

Total  General  Expense 

$ 

990,965 

Council  and  Program  Expenses 

State  Legislation 

$ 

75,000 

Governmental  Activities 

28,500 

Medical  Education 

2,000 

Medical  Services 

1,500 

Member  Services 

1,500 

Planning  & Development 

3,000 

Professional  & Public  Relations 

45,000 

Public  & Mental  Health 

1,000 

Hospital  Medical  Staff 

1,000 

Resident  Activities 

1,000 

Student  Activities 

11,000 

Young  Physician 

6,000 

Auxiliary  Activities 

8,000 

Physician  Recovery 

100,000 

AMA  Delegates 

5,000 

Total  Council  & Program  Expense 

$ 

289,500 

Revenue 

OSMA  PROPOSED  BUDGET 
1990 

Journal 

$125,000 

Expenses 

120,000 

Revenue 

Annual  Meeting 

$ 5,000 
42,000 

Expenses 

42,000 

— 

OSMA  PROPOSED  BUDGET 

1990 

Revenues 

Dues 

$ 680,000 

Interest  & Commission 

160,000 

Building  Lease 

15,000 

Membership  Directory 

25,000 

Computer  Labels 

10,000 

Contract  with  Subsidiary  (PLICO) 

350,000 

Income  from  Subsidiary  (Member  Services) 

25,000 

Contract  with  OUHSC-ODH 

15,000 

Total  Revenue 

$1,280,000 

Expenses 

General  Administration 

$ 990,965 

Council 

289,600 

Journal 

(5,000) 

Annual  Meeting 

—O— 

Total  Expenses 

$1,276,465 

Net  Excess  Revenue  over  Expense 

$ 4,535 
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(continued  from  page  329) 

ported  consistently  over  the  past  14 
years  on  the  status  of  the  OSMA/1NA 
stabilization  fund.  That  fund,  created 
in  1976,  initially  had  about  $175,000 
paid  by  INA-insured  physicians  for  the 
purpose  of  indemnifying  INA  in  the 
event  of  malpractice  losses  in  excess 
of  those  projected.  The  Trust  estab- 
lished to  administer  the  fund  was 
primarily  managed  by  the  OSMA.  On 
expiration  of  the  Trust,  CIGNA,  INA’s 
successor  company,  demanded  the  en- 
tire fund  of  about  $500,000.  Our 
Executive  Director  refused  to  release 
the  money  on  the  grounds  that  INA 
had  not  complied  with  the  conditions 
of  the  Trust.  After  years  of  negotia- 
tions, we  finally  agreed  to  a settle- 
ment. OSMA  received  49%  of  the  fund 
and  INA  51%.  Our  share  is  about 
$340,000.  So  we  now  have  a surplus 
that  is  comfortable  for  an  association 
our  size  and  gives  us  an  opportunity 
to  make  some  much  needed  capital  im- 
provement. 

Personally,  I’m  in  a little  bit  of  a 
quandary.  It  has  been  suggested  by 
Mike  Sulzycki  that  I take  a large  por- 
tion of  the  windfall  and  bet  on  Mister 
Frisky,  who  is  a sure  winner  in  the 
Kentucky  Derby  Saturday.  Robert 
Baker  wants  us  to  invest  in  a chain  of 
OSMA  office/restaurants  in  eastern 
Oklahoma.  Ray  McIntyre  and  Susan 
Records  want  to  start  a National  En- 
quirer-style medical  journal.  Otie  Ann 
Fried  thinks  we  ought  to  put  a dome 
on  the  Capitol,  and  the  office  sec- 
retaries want  a Jacuzzi.  David  Bick- 
ham  has  promised  that  he’ll  tell  me 
where  the  money  is  shortly  after  his 
return  from  Las  Vegas. 

That  concludes  my  report. 

Respectfully  submitted, 

James  D.  FYinnell,  MD 
Secretary-Treasurer 


Report  of  the 
COUNCIL  ON  PLANNING 
AND  DEVELOPMENT 

Subject:  Annual  Report 

Presented  by:  Ray  V.  McIntyre,  MD 
Referred  to:  Reference  Committee  I 

Introduction 

The  Council  on  Planning  and 
Development  is  charged  with  the  re- 


Robert  |.  Weedn,  MD,  Duncan,  talks  with  col- 
leagues seated  behind  him  in  the  House  of 
Delegates. 


sponsibility  of  studying  and  recom- 
mending long-range  objectives  for  the 
OSMA  and  assessing  and  making  rec- 
ommendations regarding  the  resources 
and  programs  necessary  to  reach  the 
objectives.  Council  membership  con- 
sists of  all  of  the  OSMA’s  general  offi- 
cers, the  delegates  and  alternate  dele- 
gates to  the  AMA,  and  the  chairman 
of  all  other  association  councils  and 
committees.  This  puts  it  in  the  posi- 
tion of  having  access  to  the  best  possi- 
ble information  for  long-range  objec- 
tive study. 

The  Council  on  Planning  and  De- 
velopment met  on  March  9-11,  1990, 
at  Roman  Nose  State  Park. 

Council  Goals  and 
Recommendations 

The  Councils  presented  their  ideas 
for  long-range  goals  for  discussion. 
The  Council  on  Planning  and  Develop- 
ment made  the  following  recommen- 
dations to  be  considered  by  the  OSMA 
House  of  Delegates  during  the  1990 
Annual  Meeting. 

(1)  Council  on  Public  and  Men- 
tal Health:  The  Council  discussed  at 
length  the  AMA  Health  Access 
America  Plan. 

Recommendations:  The  Council 
recommends  that  the  AMA  Health  Ac- 
cess America  Plan  be  supported  in  con- 
cept and  further  study  the  plan  on  how 


it  would  apply  to  Oklahoma.  The 
Council  on  Planning  and  Develop- 
ment recommends  that  the  AMA 
Health  Access  America  Plan  be  for- 
warded to  the  OSMA  Board  ofTrustees 
for  their  recommendation  to  the 
OSMA  House  of  Delegates. 

(2)  Council  on  Professional  and 
Public  Relations:  The  Council  dis- 
cussed the  issues  of  advertising  for 
physicians  and  health  institutions  and 
Rule  23. 

Recommendation:  The  Council  dis- 
cussed the  Federal  Trade  Commission 
constraints  on  advertising  and  recom- 
mended to  the  Council  that  they  exer- 
cise caution  in  taking  any  position  re- 
garding this  issue. 

(3)  Hospital  Medical  Staff  Sec- 
tion: William  Coleman,  MD,  Section 
Chairman,  announced  the  HMSS 
Meeting  scheduled  during  the  OSMA 
Annual  Meeting  in  May.  The  OSMA/ 
HMSS  will  host  a breakfast  meeting 
on  Saturday,  May  5,  1990,  from 
7:30  am-9:00am  at  the  Marriott.  All 
hospitals  have  been  contacted  and 
were  encouraged  to  send  a physician 
representative.  OSMA  has  received  an 
excellent  response. 

Recommendation:  The  Council  rec- 
ommends that  the  HMSS  continue  to 
increase  membership  and  participa- 
tion. 

(4)  Council  on  Medical  Educa- 
tion: The  Council  discussed  the  resur- 
veys of  institutions,  health  education 
programs,  medical  education  semi- 
nars and  the  Physician  Recognition 
Award.  The  Physician/Nurse  Commit- 
tee has  met  twice,  enhancing  com- 
munications between  the  two  profes- 
sions. The  Committee  is  taking  posi- 
tive steps  toward  common  goals.  John 
Alexander,  MD,  Lofty  Basta,  MD,  Will- 
iam Hughes,  MD,  and  Chairman  Billy 
Dotter,  MD,  were  commended  for  their 
work  on  the  Committee. 

Recommendation:  The  Council  on 
Medical  Education  will  continue  to  af- 
ford physicians  with  opportunities  to 
obtain  medical  education  through 
OSMA  sponsored  seminars.  The  Coun- 
cil was  asked  to  pursue  the  creation 
of  seminars  from  child  abuse  to  spe- 
cialty specific  seminars,  as  well  as 
PLICO. 

(5)  Council  on  State  Legislation 
and  Regulation:  Due  to  the  shorter 
legislative  session,  it  was  noted  that 
the  Council’s  schedule  now  requires 
more  work  in  the  interim  in  order  to 
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respond  quickly  to  legislature  de- 
mands. Specific  long-range  goals  were 
discussed  and  are  listed  below. 

Recommendations: 

(A)  The  Council  on  State  Legisla- 
tion should  meet  four  times  during  the 
legislative  session.  When  the  Legisla- 
ture is  not  in  session  the  Council 
should  meet  on  an  “as  needed”  basis. 
One  meeting  in  the  fall  should  be 
scheduled  outside  of  Oklahoma  City. 

(B)  The  Council  may  function  as 
a subcommittee  and  not  meet  as  a com- 
mittee of  the  whole  when  the  Legisla- 
ture is  not  in  session. 

(C)  Committee  work  done  by  the 
Council  when  the  Legislature  is  not 
in  session  should  be  to  facilitate  both 
long-term  and  short-term  legislative 
goals. 

(D)  The  Council  should  identify 
short-term  issues  that  will  be  on  the 
upcoming  legislative  agenda  and  be 
responsible  for  preparatory  work  to  be 
presented  before  the  Legislature. 

(E)  The  Council  should  identify 
long-term  issues  that  will  be  before 
our  Legislature  in  the  next  five  to  ten 
years.  Preparatory  work  should  be 
done  in  anticipation  of  complex  issues, 
positions  should  be  taken,  and  an  edu- 
cational process  should  begin  with 
physicians  and  the  Legislature. 

(F)  The  Council  should  identify 
medical  issues  that  are  not  being  ad- 
dressed by  the  Legislature  and  assume 
a leadership  role  in  addressing  those 
issues. 

(G)  The  composition  of  the  Coun- 
cil should  include  the  Chairmen  of  the 
other  Councils  at  the  State  Medical 
Association.  All  introduced  legisla- 
tion which  is  germane  to  another 
Council  should  be  referred  to  that 
Chairman  for  review  prior  to  each 
meeting  of  the  Council. 

(H)  When  the  Legislature  is  in  ses- 
sion, two  meetings  each  year  should 
be  held  outside  of  Oklahoma  City. 

(I)  The  Council  should  provide  the 
Association  support  in  the  task  of  put- 
ting all  physicians  and  their  legisla- 
tive districts  on  computer. 

(6)  Council  on  Government  Ac- 
vitities:  The  Council  reviewed  the  ac- 
tivities of  this  Council  and  discussed 
at  length  the  effects  of  the  recently 
passed  Deficit  Reduction  Act  as  well 
as  the  proposed  FY  91  Budget.  The 
specific  long-range  goals  of  the  Coun- 
cil on  Governmental  Activities  are 
listed  below. 


Recommendations: 

(A)  To  continue  the  OSMA  Dele- 
gation visits  to  Washington,  DC,  to 
assure  that  the  views  of  Oklahoma 
physicians  are  heard. 

(B)  To  obtain  a single  Medicare 
Reimbursement  zone  in  Oklahoma. 
The  Council  will  continue  to  work 
with  HCFA,  Aetna  Medicare  and  the 
United  States  Congress  to  achieve  this 
goal. 

(C)  To  maintain  a strong  relation- 
ship with  the  AMA  Washington  office 
and  their  lobbyists  in  an  effort  to  pro- 
vide sound  grass  roots  support  for 
medicine’s  legislative  agenda. 

(D)  To  implement  a series  of  meet- 
ings between  Oklahoma  physicians 
and  our  Congressional  delegation  to 
be  held  in  various  locations  through- 
out Oklahoma. 

(E)  To  strengthen  the  relationship 
between  the  OSMA  and  the  various 
medical  specialties  in  an  effort  to  work 
toward  common  legislative  goals. 

(F)  To  continue  to  review  and 
make  comment  on  all  health  related 
Congressional  and  federal  regulation 
measures.  A specific  item  for  careful 
review  will  be  the  Fiscal  Year  91 
Budget. 

(G)  To  maintain  open  communica- 
tion with  our  Congressional  delega- 
tion’s health  aides  on  a weekly  basis. 

(H)  To  increase  the  flow  of  money 
to  Oklahoma  under  the  RBRVS. 

(7)  Council  on  Member  Ser- 
vices: The  Council  was  given  an  ex- 
cellent report  from  the  Council  on 
Member  Services. 

The  goals  of  this  Council  wil  be  to 
continue  to  research  additional  insur- 
ance programs  for  OSMA  members. 
The  Council  intends  to  offer  quality 
retirement  and  investment  programs 
for  OSMA  members. 

Recommendations: 

(A)  Survey  other  state  medical 
associations  to  determine  additional 
opportunities  to  generate  non-dues 
revenue. 

(B)  The  Council  will  continue  to 
develop  and  offer  audiocassette  tapes 
on  most  of  the  seminars  that  are  spon- 
sored by  OSMA. 

(8)  Council  on  Medical  Ser- 
vices: The  Council  reported  its 
numerous  activities  during  the  year. 

Recommendations: 

(A)  The  primary  activity  of  the 
Council  is  recieving  and  adjudicating 
various  types  of  grievances  between 


physician  and  patient,  or  physician 
and  third  party  carrier. 

(B)  Special  ad  hoc  review  of  dis- 
putes between  a member  physician 
and  hospital. 

(C)  Continue  improvement  of  the 
relationship  between  this  Council  and 
the  Board  of  Medical  Licensure  and 
Supervision  and  PLICO  Loss  Preven- 
tion Committee. 

(9)  Oklahoma  Medical  Political 
Action  Committee:  The  Council  dis- 
cussed the  recently  completed  Politi- 
cal Education  Seminars  held  in  Okla- 
homa City  and  Tulsa  on  March  7 and 
8,  1990.  It  was  noted  that  these  semi- 
nars were  well  attended  and  provided 
the  participants  with  excellent  infor- 
mation. 

Recommendations: 

(A)  To  increase  membership  to 
50%  of  total  OSMA  membership.  1989 
membership  figures  were  27%  of 
OSMA  membership. 

(B)  To  increase  the  political  in- 
volvement and  awareness  of  Okla- 
homa physicians  and  spouses  through 
the  sponsorship  of  political  education 
seminars.  These  seminars  put  on  in 
conjunction  with  the  AMA,  would  edu- 
cate OSMA  membership  in  every  as- 
pect of  the  electoral  process. 

(C)  To  study  the  issue  of  Cam- 
paign Reform  and  its  effect  on 
OMPAC.  The  exploration  of  future  con- 
tribution mechanisms  must  be  ex- 
plored as  PACs  will  continue  to  be 
attacked  and  limited  in  their  abilities. 

(D)  To  increase  student  and  resi- 
dent involvement  in  the  political  pro- 
cess. 

(E)  To  recruit  physicians,  spouses, 
and  friends  of  medicine  to  run  for  pub- 
lic office. 

(F)  To  obtain  a seat  on  the  AMPAC 
Board  of  Directors. 

(G)  To  consider  the  possibility  of 
hosting  candidate  forums. 

(H)  To  consider  “Phone-Banks”  as 
an  additional  fund-raising  mechanism. 

BUDGET  REQUEST:  $3,000.00 

Respectfully  submitted, 

Ray  V.  McIntyre,  MD,  Chairman 
John  R.  Alexander,  MD 
Perry  A.  Lambird,  MD 
Billy  Dale  Dotter,  MD 
James  D.  Funnell,  MD 
Larry  L.  Long,  MD 
Victor  L.  Robards,  MD 
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Jerry  L.  Puls,  MD 
Sara  R.  DePersio,  MD 
William  G.  Bernhardt,  MD 
Ronald  S.  Barlow,  MD 
Lofty  L.  Basta,  MD 
Warren  V.  Filley,  MD 
Robert  M.  Mahaffey,  MD 
M.  Joe  Crosthwait,  MD 
Floyd  F.  Miller,  MD 
Ed  L.  Calhoon,  MD 
George  H.  Kamp,  MD 
Michael  J.  Haugh,  MD 
William  0.  Coleman,  MD 
Burdge  F.  Green,  MD 
Gary  F.  Strebel,  MD 
John  A.  McIntyre,  MD 
Norman  L.  Dunitz,  MD 
Jay  A.  Gregory,  MD 
Claudia  Kamas,  OSMA  Staff 


Report  of  the 
CONSTITUTION  AND 
BYLAWS  COMMITTEE 

Subject:  Annual  Report 
Presented  by:  James  B.  Eskridge  III, 
MD,  Chairman 

Referred  to:  Reference  Committee  I 

Introduction 

The  Constitution  and  Bylaws 
Committee  is  charged  with  the  respon- 
sibility of  considering  all  proposed 
amendments  to  the  Association’s  Con- 
stitution and  Bylaws  and  to  assure 
that  they  are  in  appropriate  form  and, 
if  adopted,  do  not  cause  conflicts  with 
other  portions  of  the  two  documents. 
The  Committee  may  originate  pro- 
posed amendments,  or  consider 
amendments  proposed  by  component 
societies  or  individual  members  of  the 
Association  and  shall  then  present 
them  with  its  recommendations  to  the 
House  of  Delegates  for  consideration. 

During  this  past  year,  five  separate 
proposed  amendments  to  the  OSMA 
Constitution  and  Bylaws  have  been 
presented  to  the  Committee  by  the  As- 
sociation’s House  of  Delegates,  Board 
of  Trustees,  and  individual  members. 

House  of  Delegates  Membership 
At  the  1989  Annual  Meeting,  the 
House  of  Delegates  of  the  OSMA  voted 
to  amend  the  constitution  and  bylaws 
to  provide  full  voting  membership  for 
the  deans  of  the  recognized  medical 
schools  in  Oklahoma.  The  following 


amendment  will  accomplish  this: 
The  Constitution  of  the  Oklahoma 
State  Medical  Assocaition,  Article 
V,  House  of  Delegates,  Section  1, 
is  amended  by  striking  the  word 
“and”  as  if  appears  before  “(5)”, 
striking  the  as  it  appears  after 
the  words  “special  sections”,  and 
inserting  the  following  language: 
“and  (6)  the  Deans  of  the  recog- 


Mary  Anne  McCaffree,  MD,  chair  of  the 
OSMA  Perinatal  Task  Force,  is  a pediatrician 
in  Oklahoma  City. 


nized  medical  schools  in  Okla- 
homa, provided  they  are  members 
of  the  Association.” 

Since  this  is  a change  in  the  con- 
stitution, it  should  be  noted  that  a 30 
day  advance  notice  is  required.  How- 
ever, since  this  was  recommended  by 
the  1989  House  of  Delegates,  all 
societies  were  appropriately  notified 
at  that  time. 

The  Bylaws  of  the  OSMA,  Chapter 
IV,  House  of  Delegates,  section  1.00 
COMPOSITION,  are  amended  as 
follows:  By  striking  the  word  “and” 
as  it  appears  just  before  the  words 
“Delegates  elected”,  by  striking 
the  as  it  appears  following  the 
word  “below”,  and  inserting  the  fol- 
lowing language:  “and  the  Deans 
of  the  recognized  medical  schools 


in  Oklahoma,  provided  they  are 
members  of  the  Association.” 

The  Constitution  and  Bylaws  Com- 
mittee recommends  the  adoption  of 
these  amendments. 

Life  Membership  Qualifications 

Whenever  the  Oklahoma  State 
Medical  Assocition  awards  a “life 
membership”  to  a physician,  this  does 
not  automatically  make  the  physician 
dues-exempt  by  the  American  Medical 
Association.  There  is  a difference  in 
the  OSMA  life  membership  require- 
ments and  the  dues-exempt  require- 
ments of  the  AMA.  While  the  AMA 
usually  honors  the  OSMA  Life  Mem- 
bership award,  it  does  create  a problem 
when  the  individual  does  not  meet 
AMA  requirements.  Although  the  life 
membership  provisions  in  the  OSMA 
Bylaws  apply  only  to  OSMA  members, 
any  physician  receiving  such  a desig- 
nation expects  that  it  will  also  be  hon- 
ored by  the  AMA.  It  is  this  “expecta- 
tion” that  can  create  a problem. 

In  order  to  bring  the  OSMA  re- 
quirements for  life  membership  into 
line  with  those  of  the  AMA,  it  is  neces- 
sary to  remove  one  qualification  and 
amend  another.  Specifically,  the 
OSMA  Bylaws  state  that  life  member- 
ship is  available  to  any  physician 
“engaged  in  the  active  practice  of 
medicine  for  50  years  or  more;”  There 
is  no  such  provision  in  the  bylaws  of 
the  AMA.  In  addition,  the  AMA  indi- 
cates that  a physician  is  entitled  to  a 
dues-exempt  membership  after  they 
have  reached  their  70th  birthday,  “pro- 
vided that  they  are  fully  retired  from 
the  practice  of  medicine.”  This  retire- 
ment provision  does  not  appear  in  the 
OSMA  Bylaws. 

In  order  to  make  the  OSMA 
Bylaws  compatible  with  the  AMA  re- 
quirements, it  will  be  necessary  to 
amend  Chapter  I,  Membership,  Sec- 
tion 2.03  LIFE  MEMBERS,  as  follows: 

Delete  “(b)  engaged  in  the  active 
practice  of  medicine  for  50  years  or 
more;”  and  then  renumber  (c)  to 
(b)  and  add  the  underlined  addi- 
tional language  so  the  entire  sec- 
tion reads  as  follows: 

2.03  LIFE  MEMBERS.  Any  physi- 
cian, a member  in  good  standing 
of  this  Association  who  meets  one 
or  more  of  the  following  qualifica- 
tions, may  be  elected  to  life  mem- 
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bership:  (a)  Retired  from  active 
practice  of  medicine  due  to  ill 
health  or  age;  (b)  attained  the  age 
of  70  years,  provided  that  he  or  she 
is  retired  from  the  practice  of 
medicine.” 

Your  Committee  recommends 
adoption  of  this  amendment. 

Council  Name  Change 

During  the  last  annual  meeting, 
the  House  of  Delegates  voted  to 
change  the  name  of  the  “Council  on 
State  Legislation”  to  the  “Council  on 
State  Legislation  and  Regulation.” 
This  does  not  require  an  action  of  the 
House  of  Delegates  and  the  Commit- 
tee wishes  to  report  that  the  change 
has  been  made  and  it  will  appear  in 
the  next  issue  of  the  OSMA  Constitu- 
tion and  Bylaws. 

Election  of  AMA  Delegates 
and  Alternates 

A special  task  force  on  OSMA  elec- 
tions has  recommended  to  the  OSMA 
Board  of  Trustees  that  the  election  pro- 
cess for  Delegate  and  Alternate  Dele- 
gate to  the  American  Medical  Associ- 
ation be  changed.  Specifically,  they 
have  recommended  that  there  be  at 
least  two  nominees  for  each  office,  that 
candidates  should  run  at-large  for 
either  Delegate  or  Alternate  Delegate 
and  not  be  slotted.  Your  Committee 
disagrees  with  this  latter  requirement 
and  offers  the  following  amendment 
to  the  bylaws: 

Section  5.00  of  Chapter  IV, 
ELECTION  OF  DELEGATES  TO 
THE  AMERICAN  MEDICAL  AS- 
SOCIATION, is  amended  by  delet- 
ing the  last  two  complete  sentences 
of  the  section  and  adding  three  new 
subsections,  5.01,  5.02,  and  5.03  as 
follows: 

Section  5.00  ELECTION  OF 
DELEGATES  TO  THE  AMER- 
ICAN MEDICAL  ASSOCIATION. 
The  House  of  Delegates  shall  elect 
Delegates  and  Alternate  Dele- 
gates to  the  House  of  Delegates  of 
the  American  Medical  Association 
in  accordance  with  the  Constitu- 
tion and  Bylaws  of  that  body.  They 
shall  be  elected  at  the  annual  meet- 
ing for  a term  of  two  years,  begin- 
ning January  1 of  the  year  follow- 
ing election.  Such  Delegates  and 


Alternate  Delegates  shall  attend 
all  meetings  of  the  American  Med- 
ical Association. 

5.01  NOMINATIONS.  There 
should  be  at  least  two  nominations 
for  each  Delegates  and  Alternate 
Delegate  position.  Any  physician 
member  of  the  OSMA  wishing  to 
run  for  a position  of  Delegate  or 
Alternate  Delegate  must  provide  a 
letter  of  nomination  designating 
which  Delegate  or  Alternate  Dele- 
gate position  is  being  sought, 
signed  by  a member  of  the  OSMA 
House  of  Delegates,  to  the  Associa- 
tion office  at  least  60  days  and  not 
less  than  30  days  prior  to  the  elec- 
tion. If,  25  days  prior  to  the  elec- 
tion, there  are  not  at  least  two  can- 
didates for  each  position,  then  the 
Executive  Committee  of  the  As- 
sociation shall  solicit  candidates 
who  desire  to  run  and  hold  office 
in  order  to  obtain  the  required 
number  of  candidates.  Approxi- 
mately V2  of  the  Delegate  and  Al- 
ternate Delegate  positions  shall  be 
selected  each  year. 

5.02  ELECTIONS.  Each  mem- 
ber of  the  House  of  Delegates  shall 
vote  for  one  candidate  for  each  of 
the  Delegate  and  Alternate  Dele- 
gate positions  up  for  election.  As 
soon  as  any  candidate  for  any  pos- 
ition obtains  a majority  of  those 
voting,  they  shall  be  declared 
elected.  Balloting  will  continue 
until  all  of  the  Delegate  and  Alter- 
nate Delegate  positions  are  filled 
by  individuals  obtaining  a major- 
ity. 

5.03  VACANCY.  If  any  position 
of  Delegate  is  vacated,  the  indi- 
vidual holding  the  corresponding 
Alternate  Delegate  position  shall 
succeed  to  the  position  of  Delegate 
for  the  remainder  of  the  unexpired 
term.  If  an  Alternate  Delegate  po- 
sition is  vacated,  the  President  of 
the  Association  shall  appoint  an 
eligible  OSMA  member  to  serve 
until  the  next  annual  meeting,  at 
which  time  a successor  shall  be 
elected  to  fill  the  unexpired  Alter- 
nate Delegate  term. 

Your  Committee  recommends 
adoption  of  this  amendment. 

Dual  County  Membership 

A number  of  OSMA  members  have 


expressed  an  interest  in  the  creation 
of  some  type  of  mechanism  that  would 
allow  membership  in  more  than  one 
county  medical  society.  At  present  the 
bylaws  prohibit  “dual  membership” 
and  require  that  a physician  “will  be 
carried  on  the  official  association  ros- 
ter for  the  component  society  of  his 
predominant  medical  practice,  and  all 
dues  and  assessments  for  the  Okla- 
homa State  Medical  Association  shall 
be  collected  through  this  component 
society.” 

It  is  clear  that  the  original  prohi- 
bition of  dual  membership  was  to 
prevent  confusion  and  to  simplify  col- 
lection of  dues  and  assessments.  How- 
ever, some  physicians  have  expressed 
a desire  for  dual  membership  because 
of  social  functions  and  scientific  pro- 
grams offered  by  societies.  It  is  not  pos- 
sible for  the  OSMA  to  create  such  dual 
memberships  inside  the  county 
societies,  but  the  House  of  Delegates 
can  amend  the  OSMA  Bylaws  to  allow 
the  county  societies  to  offer  such  mem- 
berships. 

The  following  language  should 
allow  the  expansion  of  the  “affiliate 
member”  definition,  at  the  county 
society  level,  to  provide  dual  member- 
ship opportunity  to  interested  physi- 
cians. 

CHAPTER  XI,  Component 
Societies  is  amended  by  adding  a new 
subsection  as  follows: 

9.01  COMPONENT  SOCIETY  AF- 
FILIATE MEMBERSHIP  A com- 
ponent medical  society  is  au- 
thorized to  create  a category  for 
affiliate  members  and  define 
methods  of  selection.  Such  compo- 
nent society  affiliate  members 
shall  be  those  that  hold  a full  ac- 
tive membership  in  another  compo- 
nent society  of  the  Oklahoma  State 
Medical  Association. 

Any  component  society  allowing 
such  affiliate  memberships  shall 
provide  in  its  bylaws  that  such  af- 
filiate members  shall  be  entitled 
to  all  of  the  privileges  of  member- 
ship, except  voting  and  holding  of- 
fice. Such  affiliate  members  shall 
not  be  reported  to  the  Oklahoma 
State  Medical  Association  for  dues 
and  assessment  purposes,  but  shall 
be  reported  separately  as  “compo- 
nent society  affiliate  members.” 
The  component  society  may  deter- 
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mine  appropriate  dues  to  this 
membership  category. 

Your  Committee  recommends 
adoption  of  this  amendment. 

Recommendation 

It  is  the  recommendation  of  the 
Constitution  and  Bylaws  Committee 
that  all  of  the  above  cited  amendments 
be  adopted. 

Respectfully  submitted, 

J.B.  Eskridge  III,  MD,  Chairman 
Larry  Long,  MD,  Vice-Chairman 
David  Browning,  Jr.,  MD 
Arnold  Nelson,  MD 
Orange  Welbom,  MD 


Report  of  the 
PHYSICIANS  LIABILITY 
INSURANCE  COMPANY 

Subject:  Annual  Report 
Presented  by:  C.  Alton  Brown,  MD, 
Chairman  and  President 
Referred  to:  Reference  Committee  I 


Letter  From  The  President 

Dear  Member  of  the  Oklahoma  State 
Medical  Association  and  PLICO  In- 
sured: 

Congratulations!  Your  insurance 
company,  PLICO,  completed  its  10th 
year  of  operation  on  December  31, 
1989.  It  seems  to  be  an  appropriate 
time  to  take  stock  and  review  how 
nearly  our  company  has  met  the  objec- 
tives which  we  all  had  in  mind  when 
we  formed  PLICO. 

Reviewing  the  minutes  of  the  Trus- 
tees meeting  where  the  decision  was 
made  to  create  a captive  insurance 
company,  these  were  the  goals  we  set: 

A.  To  guarantee  a stable  profes- 
sional liability  insurance  market  for 
Oklahoma  physicians. 

B.  To  write  as  broad  a professional 
liability  policy  as  was  feasible  provid- 
ing as  much  coverage  as  we  could. 

C.  To  make  sure  that  Oklahoma 
physicians  never  paid  more  for  their 
insurance  than  the  actual  cost  of 
claims  and  defense  plus  the  expense 
of  running  the  company. 

D.  To  defend  all  spurious  claims 
and  not  to  pay  one  penny  for  tribute. 


PLICO  has  provided  a dependable 
insurance  market  and  it  is  indeed  for- 
tunate that  PLICO  has  been  available 
to  us  because  commercial  carriers  de- 
serted their  insured  physicians  on 
more  than  one  occasion.  Without 
PLICO,  we  would  have  been  without 
an  insurer  some  of  the  time,  and  the 
rest  of  the  time  we  would  have  undoub- 
tedly paid  much  higher  premiums. 
The  Osteopathic  Physicians  of  Okla- 
homa have  had  three  different  insur- 
ers during  this  decade,  and  at  one  time 
better  than  one-half  of  their  number 
had  no  insurance  at  all.  They  pay  pre- 
miums 3-4  times  as  high  as  ours  for 
claims-made  insurance.  They  have 
had  to  rely  on  the  commercial  market’s 
promises. 

The  second  objective,  the  goal  of 
retaining  broad  insurance  coverage, 
has  also  been  achieved.  None  of  us 
could  have  anticipated  that  occurrence 
insurance  would  disappear,  but  indeed 
it  did,  to  be  replaced  by  the  claims- 
made  insurance  policy.  Only  PLICO 
continues  to  provide  occurrence  insur- 
ance. 


PREMIUM  GROWTH 

PROFESSIONAL  LIABILITY  PREMIUMS 


‘Adverse  court  rulings  and  legislation  led  the  Company  to  assess  a 30%  policy  fee 
in  1989  to  raise  reserves  to  a more  conservative  level. 
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CLAIMS  INFORMATION 
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Furthermore,  exclusions  have  been  added  to  other  mal- 
practice insurance  policies  that  deny  coverage  for  anti-trust 
suits,  suits  where  it  is  alleged  the  physician  was  impaired 
by  drugs  or  alcohol,  suits  alleging  sexual  harassment  no 
matter  how  spurious,  and  suits  that  relate  to  activities  of 
a physician  on  behalf  of  his  association  or  on  a peer  review 
board  for  a hospital.  PLICO  has  preserved  all  of  these  cover- 
ages for  our  members.  In  the  second  instance,  PLICO  has 
proved  as  valuable  as  it  did  in  the  first. 

With  regard  to  the  third  objective,  occurrence  medical 
malpractice  insurance  with  PLICO  has  remained  less  ex- 
pensive than  any  mature  claims-made  policy  offered  by 
any  commercial  insurer. 

PLICO  still  offers  more  than  a dollar’s  worth  of  benefits 
for  a dollar  of  premium.  By  utilizing  the  income  from  the 
reserves  that  commercial  carriers  realize  as  profits  and 
keeping  the  management  cost  down,  PLICO  has  been  able 
to  give  $1.09  worth  of  value  for  every  dollar’s  wortfi  of 
premium  to  Oklahoma  physicians.  By  the  most  conserva- 
tive estimates,  comparing  PLICO’s  premiums  over  the  last 
decade  to  the  premiums  of  other  insurers  available  in  Okla- 
homa, Oklahoma  physicians  have  saved  in  excess  of 
$30,000,000  in  professional  liability  insurance  premiums. 

As  regards  to  your  fourth  charge  to  us,  we  have  striven 
mightily  to  not  pay  one  penny  for  tribute. 


Physicians  Liability  Insurance  Company 

Professional  Liability  (Inception  to  12-31-89) 


The  Company’s  investment  income  (lightest  shaded  area  on  the  graph)  has  been  more 
than  the  management  cost  of  the  progam,  and  therefore  contributes  to  the  payment  of 
claims  and  defense  costs.  In  contrast,  commercial  carriers  use  all  of  investment  income, 
plus  a portion  of  premiums  (often  40%),  to  cover  expenses  and  profits.  The  premium 
savings  produced  exceed  $30,000,000  for  OSMA  members,  not  to  mention  the  savings 
produced  by  physician  review  of  each  claim  filed  and  the  aggressive,  “not  one  penny  for 
tribute"  policy  of  your  board. 


Physicians  Liability  Insurance  Company 
Accident  and  Health  (Inception  to  12-31-89) 


. Net  Earned  Premium  ( I . Investment  Income 

. Losses,  Loss  Adjustment  and  Other  Expenses 


PLICO  Accident  and  Health  Insurance  has  saved  Oklahoma  physicians  at  least 
$14,000,000  in  premiums  since  its  birth  in  1982,  but  in  order  to  make  these  benefits 
possible  in  the  future,  PLICO  Health  care,  like  other  health  insurance  plans,  must  deal 
with  the  rising  cost  of  medical  care  and  the  increasing  utilization  of  medical  services. 
With  PLICO  you  have  a guarantee  that  as  long  as  the  Company  is  in  business  and  you 
are  loyal  to  the  Company,  your  insurability  will  never  come  into  question. 
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Our  decision  to  form  our  own  pro- 
fessional liability  insurance  company 
was  clearly  a wise  one  and  one  that 
has  benefited  us  all  — giving  us  peace 
of  mind  and  substantial  savings. 

The  one  thing  that  our  insurance 
company  cannot  do  for  us  is  to  solve 
the  root  problem  that  has  caused  pro- 
fessional liability  premiums  to  con- 
tinue to  rise,  the  basic  torts  problem. 
In  spite  of  this  problem  our  1990  insur- 
ance cost  remains  unchanged.  This  in- 
cludes continuing  the  policy  fee  that 
was  first  assessed  during  1989.  The  as- 
sociation’s strength  and  the  loyalty  of 
its  members  are  the  reasons  for 
PLICO’s  success  in  its  first  decade.  Our 
success  in  the  next  decade  will  depend 
on  the  continued  support  of  every 
member  of  our  association. 

PLICO  Health  Insurance 

In  1982,  we  added  accident  and 
health  insurance.  You  instructed  us  to 
add  this  division  to  PLICO  because 
commercial  carriers  refused  to  write 
group  insurance  for  the  O.S.M.A.  Indi- 
vidually, many  physicians  could  not 
buy  insurance.  Others  were  being  can- 
celled outright.  Premiums  were  being 
doubled  and  tripled.  When  we  formed 
our  accident  and  health  insurance 
line,  we  endeavored  to  address  these 
issues.  We  guaranteed  all  our  doctors 
continued  coverage,  even  after  they 
had  a claim.  We  had  watched  the  com- 
mercial insurance  market  cancel  or  in- 
crease premiums  to  a point  that  was 
tantamount  to  cancellation  after 
losses  occurred.  We  reasserted  the 
basic  principle  of  insurance;  that  is 
that  all  contribute  to  share  the  fortuit- 
ous loss  suffered  by  a few. 

We  designed  a true  group  insur- 
ance plan  available  to  every  member 
of  the  medical  association  who  wished 
to  take  advantage  of  it  during  an  ini- 
tial open  enrollment  period  and  there- 
after to  all  new  members  who  enjoy 
an  open  enrollment  period  subsequent 
to  their  joining  the  association.  We 
guaranteed  every  member  of  the  as- 
sociation who  joined  PLICO  Health 
that  PLICO  Health  would  not  cancel 
them  or  their  family  as  long  as  the 
program  existed  and  as  long  as  they 
continuously  paid  their  premium. 
Nowadays,  other  insurance  companies 
will  not  make  that  promise.  They  do 
not  sell  non-cancellable  policies,  nor 
do  they  promise  an  insured  that  his 
premium  will  not  be  affected  by  his 


loss  experience. 

Just  as  PLICO  Malpractice  has  be- 
come unique  because  of  its  occurrence 
feature,  PLICO  Health  has  become 
unique  because  of  the  guaranteed  con- 
tinued insurability  feature.  Like 
PLICO  Professional  Liability,  PLICO 
Health  offers  an  extraordinary  value. 
Most  commercial  insurers  sell  insur- 
ance which  consists  of  37  cents  of  over- 
head and  63  cents  of  insurance.  This 
is  true  of  HMO’s  and  PPO’s  as  well. 
With  PLICO  Health,  our  premiums 
are  driven  by  our  losses  and  costs  are 
a fraction  of  commercial  carriers.  In 
other  words  you  get  more  insurance 
for  less  premium.  But,  those  who  can- 
cel PLICO  Health  for  any  reason  can- 
not return  to  the  group  without  evi- 
dence of  insurability. 

The  future  of  PLICO  Health  de- 
pends as  surely  on  the  unity  and  loy- 
alty of  the  association,  as  does  the  fu- 
ture of  PLICO  Professional  Liability. 

Pitfalls  for  the  ’90’s 

Physicians  insured  by  PLICO 
should  beware  that  in  the  next  few 
months,  if  you  have  not  already,  you 
may  see  many  commercial  insurance 
solicitations.  These  insurance  solicita- 
tions will  be  attempting  to  erode 
PLICO’s  insured  base.  They  fall  into 
four  (4)  categories: 

(1)  Risk- Retention  Groups  — Any 

corporation  or  other  limited  liabil- 
ity association  formed  under  the 
laws  of  any  state,  Bermuda,  or  the 
Cayman  Islands,  to  assume  and 
spread  all,  or  any  portion  of,  the 
liability  exposure  of  its  group 
members.  These  groups  are  formed 
under  the  Federal  Risk  Retention 
Act  of  1986.  They  do  not  need  to 
be  licensed  in  each  state.  For  this 
reason  the  state  insurance  depart- 
ment has  no  control  over  their  ac- 
tivities as  regards  finances,  claims 
payments,  etc.  Also,  they  do  not 
fall  under  the  protection  of  the 
Oklahoma  State  Guaranteed  Fund. 

(2)  Risk  Purchasing  Group  — These 
are  formed  under  the  same  act  as 
risk  retention  groups.  Some  spe- 
cialty societies  have  formed  such 
groups.  These  are  not  captive 
insurance  companies  and  the  pro- 
vider of  the  insurance  is  a commer- 
cial insurer.  Again,  the  state  insur- 
ance department  has  no  control 
over  these  purchasing  groups. 

(3)  Foreign  Insurance  Companies 


PHYSICIANS  LIABILITY 

INSURANCE  COMPANY 

BALANCE  SHEET 

Year  Ended  December  3L  1989 

A Met* 

Cash  and  Invested  Assets 

*51,153,826 

Premium  and  Agent  Balances 

in  Course  of  Collection 

162,045 

Interest  Receivable 

1,193,696 

Note  Receivable  — OFPR 

37,746 

Reinsurance  Recoverable 

458,624 

TOTAL  ASSETS 

*53,005,937 

Liabilities 

Unearned  Premium 

( 1,580,809 

Losses  and  Loss  Adjustment 

Expenses 

46,245,434 

Federal  Income  Tax 

579,015 

Miscellaneous  Accounts  Payable 

447,339 

TOTAL  LIABILITIES 

*48,852,597 

Capital 

Common  Stock 

$ 150,000 

Additional  Paid-In  Capital 

5,753,372 

Retained  Loss 

(1,750,032) 

TOTAL  CAPITAL 

{ 4,153,340 

TOTAL  LIABILITIES  AND 

CAPITAL 

*53,005,937 

STATEMENT  OF  INCOME 

Year  Ended  December  31,  1989 

Premiums 

Direct  Premium  Written 

*47,893,713 

Net  Premium  Written 

*41,564,460 

Premiums  Earned 

*41,564,460 

Expenses 

Losses 

*29,563,669 

Loss  Adjustment  Expenses 

9,769,435 

Other  Underwriting  Expenses 

6,630,807 

Total  Underwriting  Expenses 

*45,963,911 

Underwriting  Loss 

*(4,399,451) 

Investment  Income 

5,085,089 

Federal  Taxes  Incurred 

(613,357) 

Net  Profit 

* 72,281 

Capital  December  31,  1988 

4,081,059 

Surplus  Contributions  - 1989 

72,281 

Capital  December  31,  1989 

$ 4,153,340 

— Many  of  these  insurance  com- 
panies are  not  licensed  anywhere. 
They  are  domiciled  in  countries 
that  do  not  require  insurance  com- 
panies to  carry  reserves  or  have 
capital  and  surplus  and  countries 
with  inadequate  insurance  laws. 
They  are  simply  a piece  of  paper. 
The  Oklahoma  Insurance  Depart- 
ment has  ordered  some  of  these 
companies  to  cease  and  desist.  At 
least  one  company  has  reappeared 
under  a different  name  and  offer 
their  product  despite  the  efforts  of 
the  insurance  commissioner  to 
curtail  their  activities. 

(4)  Commercial  Carriers  — Com- 
mercial Carriers  domiciled  in  the 
U.S.,  who  have  come  into  the  mar- 
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ket  in  Oklahoma  and  then  pull  out 

leaving  their  insureds  without 

coverage. 

All  of  these  companies  offer  the 
Claims-Made  Insurance  Policy.  As 

you  all  know,  the  occurrence  policy, 
like  the  one  offered  by  PLICO,  is  con- 
siderably superior  to  the  claims-made 
policy.  Let  me  explain  the  differences 
to  you.  First  of  all,  with  a claims-made 
policy,  the  premium  has  built-in  in- 
creases for  5 years  to  the  “mature 
year.”  This  is  the  case  even  with  no 
general  rate  increases. 

Second,  if  you  decide  to  stop  par- 
ticipating and  terminate  your  cover- 
age, you  will  have  no  coverage  for 
claims  that  have  not  been  reported  un- 
less you  purchase  extended  reporting 
coverage  or  “tail  coverage.”  This  cover- 
age is  extremely  high.  We  have  reports 
of  premiums  of  200%  to  300%  of  the 
premium  at  the  time  the  policy  is  can- 
celled. 

With  an  occurrence  policy  you  pay 
one  premium  and  should  you  cease  to 
practice  or  move  out  of  state,  you  are 
covered  forever  for  your  medical  ac- 
tivities while  you  had  insurance. 
PLICO  gives  you  complete  coverage 
and  you  know  exactly  what  it  is  going 
to  cost  in  advance.  Nobody  else  offers 
that  kind  of  insurance  in  Oklahoma 
to  physicians. 

Hold  Harmless  Clauses 

Hold  Harmless  Clauses  often  ap- 
pear in  service  contracts  between 
physicians  and  health  maintenance 
organizations,  perferred  provider  or- 
ganizations, or  health  insurance  com- 
pany provider  plans.  Before  signing  a 
contract  with  such  a clause,  all  physi- 
cians are  urged  to  clear  the  contract 
with  PLICO. 

In  the  eight  years  PLICO  Health 
has  been  in  existence,  we  have 
watched  the  HMO’s  and  PPO’s  price 
their  product  at  less  than  cost.  We  have 
seen  them  fail  or  increase  their  pre- 
miums in  the  last  year  by  as  much  as 
50%  to  100%.  We  have  struggled  with 
the  forces  that  have  affected  premiums 
for  all  health  insurance  programs; 
greater  longevity,  the  wealth  of  new 
technology  that  has  spanned  new  med- 
ical treatment  and  expenses,  and  what 
some  describe  as  a declining  level  of 
health  in  much  of  our  population.  All 
of  these  factors  have  contributed  to 
medical  cost  inflation.  Other  con- 
tributing factors  are  the  desperate  eco- 


nomy in  Oklahoma  and  the  fact  that 
many  of  our  employees  became  the 
sole  source  of  support  for  their  families 
and  the  only  source  of  health  insur- 
ance. 

This  year  most  commercial  insur- 
ers will  increase  their  premiums  by 
20%  to  60%,  and  the  HMO’s  and  PPO’s 
even  more.  PLICO  Health  will  have  to 
continue  increasing  its  premium. 
Help  us  to  let  all  the  members  of  the 
O.S.M.A.  know  that  nowhere  else  can 
they  buy  guaranteed  continued  in- 
surability and  that  without  sticking 
together  and  supporting  PLICO 
Health,  the  commercial  insurance 
market  would  take  advantage  of  us  all . 

PLICO  Health  has  also  fulfilled 
the  objectives  we  set  for  it.  Like  PLICO 
Professional  Liability,  it  must  pay  its 
own  way.  We  are  making  every  effort 
to  let  the  members  of  our  association 
know  how  unique  this  plan  is.  Help  us 
to  get  this  message  to  them:  PLICO 
Health  has  provided:  (A)  a stable 
source  of  health  insurance,  (B)  insur- 
ance at  cost,  and  (C)  guaranteed  con- 
tinued insurability  to  our  loyal  mem- 
bers. 

It  has  been  a good  decade  for 
PLICO.  Your  company  is  financially 
strong,  but  it  is  writing  the  two  tough- 
est lines  of  insurance.  All  of  us  must 
work  together  as  a team  and  never  lose 
sight  of  our  original  objectives  in  the 
decade  to  come. 

Sincerely, 

C.  Alton  Brown,  M.D. 


Report  of  the 
OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 
AUXILIARY 

Subject:  Annual  Report 
Presented  by:  Mrs.  Maureen  Bynum, 
President 

Referred  to:  Reference  Committee  I 

“Physician  Partnerships  — Always 
a Team  Effort”  has  been  the  Auxiliary 
theme  for  1989-90.  Auxiliary  began  its 
own  “Run  of  89”  at  the  Annual  Con- 
vention held  May  4-6,  1989  in  Tulsa, 
Oklahoma. 

We  hope  we  have  rounded  up  some 
strays,  branded  some  new  members 
and  embarked  on  the  next  100  years 


with  a “pioneer  spirit.”  We  are  willing 
to  experiment  with  new  ideas  while 
incorporating  our  traditional  ways  to 
build  an  even  stronger  Auxiliary. 

As  a new  idea,  an  Auxiliary  Board 
Retreat  was  held  July  13-14,  1989,  at 
the  Marriott  Residence  Inn  in  Nor- 
man. The  retreat  was  planned  to  give 
membership  information  and  leader- 
ship training  with  the  opportunity  to 
become  better  acquainted  with  aux- 
iliary leaders  from  across  the  state. 

AMA-ERF  has  had  a very  success- 
ful year.  At  this  date,  over  $28,000  has 
been  sent  to  AMA-ERF.  Christmas 
Sharing  Cards,  memorial  donations, 
raffles,  an  auction,  luncheons,  Christ- 
mas card  sales,  and  other  small  fund- 
raisers have  continued  to  fund  future 
medical  research  and  education.  A si- 
lent auction  will  be  held  this  year  at 
our  annual  meeting. 

As  another  new  idea,  instead  of 
Medicine  Day  at  the  Capitol,  Sherry 
Strebel  contacted  AMPAC  about  hav- 
ing their  Constitutent  Skills/Political 
Education  Workshop  presented  in 
Oklahoma  City  on  March  7, 1990,  and 
in  Tulsa  on  March  8,  1990.  The  work- 
shop is  provided  solely  by  AMPAC  at 
the  expense  of  the  AMA,  with  Okla- 
homa having  to  provide  only  a conti- 
nental breakfast  and  lunch  for  the  par- 
ticipants, as  well  as  seeing  that  the 
selected  place  is  set  up  for  a workshop. 
Michael  Dunn,  a nationally  known 
political  consultant  out  of  Washing- 
ton, DC,  presented  the  workshop.  It 
was  well  attended  and  a very  positive 
experience  for  those  present.  Okla- 
homa is  the  only  state  to  ever  have 
back-to-back  workshops. 

OMPAC  membership  is  a direct 
way  to  be  involved  in  the  legislative 
process.  Sixty-one  Auxiliary  members 
belong  to  OMPAC/AMPAC.  Your  Aux- 
iliary appreciates  the  opportunity  to 
serve  as  voting  members  on  three 
OSMA  groups:  OMPAC/AMPAC,  the 
Council  on  State  Legislation  and  Reg- 
ulation, and  the  Council  on  Gov- 
ernmental Activities. 

Health  projects,  as  conducted 
across  the  state  by  county  auxiliaries, 
included  anti-smoking  and  drunk- 
driving programs,  child  abuse  preven- 
tion efforts  and  first-aid  education, 
health  and  science  fairs,  adolescent 
pregnancy,  drug  abuse,  sexuality  and 
suicide  prevention.  Over  $20,000.00 
was  expended  by  counties  in  support 
of  health  projects. 
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The  Health  Education  Foundation 
is  now  two  years  old.  Its  committee 
granted  a $500  Ann  Garrison  Scholar- 
ship to  an  outstanding  nursing  stu- 
dent in  Oklahoma  and  a $500  grant 
to  a county  for  a community  health 
project.  It  is  time  that  the  committee 
consider  some  type  of  fundraising  for 
the  Foundation  with  the  Auxiliary’s 
help  so  we  may  offer  more  than  one 
scholarship  and  grant. 

Membership  in  the  Auxiliary  is 
vital  to  this  organization  if  we  are  to 
continue  our  outstanding  health  pro- 
jects, education  on  medical  issues  for 
ourselves  and  the  public,  and  support 
of  one  another.  The  County  Auxiliary 
visits  by  the  president  and  the  presi- 
dent-elect have  become  traditional  be- 
cause of  their  importance.  Meeting 
and  visiting  with  these  members  from 
the  counties  enables  everyone  to  share 
concerns  and  goals.  These  visits  make 
this  office  a delightful  experience. 

The  AMA  Auxiliary  Leadership 
Confluence  that  is  held  twice  a year 
provides  education  and  information 
for  potential  Auxiliary  leaders.  Strong 
leadership  is  a must  in  creating  mem- 
ber participation  in  the  Auxiliary. 
These  national  leadership  sessions  are 
outstanding.  The  auxilians  who  are  in- 
vited to  attend  always  benefit  by  gain- 
ing leadership  skills  and  ideas. 

The  Oklahoma  State  Medical  As- 
sociation Auxiliary  is  extremely  proud 
to  have  Sherry  Strebel  as  our  first 
nominated  President-Elect  to  the 
American  Medical  Association  Aux- 
iliary. Sherry  has  been  a devoted 
member  of  county,  state  and  national 
auxiliary  and  has  served  in  many 
capacities.  She  will  represent  all  of  us 
very  well. 

The  support  and  encouragement  of 
Dr.  John  Alexander,  your  president, 
the  Board  of  Trustees,  and  the  OSMA 
staff  are  very  much  appreciated  by 
your  Auxiliary.  We  are  your  Auxiliary, 
and  we  want  to  thank  you  for  the  op- 
portunity of  working  together  to  en- 
hance the  image  of  medicine.  Hope- 
fully, it  will  be  “ALWAYS  A TEAM 
EFFORT.” 

Respectfully  submitted, 

Maureen  Bynum,  President 
OSMA  Auxiliary 


Report  of  the 
OKLAHOMANS  AGAINST 
LAWSUIT  ABUSE 
COALITION 

Subject:  Annual  Report 

Presented  by:  Lyle  Kelsey,  OALA 

Executive  Director 
Referred  to:  Reference  Committee  I 

Introduction 

Oklahomans  Against  Lawsuit 
Abuse  was  organized  as  an  effort  to 
bring  several  groups  such  as  business 
and  professionals  together  to  effect 
some  changes  in  the  civil  liability 
court  system.  The  primary  emphasis 
of  this  organization  has  been  to  try 
and  make  changes  in  the  tort  statutes 
for  the  State  of  Oklahoma.  The  legisla- 
tive leadership  has  traditionally  been 
opposed  to  making  major  changes  to 
the  tort  laws.  Since  1986,  several 
changes  have  been  made  that  have 
helped  bring  more  balance  to  the 
courtroom.  As  a review,  some  of  these 
items  are  a cap  on  punitive  damages 
that  cannot  exceed  the  amount  of  ac- 
tual damages  awarded,  a seven-year 
statute  of  limitation  on  minors  and  in- 
competents as  well  as  a fine  of  up  to 
$10,000  plus  court  costs  to  any  plain- 
tiff counsel  who  is  judged  to  have 
brought  a frivolous  lawsuit  to  the 
courtroom.  Several  other  issues  were 
passed  that  dealt  with  immunity  to 
professional  groups  that  conduct  peer 
review  activities  and  eliminating  the 
ad-damum  clause  which  limits  the  re- 
ported prayer  for  damages  to  more 
than  $10,000. 

All  of  these  measures  have  helped, 
but  the  legislature  has  still  ignored 
the  larger  issues  such  as  joint  and  sev- 
eral, cap  on  noneconomic,  collateral 
sources  and  a reasonable  statute  of 
limitations.  In  fact,  in  1988,  the  Okla- 
homa Supreme  Court  struck  down  the 
third  year  statute  of  limitations  for 
medical  professionals  as  special  class 
legislation.  The  Coalition  effort  con- 
tinues to  bring  about  meaningful  tort 
reform  in  the  Oklahoma  Legislature. 

Current  Activities 

During  the  1989/90  legislative  ses- 
sion, several  bills  were  introduced  to 
try  to  address  some  of  the  major  issues 
of  tort  reform.  Senate  Bill  423  was  in- 
troduced to  remove  the  rule  of  joint 
and  several.  We  have  maintained  that 


this  rule  is  unfairly  applied  in  those 
cases  that  involve  multiple  defendants 
by  allowing  a defendant  who  may  be 
a small  percentage  involved  in  the 
negligent  act  to  be  held  responsible 
for  the  full  liability.  Senate  Bill  423 
would  also  require  the  judge  in  certain 
circumstances  to  set  up  awards  over 
$100,000  in  periodic  payments.  Senate 
Bill  409  would  require  the  plaintiff  at- 
torney to  complete  a certificate  of 
merit  prior  to  filing  a case.  The  certifi- 
cate would  have  another  “like”  profes- 
sional certify  that  the  case  has  merit. 

Two  house  bills,  HB  1562  and  HB 
1577,  were  introduced  to  try  to  give 
some  relief  to  the  area  of  product  liabil- 
ity. HB  1562  would  have  set  up  con- 
tributory negligence  guidelines  where- 
by the  plaintiff  that  is  responsible  for 
a portion  of  the  negligence  resulting 
in  injury  could  not  recover  damages 
for  that  portion.  HB  1577  states  that 
a product  involved  in  a lawsuit  would 
be  held  liable  only  for  compliance  with 
federal  and  state  safety  regulations 
applicable  at  the  time  the  product  was 
manufactured. 

True  to  form  of  past  legislatures, 
none  of  these  bills  were  allowed  a fair 
hearing  in  their  respective  commit- 
tees. The  committee  chairmen  of  the 
various  house  and  senate  committees 
are  put  there  by  their  respective 
leadership.  Therefore,  when  the  word 
goes  out  that  no  tort  reform  issues  will 
be  dealt  with,  the  chairman  simply 
does  not  schedule  the  bill  for  a hear- 
ing. Most,  if  not  all  of  the  tort  reform 
legislation  ends  up  in  the  house  and 
senate  judiciary  committees.  Both  of 
these  committees  are  heavily  domi- 
nated by  lawyers  which  is  not  the  best 
forum  for  a fair  hearing. 

Most  of  this  legislative  session  was 
spent  in  a defensive  mode  against 
legislation  introduced  by  the  trial 
lawyers  to  negatively  impact  the  tort 
laws  and  specifically,  professional  lia- 
bility. HB  1122  would  have  allowed  for 
disclosure  of  all  limits  of  liability  in- 
surance to  the  plaintiff  lawyer  which 
would  have  had  disastrous  effects  on 
the  prayer  for  damages  and  the  joint 
and  several  rule.  An  aggressive  and 
well  orchestrated  campaign  was 
launched  by  OALA  to  fight  this  legis- 
lation. The  campaign  was  successful, 
with  most  of  the  credit  going  to  Okla- 
homa physicians  in  that  large  num- 
bers of  legislators  were  contacted  in 
opposition  to  HB  1122.  The  author  of 
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the  bill  realizing  that  he  did  not  have 
an  acceptable  compromise  between 
the  plaintiff  lawyers  and  the  various 
professional  groups,  decided  to  put  the 
bill  in  conference  committee  and  let  it 
die.  All  physicians  who  participated 
in  this  issue  are  commended  for  their 
effort  in  defeating  this  negative  legis- 
lation. 

Senate  Bill  215  would  have  added 
the  words  “bad  faith”  to  actions  allow- 
ing for  exemplary  and  punitive  dam- 
ages not  involved  in  a contractual  con- 
text. Presently,  a defendant  must  be 
guilty  of  conduct  evincing  a wanton  or 
reckless  disregard  of  the  rights  of 
another,  oppression,  fraud  or  malice, 
all  of  which  can  be  actual  or  presumed. 
The  problem  with  adding  “bad  faith” 
to  this  list  is  that  “bad  faith”  has  no 
specific  or  concrete  definition.  Senate 
Bill  215  appeared  to  be  allowing  legis- 
lative intent  to  incorporate  a new, 
abstract  and  substantive  term  in  the 
statutes  to  allow  for  exemplary  and 
punitive  damages.  We  determined  the 
legislation  was  too  broad  and  liberal 
to  allow  passage.  Again,  the  Coalition 
through  the  efforts  of  its  membership, 
was  able  to  convince  the  house  author 
of  the  negative  impact  of  this  legisla- 
tion and  the  bill  was  killed  in  commit- 
tee. 

Senate  Bill  580  would  have 
changed  the  pre-trial  judgment  in- 
terest rate  from  the  average  T-Bill  for 
the  preceding  calendar  year  to  the 
coupon  yield  equivalent  of  the  average 
accepted  auction  price  for  52 -week  T- 
Bills  for  the  preceding  calendar  year. 
The  interest  would  be  computed  daily 
to  the  date  of  payment  excluding  the 
day  that  interest  begins  to  accrue  and 
including  the  day  the  payment  is  re- 
ceived. This  legislation  was  presented 
as  some  “minor”  changes  to  reflect 
what  is  actually  done  in  current  prac- 
tice. After  considerable  investigation, 
it  was  determined  that  this  is  not  cur- 
rent practice  and  that  the  language 
would  actually  increase  the  interest 
rate  by  as  much  as  Vfe  percent.  The 
sentence  that  appeared  to  state  a be- 
ginning and  ending  point  for  the  in- 


terest calculation  actually  allowed  for 
the  interest  to  be  compounded  on  a 
daily  basis.  The  higher  rate  of  the 
coupon  yield  equivalent  T-Bill  plus  the 
daily  compounding  of  interest  would 
allow  the  plaintiff  and  plaintiff  attor- 
ney to  receive  a substantial  increase. 
The  pre-trial  interest  rate  is  already 
too  high  in  our  opinion  and  this  legis- 
lation would  have  allowed  for  a signif- 
icant increase.  A high  pre-trial 
interest  has  the  effect  of  encouraging 
delays  and  extensions  of  trial  time. 


OKLAHOMANS  AGAINST 
LAWSUIT  ABUSE 

FINANCIAL  STATEMENT 
NOVEMBER  1985-MARCH  1990 

Income: 

Initial  Assessment 

(1985-1986)  $491,994 

Interest  earned 

(7/87-3/90)  78,502 

OSMA  Tbrt  Reform 


Assessment  balance 

$570,496 

Contributions  from  other 

sources  (1986-1990) 

$107,233 

TOTAL  INCOME 

$677,729 

Expenses: 

Administrative 

$ 63,009 

Fundraising 

94,515 

Advertising 

109,085 

Office 

67,877 

Legal 

17,977 

TOTAL  EXPENSES 

$352,463 

BALANCE 

$325,266 

The  coalition  went  to  work  in  alerting 
the  authors  of  the  bill  and  the  commit- 
tee members  of  the  negative  impact  of 
Senate  Bill  580  and  was  able  to  secure 
the  support  of  the  house  author  to  kill 
the  bill.  The  passage  of  this  legislation 
would  have  had  a serious  negative- 
dollar  impact  on  all  liability  insurance 
companies,  including  PLICO. 

The  Coalition  was  hopeful  that  the 
governor’s  State  of  the  State  Goals  to 
include  tort  reform  would  have  been 
more  productive.  Governor  Bellmon 
expressed  a desire  to  try  to  help  the 
medical  malpractice  insurance  prob- 
lem by  addressing  the  area  of  obstetri- 
cal care  for  expectant  mothers.  He  also 


indicated  a desire  to  bring  some  relief 
to  the  product  liability  issue  by  look- 
ing at  a reasonable  statute  of  limita- 
tion. Unfortunately,  the  governor’s 
programs  were  not  introduced. 

Conclusion 

The  Coalition  will  be  involved  in 
several  areas  during  the  remainder  of 
this  year.  First,  since  1990  is  an  elec- 
tion year,  the  Coalition  will  be  looking 
at  the  various  political  races  in  which 
to  make  changes  in  favor  of  tort  re- 
form. We  will  be  looking  at  those  can- 
didates that  have  supported  the  tort 
reform  efforts  and  helping  their  cam- 
paigns for  re-election.  Those  candi- 
dates that  are  opponents  to  tort  reform 
will  be  targeted  to  replace. 

Secondly,  the  Coalition  will  be  re- 
viewing its  legislative  agenda  for  the 
1991  legislative  session.  Legislation 
will  be  introduced  to  try  and  further 
reform  the  tort  statutes.  One  new  area 
that  will  be  explored  in  more  detail  is 
that  of  structured  settlements.  As  of 
1990,  26  states  have  passed  some  form 
of  periodic  payment  and/or  structured 
settlement  legislation.  The  concept  of 
structured  settlements  has  some  very 
positive  financial  benefits  to  liability 
carriers  such  as  PLICO. 

OALA  will  continue  to  research  al- 
ternatives to  the  present  court  system. 
The  American  Medical  Association 
has  developed  a fault-based  adminis- 
trative system  that  has  been  intro- 
duced in  several  states  as  a pilot 
project.  We  will  monitor  these  states 
as  more  information  becomes  avail- 
able. The  Physician  Insurers  Associa- 
tion of  America  (PIAA)  has  also  estab- 
lished an  alternative  proposal  which 
will  be  studied.  Both  of  these  proposals 
encourage  the  use  of  an  administra- 
tive system  to  provide  economic  incen- 
tives and  accelerated  payments  to  the 
injured  party. 

A current  accounting  of  the  OSMA 
tort  reform  assessment  is  attached. 

Respectfully  submitted, 

Lyle  R.  Kelsey, 

Executive  Director 
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Reference  Committee  II 

REPORTS  TO  THE 
HOUSE  OF  DELEGATES 


Report  of 

REFERENCE  COMMITTEE  II 

Presented  by:  William  0.  Coleman, 
MD,  Chairman 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates,  Reference  Com- 
mittee II  gave  careful  consideration  to 
the  several  items  referred  to  it  and  sub- 
mits the  following  report: 

(1)  Report  of  the  President 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  President  be  filed  for 
information. 

Your  Reference  Committee  ex- 
presses its  appreciation  to  John  R. 
Alexander,  MD,  for  his  dedication  to 
his  profession  and  for  his  direction  of 
the  OSMA  this  year. 

Dr.  Alexander  succeeded  in  his 
quest  to  restore  unity,  not  only  among 
those  in  private  practice,  but  also  with 
our  colleagues  at  the  University  of 
Oklahoma  Health  Sciences  Center. 

We  are  truly  grateful  for  his  con- 
tributions to  Oklahoma  medicine. 

(2)  Report  of  the  President-Elect 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  President-Elect  be  filed 
for  information. 

The  Members  of  the  Reference 
Committee  wish  to  express  their  best 
wishes  and  also  confidence  in  Dr.  Perry 


A.  Lambird  as  he  leads  Oklahoma 
medicine  in  what  is  sure  to  be  a very 
pivotal  year  for  our  profession. 

(3)  Report  of  the  Council  on  Pro- 
fessional and  Public  Relations 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Professional 
and  Public  Relations  be  filed  for 
information. 

Your  Reference  Committee  com- 
mends Dr.  Warren  V.  Filley  and  the 
other  members  of  the  Council  for  their 
work  during  the  course  of  the  year. 

Mr.  Speaker,  discussion  in  the  Ref- 
erence Committee  concerning  the 
OSMA’s  VIP  program  does  require  ac- 
tion by  the  OSMA  House  of  Delegates. 

Senior  citizen  advocates  in  meet- 
ings with  the  OSMA  have  asked  that 
there  be  uniform  eligibility  criteria  for 
the  VIP  program.  Senior  citizens  in 
Oklahoma  and  Tulsa  Counties  who 
earn  less  than  $15,000  a year  are  elig- 
ible for  VIP  cards.  In  rural  Oklahoma, 
eligibility  is  $2,000  above  the  poverty 
levels,  approximately  $8,500  a year. 

Secondly,  senior  citizen  advocates 
ask  that  a list  of  VIP  doctors  be  made 
available  to  senior  agencies  for  their 
use  in  referrals. 

Third,  the  seniors  asked  the  OSMA 
to  encourage  more  physicians  to  be- 
come Medicare  participating  doctors. 
Recommendation  No.  1: 

Mr.  Speaker,  because  of  inequita- 
ble reimbursement  between  urban 
and  rural  physicians  under  Medicare, 
your  Reference  Committee  recom- 


mends there  be  no  change  in  the  cur- 
rent dual  standards  of  eligibility. 
Recommendation  No.  2: 

Mr.  Speaker,  your  Reference  Com- 
mitte  recommends  that  a list  of  VIP 
physicians  be  made  available  to 
selected  senior  agencies  to  aid  them 
in  referrals. 

Recommendation  No.  3: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  physicians 
continue  to  make  their  participation 
decisions  in  the  best  interest  of  their 
practice  and  their  patients. 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  this  portion 
of  the  Report  be  adopted. 

(4)  Report  of  the  Council  on  Public 
and  Mental  Health 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Public  and 
Mental  Health  be  filed  for  informa- 
tion. 

The  Reference  Committee  wishes 
to -commend  Robert  M.  Mahaffey,  MD, 
chairman  of  the  OSMA  Council  on 
Public  and  Mental  Health;  Mary  Anne 
McCaffree,  MD,  chairman  of  the 
OSMA  Perinatal  Task  Force;  Ronald 
O.  Gilcher,  MD,  chairman  of  the 
OSMA  AD  Hoc  Committee  on  AIDS; 
and  Chester  L.  Bynum,  MD,  chairman 
of  the  Committee  on  Physicians  and 
the  Environment  for  their  excellent 
work  during  the  course  of  the  year. 

(5)  Report  of  the  Ad  Hoc  Commit- 
tee on  AIDS 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Ad  Hoc  Committee  on 
AIDS  be  filed  for  information. 

(6)  Report  of  the  Council  on  Medi- 
cal Education 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Medical  Edu- 
cation be  filed  for  information. 

Mr.  Speaker,  your  Reference  Com- 
mittee wishes  to  commend  Drs.  Lofty 
L.  Basta  and  Irwin  R.  Brown,  Jr.,  for 
their  work  with  the  Council  during 
the  year. 

(7)  Report  of  the  Council  on  Medi- 
cal Services 
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Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Medical  Ser- 
vices be  filed  for  information. 

Mr.  Speaker,  your  Reference  Com- 
mittee wishes  to  commend  Ronald  S. 
Barlow,  MD,  and  his  Council  for  their 
work  in  adjudicating  both  quality  of 
care  and  fee  disputes.  Indeed,  this  is 
a very  delicate,  yet  important,  area 
and  Dr.  Barlow  should  be  congratu- 
lated for  a job  well  done. 

(8)  Report  of  the  Young  Physicians 
Section 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Young  Physicians  Sec- 
tion be  filed  for  information. 

Mr.  Speaker,  there  was  much  dis- 
cussion in  the  Reference  Committee 
as  to  the  Section’s  activities.  Appa- 
rently, many  young  physicians  are  un- 
aware of  the  Section  and  questioned 
the  $3,000  line  item  budget. 

Mr.  Speaker,  the  budget  is  to  fund 
a delegate  and  an  alternate  delegate 
to  national  AMA  Young  Physicians 
Section  meetings. 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  the  OSMA  rededi- 
cate its  efforts  to  encourage  young 
physicians  to  participate  in  this  very 
important  Section. 

(9)  Report  of  the  Medical  Students 
Section 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Medical  Students  Sec- 
tion be  filed  for  information. 

Mr.  Speaker,  the  Reference  Com- 
mittee heard  reports  from  medical  stu- 
dents and  all  members  of  the  Commit- 
tee expressed  their  support  for  this 
very  vital  program.  All  members  of  the 
Committee  actually  said  they  wished 
a program  like  this  was  in  place  when 
they  were  students.  These  students  are 
the  future  of  our  county  societies,  the 
OSMA,  and  the  AMA,  and  continued 
support  of  the  medical  student  section 
is  vital  for  the  growth  of  organized 
medicine. 

(10)  Report  of  the  Hospital  Medi- 
cal Staffs  Section 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 


mittee recommends  that  the  Re- 
port of  the  Hospital  Medical  Staffs 
Section  be  filed  for  information. 
The  Reference  Committee  recom- 
mends that  the  HMSS  meet  again 
next  year  in  conjunction  with  the 
OSMA  Annual  Meeting. 

(11)  Report  of  the  Oklahoma 
Foundation  for  Peer  Review 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee noticed  there  was  no  writ- 
ten report  submitted  to  the  OSMA 
by  the  OFPR  in  1989.  The  Refer- 
ence Committee  recommends  that 
the  OSMA  ask  the  OFPR  to  pro- 
vide a report  on  its  activities  for 
1989  and  that  annual  reports  be 
filed  with  the  House  of  Delegates. 

(12)  Report  of  the  OSMA  Child 
Abuse  Task  Force 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  OSMA  Child  Abuse 
Task  Force  be  filed  for  information. 
Mr.  Speaker,  your  Reference  Com- 
mittee wishes  to  commend  Dr.  Ray  V. 
McIntyre  and  Claudia  Kamas  for  their 
work  in  this  area. 

(13)  Report  of  the  Journal  of  the 
Oklahoma  State  Medical  Associa- 
tion 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Journal  of  the  Okla- 
homa State  Medical  Association  be 
filed  for  information. 

Mr.  Speaker,  your  Reference  Com- 
mittee wishes  to  commend  Dr.  Ray  V. 
McIntyre  and  Susan  Records  for  their 
fine  work  which  again  resulted  in  the 
Journal  receiving  Honorable  Men- 
tion in  the  Sandoz  Pharmaceuticals 
medical  journalism  competition. 

(14)  Resolution  1 — Perinatal  Care 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 1 be  adopted  as  amended  to 
read  as  follows: 

On  Line  13,  delete  “provision  of’ 
and  insert  “access  to”;  and  on  Line  17 
between  the  words  “strategies”  and 
“designed”  insert  “along  with  existing 
state  and  local  services.” 

Mr.  Speaker,  the  Reference  Com- 


mittee felt  that  reference  to  effective 
provision  of  care  may  be  construed  by 
some  that  Oklahoma  physicians  pro- 
vide less  than  adequate  care.  Nothing 
could  be  farther  from  the  truth.  The 
Reference  Committee  also  felt  it  is  im- 
portant to  work  with  local  agencies  in 
solving  this  very  difficult  problem. 

(15)  Resolution  2 — Early  Medical 
School  Training 

Recommendation: 

Mr.  Speaker,  since  the  OSMA/ 
OUHSC  Liaison  Committee  is  al- 
ready working  on  this  issue,  your 
Reference  Committee  recommends 
adoption  of  the  following  Substi- 
tute Resolution  in  lieu  of  Resolu- 
tion 2: 

“ Resolved , That  the  OSMA/ 
OUHSC  Liaison  Committee  continue 
to  address  the  problem  of  encouraging 
physicians  to  enter  primary  care  prac- 
tices in  rural  areas.” 

(16)  Resolution  4 — OSMA  Drug 
Prevention  and  Adolescent  Health 
Task  Force 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Reso- 
lution 4 be  adopted  as  amended  to 
read  as  follows: 

On  Line  29,  after  the  word  “ser- 
vices,” delete  the  remainder  of  the  Re- 
solve and  insert  “and  the  OSMA  will 
provide  materials  that  can  be  loaned 
to  county  medical  societies  to  prepare 
programs  in  their  local  communities.” 
Mr.  Speaker,  your  Reference  Com- 
mittee felt  the  part  of  Resolution  4 cal- 
ling for  funding  such  programs  in 
school  districts  would  be  well  beyond 
the  means  of  OSMA. 

(17)  Resolution  9 — Adequate  Med- 
ical Care 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 9 be  adopted  as  amended  to 
read  as  follows: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  final  Re- 
solve be  deleted  because  the  VIP  pro- 
gram is  already  addressed  in  the  Re- 
port of  the  Council  on  Professional  and 
Public  Relations. 

(18)  Resolution  10  — Licensing  of 
HMOs,  PPOs,  Etc. 

Recommendation: 
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Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 10  be  adopted  as  amended  to 
read  as  follows: 

On  Line  13,  delete  “other  similar 
organizations  be  licensed  within  the 
State  of  Oklahoma  and,”  and  insert 
“similar  health  care  delivery  systems” 
before  the  words  “be  responsible.” 

(19)  Resolution  14  — Health  Access 
America 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Reso- 
lution 14  be  adopted  as  amended 
to  read  as  follows: 

On  Line  21,  after  the  word  “for” 
and  before  the  word  “implementa- 
tion,” insert  “assessment  and  possi- 
ble.” 

Mr.  Speaker,  your  Reference  Com- 
mittee, being  grammarians,  as  well  as 
physicians,  note  that  on  Line  7 “cite” 
should  begin  with  a “c”  and  on  Line 
17  “American”  should  be  “America.” 
Mr.  Speaker,  your  Reference  Com- 
mittee feels  all  physicians  perhaps  do 
not  agree  with  all  aspects  of  the 
Health  Access  America  Plan; 
nevertheless,  the  AMA’s  Health  Ac- 
cess America  Plan  is  an  important 
step  in  addressing  the  very  real  prob- 
lem of  the  indigent,  the  elderly,  and 
the  working  uninsured.  It  deserves  our 
support. 

(20)  Resolution  16  - Community 
Pharmacist 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 16  be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee feels  that  obviously  pharma- 
cists are  strong  allies  in  providing 
health  care  to  Oklahoma.  We  must 
support  our  local  pharmacists  or  we 
will  not  have  their  assistance  in  the 
future.  Your  Reference  Committee 
commends  the  fine  work  done  by  fam- 
ily pharmacists  in  Oklahoma. 

(21)  Late  Resolution  19  - Immuni- 
zations and  Vaccinations 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 19  be  adopted. 

Oklahoma  physicians  should  be 
commended  for  participation  in  the 
statewide  Medicare  influenza  vaccina- 


tion project  and  be  encouraged  to  con- 
tinue to  participate  in  the  project. 

(22)  Late  Resolution  20  • Medical 
Careers 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 20  be  amended  as  follows: 
Delete  the  second  Resolve.  It  was 


Maureen  Bynum,  Norman,  thanks  OSMA  of- 
ficers and  staff  for  their  support  as  she  ends 
her  year  as  OSMA  Auxiliary  president. 


the  opinion  of  your  Reference  Commit- 
tee that  the  issues  addressed  in  the 
second  Resolve  are  already  in  the  pur- 
view of  the  OSMA/OUHSC  Liaison 
Committee. 

(23)  Late  Resolution  22  - “Growing 
Healthy”  Curriculum 

Recommendation: 

Mr.  Speaker,  in  lieu  of  Late  Resolu- 
tion 22,  your  Reference  Committee 
recommends  the  following  Substi- 
tute Resolution  be  adopted: 

“ Resolved , That  the  OSMA  endorse 
programs  of  curricula  aimed  at  the 
prevention  of  health  care  problems 
through  education.” 

Mr.  Speaker,  your  Reference  Com- 
mittee feels  that  the  Growing  Healthy 
Program  is  indeed  an  excellent  one; 
however,  it  is  one  that  not  all  school 
districts  can  afford  and  the  Committee 


realizes  that  other  effective  programs 
may  be  available  to  school  districts. 

(24)  Late  Resolution  24  - National 
Nurses’  Day 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 24  be  adopted. 

Mr.  Speaker,  as  physicians,  we, 
more  than  anyone,  realize  the  role  of 
nurses  in  helping  our  patients  get 
well;  therefore,  we  should  be  leaders 
in  helping  nurses  get  the  respect, 
status,  and  remuneration  that  they  so 
richly  deserve. 

(25)  Late  Resolution  25  - Maternal 
Substance  Abuse  During  Preg- 
nancy 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 25  be  adopted. 

Mr.  Speaker,  clearly  the  problem 
of  drug-addicted  mothers  producing 
drug-addicted  babies  is  a very  serious 
one.  However,  the  prevalence  of  the 
problem  is  as  yet  unknown.  Therefore, 
your  Reference  Committee  strongly 
recommends  that  Late  Resolution  25 
be  adopted. 

(26)  Late  Resolution  27  - CME 
Courses 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 27  be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee notes  that  Dr.  Warren  Fllley,  in 
the  Council  on  Professional  and  Public 
Relations,  and  Dr.  Lofty  Basta, 
through  the  Council  on  Medical  Edu- 
cation, and  the  OSMA/OUHSC 
Liaison  Committee  are  already  work- 
ing to  address  these  problems.  Your 
Reference  Committee  recommends 
that  these  endeavors  continue  and 
that  this  resolution  be  adopted. 

(27)  Late  Resolution  29  - Environ- 
mental Health  Programs 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 29  be  adopted  as  amended 
as  follows: 

Delete  the  third  Resolve. 

Mr.  Speaker,  your  Reference  Com- 
mittee feels  that  while  the  intent  of 
the  Resolve  is  admirable,  it  could  lead 
to  further  unwanted  regulations.  It  is 
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also  the  Reference  Committee’s  opin- 
ion that  services  are  already  in  place 
to  monitor  problems  in  the  areas  de- 
scribed. 

Mr.  Speaker,  your  Reference  Com- 
mittee encourages  all  Oklahoma 
physicians  to  become  leaders  in  pro- 
tecting our  environment  and  educat- 
ing others  to  protect  it  as  well. 

(28)  Late  Resolution  30  - Funding 
For  OUHSC  Library  Endowment 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  adoption  of 
Late  Resolution  30. 

Mr.  Speaker,  your  Reference  Com- 
mittee realizes  the  debt  all  who 
graduated  from  the  OU  College  of 
Medicine  owed  to  our  school  library.  A 
library  is  any  university’s  backbone. 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  adoption  of  the 
Report  of  Reference  Committee  II,  as 
amended,  as  a whole. 

Mr.  Speaker,  this  concludes  the  Re- 
port of  Reference  Committee  II.  Your 
Reference  Committee  wishes  to  thank 
all  who  participated  in  the  hearing 
and  contributed  to  the  preparation  of 
this  report. 

Respectfully  submitted, 

William  O.  Coleman,  MD,  Chairman, 
Oklahoma  City 

Rosemary  Bellino,  MD,  Lawton 
David  J.  Confer,  MD,  TXilsa 
Robert  M.  Gold,  MD,  Tulsa 
Nick  Knutson,  MD,  Oklahoma  City 
Frederick  A.  Kuhn,  MD, 
Oklahoma  City 

Richard  A.  McKinne,  MD,  Muskogee 
Mike  Sulzycki,  Staff 
Susan  Tindall,  Staff 


Report  of  the 
COUNCIL  ON 
PROFESSIONAL  AND 
PUBLIC  RELATIONS 

Subject:  Annual  Report 

Presented  by:  Warren  V.  Filley,  MD, 
Chair 

Referred  to:  Reference  Committee  II 

Introduction 

The  Council  on  Professional  and 
Public  Relations  is  responsible  for  the 


internal  and  external  communica- 
tions of  the  Oklahoma  State  Medical 
Association,  including  maintaining 
understanding  among  patients  and 
physicians  and  keeping  members  in- 
formed about  programs  and  policies  of 
the  Association. 

Review  of  Activities 

The  Council  remained  active  this 
year  dealing  with  the  OSMA’s  Very  Im- 
portant Patient  (VIP)  program,  an  ef- 
fort to  identify  low  income  elderly  and 
place  them  with  a physician  who  will 
accept  Medicare  assignment. 

A statewide  solicitation  of  Okla- 
homa physicians  about  VIP  participa- 
tion received  an  excellent  response. 
Over  1,000  physicians  in  47  counties 
have  agreed  to  participate  in  the  pro- 
gram. The  number  continues  to  rise. 
The  map  attached  to  this  report  de- 
monstrates statewide  coverage. 

Efforts  will  continue  to  recruit 
more  physicians  into  the  program. 
Since  physicians  are  involved  with 
many  insurance  plans  and  most  offices 
are  very  busy,  efforts  must  continue  to 
remind  physicians  and  their  staffs 
about  the  program  and  how  it  func- 
tions. 

As  part  of  the  VIP  program,  the 
OSMA  continues  to  work  with  senior 
agencies  and  advocate  groups  to  enroll 
patients.  A flyer  (attached  to  this  re- 
port) was  produced  for  display  in 
senior  centers  as  were  advertising 
“slicks”  for  use  in  senior  publications. 

The  VIP  program  will  continue  to 
be  an  important  function  of  the  OSMA 
and  the  Council. 

In  other  activities  the  Council  con- 
tinues to  serve  as  the  OSMA’s  liaison 
with  both  print  and  broadcast  media. 
In  most  instances  that  relationship  re- 
mains cordial  and  productive. 

The  Council  works  with  KTOK 
radio  in  Oklahoma  City  and  the  Okla- 
homa News  Network  (ONN)  to  pro- 
duce a monthly  commentary  by  the 
OSMA  President  about  medical  is- 
sues. The  Council  is  currently  explor- 
ing with  the  ONN  the  feasibility  of 
producing  a regular  series  offering 
brief  items  of  medical  information  to 
Oklahomans. 

The  Council  continues  to  produce 
the  monthly  OSMA  News  and  contrib- 
utes material  on  occasions  to  the  Jour- 
nal of  the  OSMA. 


Objectives 

1.  Continue  to  produce  OSMA 
News. 

2.  Produce  Medical  Updates  as 
needed. 

3.  Support  VIP  program. 

4.  Work  with  Oklahoma  News  Net- 
work on  producing  a regular  series  of- 
fering medical  information. 

5.  Continue  “Viewpoint”  commen- 
taries on  KTOK  and  ONN. 

6.  Work  with  Oklahoma  Educa- 
tional Television  Authority  to  discuss 
feasibility  of  a program  — perhaps 
around  Doctor’s  Day  in  March  — about 
Oklahoma  physicians. 

7.  Work  with  specialty  societies  to 
produce  “phon-a-thons”  whereby  the 
public  would  be  given  the  opportunity 
to  talk  to  a physician  in  a given  spe- 
cialty. 

8.  Produce  radio  and  television 
public  service  announcements  as 
needed. 

Budget  Request:  $45,000.00 

Respectifully  submitted, 

Warren  V.  Filley,  MD,  Chairman 
Burdge  F.  Green,  MD 
Tim  L.  Grode,  MD 
Charles  K.  Harmon,  MD 
James  C.  King  III,  MD 
Gary  L.  Massad,  MD 

L.  Sam  Musallam,  MD 
John  W.  Phillips,  MD 
Lee  E.  Schoeffler,  MD 
Michael  R.  Talley,  MD 
James  A.  Young,  MD 

M.  Michael  Sulzycki,  OSMA  Staff 


Report  of  the 
COUNCIL  ON 
PUBLIC  AND 
MENTAL  HEALTH 

Subject:  Annual  Report 
Presented  by:  Robert  M.  Mahaffey, 
MD,  Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

It  is  the  goal  of  the  Council  on  Pub- 
lic and  Mental  Health  to  provide  the 
citizens  of  the  state,  as  well  as  OSMA 
members,  with  timely  information  re- 
garding the  medical  aspects  of  public 
health  and  oversee  needed  programs 
in  those  areas. 
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David  Bickham,  OSMA  executive  director,  and  Sara  R.  DePersio,  MD,  newly  elected  chair  of 
the  OSMA  Board  of  Trustees,  follow  discussions  during  the  board  meeting. 


Review  of  Activities 

This  Council,  as  always,  remains 
one  of  the  OSMA’s  most  active. 

As  usual,  this  Council  is  concerned 
with  the  issue  of  access  to  health  care 
both  for  indigents  and  the  working  un- 
insured. Much  time  was  spent  by  the 
Council  and  its  Perinatal  Task  Force 
in  reviewing  proposals  that  would  in- 
crease access  to  prenatal  care  for  all 
Oklahoma  women.  The  Council,  after 
much  discussion,  decided  not  to  en- 
dorse any  single  proposal  but  to  ask 
the  OSMA  to  initiate  progressive 
strategies  in  this  area. 

Concerning  indigent  care  as  a 
whole,  the  Council  reviewed  the  Amer- 
ican Medical  Association’s  Health 
Access  America  plan  and  its  many 
proactive  suggestions.  Therefore, 
rather  than  making  various  recom- 
mendations of  its  own,  the  Council  rec- 
ommends that  the  OSMA  endorse  the 
AMA  Health  Access  America  plan  and 
ask  appropriate  OSMA  Councils  U, 
work  to  implement  the  proposals. 

The  Council  also  initiated  a pro- 
gram on  Alcohol  and  Drug  Abuse  Edu- 
cation. The  Council  commends  Tulsa 
physicians  David  J.  Confer,  MD,  and 
Robert  W.  Block,  MD,  who  have  agreed 
to  put  on  an  educational  program  dur- 
ing the  OSMA  Annual  Meeting  to 
teach  physicians  and  auxilians  how  to 
return  to  their  communities  and  be- 
come active  with  church,  civic,  and 
school  groups  in  alerting  children  and 
teenagers  to  the  dangers  of  alcohol 
and  drug  abuse. 

The  Council’s  Perinatal  Task  Force 
experienced  another  busy  year.  The 
Task  Force  completed  work  on  a uni- 
form prenatal  care  record.  The  form 
was  presented  to  PLICO’s  Loss  Preven- 
tion Committee  and  endorsed  for  use 
by  Oklahoma  physicians.  PLICO  will 
encourage  all  Oklahoma  doctors  who 
deliver  babies  to  use  the  Prenatal  Task 
Force  form  or  the  one  endorsed  by  the 
American  College  of  Obstetricians/ 
Gynecologists. 

The  Perinatal  Task  Force  also  has 
begun  to  study  the  issue  of  maternal 
drug  use,  and  babies  bom  addicted 
and  will  become  more  active  in  this 
area  in  the  year  ahead. 

The  Council’s  Ad  Hoc  Committee 
on  AIDS  remains  very  active.  The 
Committee  contributes  information 
and  articles  to  the  Journal  of  the 
OSMA  as  needed  and  continues  to  in- 
terface with  physicians  and,  perhaps 


more  importantly,  non-medical  com- 
munity groups  concerned  with  AIDS 
and  the  HIV  vims.  The  Committee  in 
cooperation  with  the  Oklahoma  State 
Department  of  Health  and  other 
groups  plans  a billboard-radio  public 
service  announcement  campaign  to 
encourage  those  who  may  be  at  risk 
for  HIV  to  get  tested  and  treated.  The 
Committee’s  report  is  attached  to  this 
Council  report. 

A Committee  on  Physicians  and 
the  Environment  also  was  established 
this  year.  The  Committee’s  purpose 
will  be  to  educate  physicians  on  how 
disregarding  the  environment  can 
have  adverse  effects  on  their  patients 
and  to  encourage  physicians  to  become 
active  in  environmental  issues. 

The  Council’s  Maternal  Mortality 
Committee  meets  as  needed  and  did 
not  meet  this  year. 

Recommendations 

So  many  of  the  issues  of  the  Coun- 
cil deals  with  involving  access  to  care 
directly  affect  the  young  and  the  el- 
derly. 

The  OSMA  already  has  in  place  its 
Very  Important  Patient  Program  to 
help  low  income  senior  citizens  iden- 
tify a physician  who  will  take  Medi- 
care assigment.  But  there  are  many 
other  issues  facing  elderly  patients, 
such  as  long-term  care,  living  wills, 
etc. 

Therefore,  the  Council  recom- 


mends the  OSMA  create  a Committee 
on  Aging  to  function  under  the  Coun- 
cil. The  Committee  on  Aging  should 
consist  of  physicians  and  lay  persons 
and  meet  regularly  to  share  concerns; 
discuss  issues;  and  plan  action  when 
necessary. 

Likewise,  the  Perinatal  Task  Force 
addresses  issues  affecting  mothers 
and  young  children  but  there  are  many 
more  issues  facing  children  and  teen- 
agers, e.g.  drugs,  alcohol,  AIDS, 
suicide,  etc.  Therefore,  the  Council  rec- 
ommends the  OSMA  form  a Commit- 
tee on  Youth.  The  Committee  should 
consist  of  physicians  and  laymen  and 
should  meet  regularly  to  share  con- 
cerns; discuss  issues;  and  plan  action 
when  necessary. 

Objectives 

1.  Interface  with  Oklahoma  State 
Department  of  Mental  Health;  the  OU 
College  of  Public  Health;  the  OU  Col- 
lege of  Medicine;  and  the  Physician 
Manpower  Training  Commission. 

2.  Continue  to  support  the  Peri- 
natal Task  Force;  Maternal  Mortality 
Committee;  Ad  Hoc  Committee  on 
AIDS;  and  the  Committee  on  Physi- 
cians and  the  Environment. 

3.  Create  a Committee  on  Aging. 

4.  Create  a Committee  on  Youth. 

5.  Continue  to  develop  drug  and 
alcohol  education  programs. 

6.  Continue  to  develop  initiatives 
to  alleviate  the  problem  of  access  of 
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medical  care  for  indigent  and  unin- 
sured patients. 

Budget  Request: 

Council  Expenses  $ 500.00 

Subcommittee  Expenses:  500.00 

TOTAL  $1,000.00 

Respectfully  submitted, 

Robert  M.  Mahaffey,  MD,  Chairman 

Jodie  L.  Edge,  MD 

Edgar  M.  Cleaver,  MD 

Gordon  H.  Deckert,  MD 

Sara  R.  DePersio,  MD 

Hayden  H.  Donahue,  MD 

George  Gathers,  Jr.,  MD 

William  M.  Harsha,  MD 

Dwight  Holden,  MD 

Jerry  Hordinsky,  MD 

Gregory  Istre,  MD 

Bertha  M.  Levy,  MD 

Mukesh  T.  Parekh,  MD 

George  W.  Prothro,  MD 

Ralph  W.  Richter,  MD 

Joseph  D.  Ruffin,  MD 

Larry  G.  Willis,  MD 

M.  Michael  Sulzycki,  OSMA  Staff 


Report  of  the 
OSMA  AD  HOC 
COMMITTEE  ON  AIDS 

Subject:  Annual  Report 
Presented  by:  Ronald  O.  Gilcher,  MD 
Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

The  Ad  Hoc  Committee  on  AIDS 
is  now  a permanent  committee  under 
the  Council  on  Public  and  Mental 
Health.  The  Committee  will  decide 
what  title  will  be  appropriate  for  the 
Committee,  e.g.  “Retroviruses  Com- 
mittee.” 

The  charge  of  the  Committee  re- 
mains the  same,  to  educate  physicians 
and  the  public  about  HIV  disease. 

Review  of  Activities 

The  OSMA  Ad  Hoc  Committee  has 
trained  66  MDs  through  ongoing  one- 
day  conferences  around  the  state.  In 
addition  to  the  MDs,  several  DOs, 
RNs,  and  other  health  care  workers 
have  taken  advantage  of  the  training 
brought  to  their  area,  totaling  110 
trained.  MDs  were  offered  CMEs. 


The  Committee  is  undertaking  a 
statewide  public  awareness  campaign 
with  the  emphasis  in  the  Tulsa  and 
Oklahoma  City  areas.  The  Committee 
feels  it  is  very  important  to  make  the 
public  aware  that  early  testing  for 
HIV  infection  can  be  advantageous  to 
the  patient  since  prophylactic  meas- 
ures can  be  administered  to  forestall 
AIDS. 

Recommendations 

(1)  The  attached  AIDS  UPDATE 
from  the  AIDS  Division  of  the  OSDH 
can  be  subscribed  to  by  making  writ- 
ten request  to  the  AIDS  Division, 
Oklahoma  State  Department  of 
Health,  PO  Box  53551,  OKC,  73152. 

(2)  The  Committee  recommends 
continuing  the  HIV  Education  Confer- 
ences around  the  state. 

(3)  The  Committee  also  recom- 
mends continuing  with  additional 
public  awareness  efforts,  e.g.,  an  AIDS 
Call-in  Day  for  public  access  through 
the  1-800  number  at  OSMA. 

Respectfully  submitted, 

Ronald  O.  Gilcher,  MD,  Chairman 

Jeffrey  A.  Beal,  MD 

Aline  Brown,  MD 

Jay  P.  Cannon,  MD 

Donald  L.  Cooper,  MD 

Jodie  L.  Edge,  MD 

Douglas  P.  Fine,  MD 

James  D.  Funnell,  MD 

John  Harkess,  MD 

James  P.  Hutton,  MD 

Gregory  Istre,  MD 

Jennifer  Johnson,  MD 

Lloyd  A.  Owens,  MD 

J.  Michael  Pontious,  MD 

Philip  J.  Rettig,  MD 

Eric  L.  Westerman,  MD 

Richard  Wright,  PhD 

Claudia  Kamas,  OSMA  Staff 


Report  of  the 
COUNCIL  ON 
MEDICAL  SERVICES 

Subject:  Annual  Report 

Presented  by:  Ronald  S.  Barlow,  MD, 
Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

The  Council  has  continued  to  pro- 
vide a service  to  the  public  of  review- 
ing complaints  and  grievances  against 


physicians.  The  Council  has  adopted 
guidelines  for  the  review  and  adjudica- 
tion of  certain  types  of  complaints 
from  patients,  family  members,  and 
other  professionals.  In  certain  cases, 
the  Council  will  review  cases  pre- 
sented by  insurance  companies.  The 
Council  has  addressed  numerous  is- 
sues as  it  relates  to  quality  of  medical 
care,  peer  review,  and  standards  of 
practice.  Under  the  purview  of  this 
Council  is  the  Joint  OSMA  Pharma- 
ceutical Association  Committee.  This 
Committee  is  comprised  of  several 
physicians  that  have  their  pharmacy 
degrees.  They  deal  with  a number  of 
issues  as  it  relates  to  the  physician 
and  his  interaction  with  the  phar- 
maceutical industry. 

The  council  is  also  available  to  the 
Board  of  Trustees  and  the  House  of 
Delegates  to  handle  any  special  pro- 
jects that  it  may  desire  to  assign. 

Review  of  Activities 
The  Council  has  continued  to  review 
and  adjudicate  various  types  of  grie- 
vances between  physicians  and  pa- 
tients or  physicians  and  third  party 
carriers.  The  Council  has  met  three 
times  since  the  1989  OSMA  Annual 
Meeting. 

Council  Statistics  (1989-1990) 

From  January,  1989  to  April  15, 
1990,  43  cases  have  been  reviewed  by 
the  Council.  The  breakdown  is  as  fol- 
lows: Cases  adjudicated  and  closed  — 

37 ; Cases  pending  for  further  informa- 
tion and/or  review  — 6;  Total  — 43. 
During  this  same  period  of  time,  16 
phone  calls  were  handled  which  never 
evolved  into  formal  complaints. 

During  the  year,  the  Council  de- 
veloped guidelines  to  handle  disputes 
between  OSMA  member  physicians 
and  hospital  medical  staffs  involving 
staff  privileges  and  practice  privileges 
or  credentialing.  These  guidelines 
were  approved  by  the  Board  of  Trus- 
tees, February  18,  1990.  The  Council 
also  discussed  the  practice  of  physi- 
cians utilizing  physician  assistants  as 
assistant  surgeons  and  allowing  them 
to  bill  20-25%  for  their  services.  After 
considerable  discussion  and  investiga-  || 
tion  into  this  matter,  the  Council  has 
taken  a position  that  the  practice  of 
allowing  a physician  assistant  to  bill 
an  insurance  company  for  20%  as  an 
“assistant  surgeon”  is  not  acceptable. 
The  Council  has  also  reviewed  other 
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areas  such  as  oxidative  therapy  and 
temporomandibular  joint  syndrome. 
The  Council  has  been  kept  up-to-date 
and  monitored  the  activities  of  the 
State  Employees  and  Education  Group 
Insurance  Program. 

The  Joint  OSMA  and  Pharmaceut- 
ical Association  Committee  has  writ- 
ten an  article  on  management  of  pa- 
tients on  H2  antagonists.  The  article 
will  be  presented  in  the  OSMA  Jour- 
nal [May  1990]  and  newsletter.  I per- 
sonally want  to  thank  the  members  of 
this  Council  and  the  staff  who  have 
put  in  a great  deal  of  time  reviewing 
cases  and  various  topics  in  order  to 
make  tough  decisions  in  the  best  in- 
terest of  OSMA  and  the  medical  pro- 
fession. 

Respectfully  submitted, 

Ronald  S.  Barlow,  MD,  Chairman 

James  P.  Hutton,  MD 

John  A.  Blaschke,  MD 

Earl  M.  Bricker,  Jr.,  MD 

John  R.  Christiansen,  MD 

A.  Paul  Compton,  MD 

Donald  L.  Cooper,  MD 

Harriett  J.W.  Coussons,  MD 

Kurt  Frantz,  MD 

Jay  A.  Gregory,  MD 

Charles  K.  Harmon,  MD 

Mark  A.  Kelley,  MD 

Bartis  M.  Kent,  MD 

Brent  W.  Laughlin,  MD 

Ray  V.  McIntyre,  MD 

John  H.  Migliaccio,  MD 

Gregory  A.  Parker,  MD 

John  R.  Perkins,  MD 

Donald  R.  Stout,  MD 

Boyd  O.  Whitlock,  MD 

Lyle  R.  Kelsey,  Staff 

Joint  OSMA  Pharmaceutical 
Association  Committee 
Tom  Whitsett,  MD,  Chairman 
Melvin  Brill,  MD 
Robert  Daniels,  MD 
James  D.  Funnell,  MD 
Carl  Manion,  MD 
Lyle  Kelsey,  Staff 


Report  of  the 
COUNCIL  ON 
MEDICAL  EDUCATION 

Subject:  Annual  Report 

Presented  by:  Lofty  L.  Basta,  MD, 
Referred  to:  Reference  Committee  II 


Introduction 

The  Oklahoma  State  Medical  As- 
sociation Council  on  Medical  Educa- 
tion studies  and  makes  recommenda- 
tions related  to  all  matters  of  main- 
taining or  improving  the  level  of  med- 
ical competency  in  Oklahoma,  includ- 
ing but  not  limited  to,  maintaining 
liaison  with  other  emerging  health 
professions  or  occupations,  to  conduct- 
ing continuing  medical  education  pro- 
grams in  Oklahoma.  The  Council  also 
monitors  continuing  medical  educa- 
tion standards  as  they  may  be  required 
by  association  policy. 

Review  of  Activities 

During  the  year,  the  Council  cor- 
responded with  the  following  accre- 
dited hospitals,  requesting  a list  of 
CME  programs  they  have  sponsored 
during  the  last  year  and  any  changes 
in  medical  directors: 

Baptist  Medical  Center,  OKC 

Duncan  Regional  Hospital, 
Duncan 

Hillcrest  Medical  Center, 

Tulsa 

Mercy  Health  Center,  OKC 

Presbyterian  Hospital,  OKC 

South  Community  Hospital,  OKC 

St.  Anthony  Hospital,  OKC 

St.  Francis  Hospital, 

Tulsa 

St.  John  Medical  Center, 

Tulsa 

Stillwater  Medical  Center, 
Stillwater 

The  Physician  Nurse  Committee, 
appointed  by  John  Alexander,  MD,  as 
president  of  the  OSMA,  met  twice  in 
the  past  year.  (See  attached  report.) 
The  charge  of  the  Committee  is  to  im- 
prove physician  and  nurse  relations. 

Recommendations 

(1)  The  Council  recommends  the 
OSMA  consider  endorsing  the  cur- 
riculum “Growing  Healthy.”  (Copy  At- 
tached.) (See  Resolution  #22  in  Refer- 
ence Committee  II.) 

(2)  The  Council  recommends  the 
OSMA  encourage  physicians  to  in- 
teract with  young  people  in  their  com- 
munities to  encourage  more  students 
to  become  interested  in  medical 
school.  (See  Resolution  #21  in  Refer- 
ence Committee  II.) 

(3)  The  Council  recommends  the 
OSMA  continue  to  support  and  work 
for  additional  state  funding  for  the 


OUHSC  College  of  Medicine. 

(4)  The  Council  on  Medical  Educa- 
tion recommends  the  Physician/Nurse 
Committee  continue  to  meet  in  the  up- 
coming year  as  a subcommittee  of  this 
Council. 

Budget  Request:  $2,000.00 

Respectfully  submitted, 

Lofty  L.  Basta,  MD,  Chairman 

Irwin  H.  Brown,  MD,  Vice-Chairman 

Edward  Brandt,  MD 

Robert  T.  Buchanan,  MD 

Dan  Duffy,  MD 

Ward  M.  Hardin,  MD 

John  Huser,  MD 

Robert  W.  King,  Jr.,  MD 

Thomas  N.  Lynn,  Jr.,  MD 

Richard  McDowell,  MD 

Harris  J.  Moreland,  MD 

David  Schrum,  MD 

B.  Shushan  Sharma,  MD 

Tim  Smalley,  MD 

Edward  J.  Tomsovic,  MD 

Terri  Gallmeier,  PhD 

Claudia  Kamas,  OSMA  Staff 


Attachment  to  the  Report  of  the 
Council  on  Medical  Education 

REPORT  TO  THE 
PHYSICIAN/NURSE  COMMITTEE 

In  an  effort  to  improve  physician  and  nurse  relations, 
John  Alexander,  MD,  President  of  the  Oklahoma  State 
Medical  Association,  appointed  a Physician/Nurse  Com- 
mittee with  the  following  members: 

John  R.  Alexander,  MD,  Tulsa 
Lofty  L.  Basta,  MD,  Tulsa 
William  L.  Hughes,  MD,  OKC 
Billy  D.  Dotter,  MD,  Okeene 
Peggy  Hart,  RN,  Konawa 
Pam  Price  Hoskins,  RN,  Tulsa 
Barbara  Clyde,  RN,  Lawton 
Cindy  Lyons,  RN,  Tulsa 
Kathi  Straw,  RN,  Norman 
Frances  Waddle,  RN,  OKC 
Andrea  Wast,  RN,  Ada 
Staff:  Claudia  Kamas 

The  Committee  has  met  two  times.  At  the  last  meet- 
ing, the  members  agreed  that  OSMA  would  write  a letter 
to  the  OUHSC  stating  that  the  liaison  committee  of  the 
OSMA  and  ONA  voice  disapproval  of  an  RCT  curriculum. 
In  lieu  of  this  curriculum,  the  committee  urges  the  expan- 
sion and  further  funding  of  the  existing  programs  for 
registered  nurses.  As  an  additional  step,  OSMA  will  let 
the  AMA  know  that  OSMA  is  not  in  favor  of  the  RCT 
licensing. 

A task  force  of  OSMA/ONA  staff  will  gather  informa- 
tion on  the  nurse  shortage  in  the  Tulsa  area.  This  informa- 
tion will  be  reviewed  at  the  next  committee  meeting. 

The  ONA  and  OSMA  representatives  agreed  to  work 
together  towards  establishing  a nationally  accredited, 
state  supported  baccalaureate  level  program  to  graduate 
100  students  annually  in  the  Tulsa  area.  Once  the  data 
is  gathered,  the  committee  will  make  formal  recommen- 
dations to  the  OSMA  Board  of  Trustees. 

There  are  several  OSMA/ONA  joint  public  relations 
efforts  afoot  showing  compatibility  between  physicians 
and  nurses.  These  will  b^  published  in  the  OSMA  Journal 
and  the  ONA  monthly  publication. 

There  was  a lot  of  discussion  on  the  importance  of 
doctor/nurse  relationships  in  hospitals  and  office  settings. 
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There  was  discussion  on  setting  programs  to  be  presented 
in  mandatory  attendance  situations,  i.e.  presentations  to 
general  hospital  staffs  or  possibly  loss  prevention  semi- 
nars. 

The  committee  members  feel  that  this  committee  has 
created  an  abundance  of  good  and  a cooperative  attitude 
between  nurses  and  physicians. 

Attachment  to  the  Report  of  the 
Council  on  Medical  Education 
Reference  Committee  II 

“GROWING  HEALTHY”  IS  A UNIQUE  PROGRAM 

Comprehensive  — covers  psychologic,  social  and  physical 
components 

Starts  in  Kindergarten-Grade  7 with  Teenage  teaching 
modules  Grades  8-12 

Includes  systems  structures  and  function  (science)  en- 
riches “English”  vocabulary  and  emphasis  hazards  of 
smoking  and  alcohol  as  well  as  drugs,  AIDS,  violence, 
etc.  A special  program  about  sex  education  is  available 
and  can  be  incorporated. 

Flexible  and  adaptable:  effective  regardless  of  social  class, 
race,  town  or  neighborhood  (refer  to  list  of  schools 
involved) 

Universal  acceptance  by  teachers,  students,  and  families. 
Validated  through  longitudinal  studies  and  refined  over 
many  years  of  maturing  as  a curriculum. 

Hands  on  utilizing  a variety  of  educational  media  which 
makes  a difficult  subject  amusing  and  fun. 

Teacher  training  is  the  heart  of  the  program. 

Establishes  measurable  objectives  and  performance  stan- 
dards. 

Time  and  Cost  Effective  — undue  duplication  is  avoided. 
Avoids  the  fragmentation  of  teaching  about  drugs,  al- 
cohol, teenage  pregnancy,  social,  etc,  as  separate  sub- 
jects. All  of  these  have  common  underpinnings  and 
components. 

Upgrade,  quality  control,  communication  can  be  by  all 
participants. 


Report  of  the 
YOUNG  PHYSICIANS 
SECTION 

Subject:  Annual  Report 
Presented  by:  Garry  Pohoretsky,  MD, 
Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

Recognizing  the  importance  and 
involvement  of  young  physicians  in  or- 
ganized medicine,  the  American  Med- 
ical Association,  in  June  of  1986, 
created  the  AMA  Young  Physicians 
Section.  Similarly,  in  May  of  1987,  the 
Oklahoma  State  Medical  Association 
amended  its  Bylaws  to  create  the 
OSMA  Young  Physicians  Section. 

Review  of  Activities 

The  OSMA  Young  Physicians  Sec- 
tion continues  to  pursue  greater  in- 
volvement from  its  under-40-years-of- 
age  members. 

In  the  American  Medical  Associa- 
tion House  of  Delegates,  Oklahoma’s 
representation  is  equally  strong  with 
Garry  Pohoretsky,  MD,  and  Donald  E. 


Crawley,  MD,  serving  as  Delegate  and 
Alternate  Delegate  respectively. 

Conclusions 

The  OSMA  Young  Physicians  Sec- 
tion intends  to  increase  its  member- 
ship and  thereby  bring  the  views  and 
interests  of  young  physicians  before 
the  OSMA  and  AMA.  Thanks  largely 
in  part  to  the  OSMA’s  continued  Uni- 
fied State  Status,  the  Young  Physi- 
cians Section  in  Oklahoma  will  once 
again  be  recognized  as  a national 
leader  in  membership  recruitment 
and  retainment. 

On  behalf  of  the  YPS  Section,  may 
I convey  to  the  OSMA  our  sincere  ap- 
preciation for  its  support. 

Budget  Request:  $3,000.00 

Respectfully  submitted, 

Garry  Pohoretsky,  MD,  Chairman 


Report  of  the 

OSMA  MEDICAL  STUDENT 
SECTION 

Subject:  Annual  Report 
Presented  by:  M.  Michael  Sulzycki 
Referred  to:  Reference  Committee  II 

Introduction 

The  OSMA  Medical  Student  Sec- 
tion consists  of  350  members  from  the 
OU  College  of  Medicine  at  the  Health 
Sciences  Center  and  the  OU  College 
of  Medicine-Tulsa.  The  purpose  of  the 
Section  is  to  introduce  students  to  or- 
ganized medicine  and  the  issues  that 
affect  the  practice  of  medicine. 

Review  of  Activities 

The  Section  sponsors  a welcoming 
picnic  for  freshmen  medical  students 
and  looks  forward  to  planning  a wel- 
coming reception  for  third-year  stu- 
dents in  Tulsa. 

In  addition,  the  Section  sponsors  a 
series  of  Roundtable  Luncheons  that 
brings  freshmen  students  together 
with  practicing  physicians  to  discuss 
the  legal,  ethical  and  regulatory  as- 
pects of  the  practice  of  medicine. 

The  Section  also  sponsors  an  AIDS 
Speakers  Bureau  and  produced  a slide 
presentation  which  students  take  to 
high  school  and  college  groups  to  en- 
courage those  students  to  consider 
careers  in  medicine. 


Medical  student  members  also  at- 
tend meetings  of  OSMA  Councils  and 
Board  of  Trustees. 

Medical  student  delegates  from 
both  campuses  represent  the  OSMA 
and  their  schools  at  national  meetings 
of  the  AMA  Medical  Student  Section. 

Budget  request:  $11,000.00 

Respectfully  submitted, 

M.  Michael  Sulzycki, 

OSMA  Staff 


Report  of  the 

HOSPITAL  MEDICAL  STAFF 
SECTION 

Subject:  Annual  Report 
Presented  by:  William  O.  Coleman, 

MD,  Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

The  Hospital  Medical  Staff  Section 
provides  a means  to  address  the  re- 
lationship between  members  of  the 
OSMA  and  hospital  medical  staffs.  It 
establishes  and  maintains  a communi- 
cations liaison  with  organized  hospi- 
tal medical  staffs,  develops  policy  rec- 
ommendations regarding  medical 
staff  relations  for  consideration  by  the 
association,  and  establishes  and  main- 
tains relations  with  federal  and  state 
government  entities  having  statutory 
or  regulatory  jurisdiction  affecting 
hospital  medical  staffs.  The  Section 
monitors  and  communicates  to  the 
OSMA  the  activities  of  the  Hospital 
Medical  Staff  Section  to  the  American 
Medical  Assocaition. 

Review  of  Activities 

The  Hospital  Medical  Staff  Section 
is  hosting  a breakfast  meeting  on  May 
5,  1990,  during  the  Annual  Meeting 
of  the  OSMA.  HMSS  has  had  an  excel-  }'■ 
lent  response.  Some  of  the  physicians 
responding  are  not  members  of  the 
OSMA.  In  order  to  have  a broader  par- 
ticipation of  hospital  staffs,  it  has  been 
recommended  that  the  Section  by-laws 
be  revised  to  include  physicians  ap- 
pointed by  the  chief  of  the  medical  staff 
of  each  hospital  and/or  those  physi-  I 
cians  elected  by  a vote  of  the  active  * 
hospital  staff.  HMSS  will  have  a vot- 
ing delegate  at  the  1990  OSMA  An- 
nual Meeting. 
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Humorist  Jeanne  Robertson  coaxes  a rendition  of  "Oklahoma"  from  President  Perry  A. 
Lambird,  MD,  during  inaugural  festivities.  Behind  them,  AMA  Trustee  William  A.  Jacott,  MD, 
knows  he's  up  next. 


John  Foley,  Asst.  District  Attorney, 
OKC 

Terri  Gallmeier,  PhD,  OUHSC 
Thomas  W.  Gruber,  District  Attorney, 
Alva 

Senator  Maxine  Homer 
Fred  B.  Jordan,  MD 
Thomas  Kemper,  OKC  Commission 
On  Children  and  Youth 
William  R.  Kennedy,  DO 
Representative  Linda  Larason 
Ms.  Chloe  Shi  Odom,  Lt.  Governor’s 
Office 

Sherry  Plemmons,  Committee  on 
Child  Abuse,  State  Health  Dept. 
Christian  Ramsey,  Jr.,  MD 
Jane  Schwartz,  MD,  OUHSC 
Honorable  Deborah  Shallcross 
Teresa  Stacy,  MD,  OUHSC 
Diana  Stell,  DHS 
John  Stuemky,  MD 
Steven  Suttle,  District  Attorney, 
Altus 

Julie  Wherry,  Juvenile  Justice  Center, 
OKC 

Bob  Jones,  OK  Osteopathic  Assn. 
Claudia  Kamas,  OSMA 


Recommendations 

The  goal  of  the  Hospital  Medical 
Staff  Section  is  to  continue  to  increase 
the  membership  and  visibility  in 
Oklahoma. 

Budget  Request:  $1,000.00 

Respectfully  submitted, 

William  Coleman,  MD,  Chairman 


Report  of  the 
OSMA  CHILD  ABUSE 
TASK  FORCE 

Subject:  Annual  Report 
Presented  by:  Ray  V.  McIntyre,  MD 
Referred  to:  Reference  Committee  II 

Introduction 

The  Oklahoma  State  Medical  As- 
sociation is  nearing  completion  of  its 
task.  What  was  Senate  Bill  73  last 
year  is  now  revised  and  reintroduced 
as  HB  2331.  This  was  a bill  introduced 
by  Senator  Ben  Brown  at  the  request 
of  Ray  V.  McIntyre,  MD,  while  serving 
as  President  of  OSMA.  A subcommit- 
tee of  the  task  force  has  met  and  re- 


written the  bill  to  carry  out  the  same 
concept  with  some  revision. 

Review  of  Activities 

HB  2331  passed  out  of  the  House 
Committee  on  Children  and  Youth 
which  is  chaired  by  the  House  author, 
Rep.  Linda  Larason.  The  bill  passed 
out  of  the  House  of  Representatives. 

In  the  Senate  Committee  on 
Human  Resources,  HB  2331  passed 
with  a crippled  title  so  the  day  after 
the  bill  passes  the  Senate  floor,  it  will 
go  to  conference  committee  to  work  out 
details. 

Recommendations 

The  Child  Abuse  Task  Force  recom- 
mends that  OSMA  continue  to  support 
the  bill  in  its  current  form. 

Respectfully  submitted, 

Ray  V.  McIntyre,  MD,  Chairman 
Ann  Beam,  DHS 
Robert  Block,  MD 
Barbara  Bonner,  PhD,  OUHSC 
Senator  Ben  Brown 
Judge  Sidney  D.  Brown 
Eva  Carter,  Institute  for  Child 
Advocacy 

Ms.  Kyle  Dahlem,  OEA 
Senator  Kay  Dudley 


Report  of  the 
JOURNAL  OF  THE 
OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 

An  Addendum  to  the  Report  of  the 
Council  on  Professional  and  Public  Relations 

Subject:  Annual  Report 
Presented  by:  Ray  V.  McIntyre,  MD, 
Editor-in-Chief 

Referred  to:  Reference  Committee  II 

Introduction 

The  Journal  of  the  Oklahoma 
State  Medical  Association  has  main- 
tained its  position  as  one  of  the  na- 
tion’s finest  medical  publications  by 
providing  its  readers  with  timely,  sig- 
nificant scientific  articles  and  special 
feature  stories.  It  continues  to  serve 
as  an  open  forum  for  the  exploration 
and  discussion  of  issues  vital  to  the 
physicians  of  Oklahoma  and  remains 
a popular  and  important  benefit  of 
membership  in  the  association. 

Award  from  Sandoz 

The  Journal  has  earned  national 
recognition  once  again,  winning  Hon- 
orable Mention  in  this  spring’s  15th 
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James  B.  Pitts,  MD,  Oklahoma  City,  is  one  of  five  physicians  commended  by  the  Board  of 
Trustees  for  his  years  of  service  as  a delegate  to  the  AMA.  Presenting  the  award  is  M.  Joe 
Crosthwait,  MD,  Midwest  City,  chairman  of  the  Oklahoma  delegation. 


annual  Sandoz  Pharmaceuticals  med- 
ical journalism  competition. 

This  is  the  third  Sandoz  award  in 
four  years  for  the  Journal,  which 
won  a Special  Award  last  year  and 
First  Prize  in  1987.  The  Journal  also 
finished  first  in  1978  and  earned  Hon- 
orable Mention  in  1983. 

The  Sandoz  awards,  which  recog- 
nize the  unique  importance  of  state 
and  local  professional  journals,  are 
based  on  outstanding  design  and  edi- 
torial qualities.  Judge  Paul  Fisher, 
professor  at  the  University  of  Missouri 
School  of  Journalism,  commended  the 
Journal’s  neatness,  attention  to  de- 
tail, and  strong  editorial  performance. 
He  concluded,  “It’s  a very  solid,  very 
professional,  very  well  edited  publica- 
tion.” 

Craig  D.  Burrell,  MD,  vice  presi- 
dent of  Sandoz,  said,  “Readers  of  med- 
ical and  pharmaceutical  publications 
receive  stacks  of  journals,  magazines, 
and  other  mail.  It  is  a tribute  to  the 
editorial  staffs  of  these  low-budget 
local  publications  that  they  are  so  av- 
idly read  by  many  readers  who  rank 
them  with  major  national  media.” 

Twenty-seven  prizes  were  awarded 
this  year  to  publications  in  five  cate- 
gories — state  medical  associations, 
local  medical  publications,  state  phar- 
maceutical associations,  hospitals, 
and  newsletters. 

Charlotte  S.  Leebron  Award 

The  Editorial  Board  has  named 
Warren  M.  Crosby,  MD,  as  winner  of 
the  1989  Charlotte  S.  Leebron  Award. 
The  $500  Leebron  Award,  presented 
at  the  OSMA  Annual  Meeting,  goes 
to  the  physician  author(s)  of  the  best 
scientific  paper  published  in  the  Jour- 
nal each  year.  Dr.  Crosby’s  winning 
paper,  “Twin  Pregnancy:  An  Appraisal 
of  Management  Options,”  appeared  in 
the  October  1989  issue.  Board  mem- 
bers noted  it  was  increasingly  unusual 
to  find  such  a comprehensive  paper 
written  by  a single  author. 

Review  of  Activities 

In  1989,  the  Journal  published 


28  scientific  manuscripts  and  6 other 
major  articles  representing  the  efforts 
of  84  different  authors. 

The  Leaders  in  Medicine  series 
continues,  focusing  on  state  physi- 
cians who  have  made  significant  con- 
tributions to  Oklahoma  medicine  and 
who,  in  the  opinion  of  the  Editorial 
Board,  deserve  to  be  recognized  for 
their  accomplishments.  The  De- 
cember 1989  issue  featured  a story  on 
Leroy  Goodman,  MD,  of  Yukon. 

A special  tribute  to  Dr.  Mark  R. 
Johnson  highlighted  the  June  1989 
issue.  Dr.  Johnson  was  editor-in-chief 
of  the  Journal  for  more  than  20  years 
before  stepping  down  last  year.  He 
serves  now  as  editor  emeritus. 

Recognizing  the  importance  of  ex- 
tending Journal  distribution  to  resi- 
dent physicians,  the  OSMA  House  of 
Delegates  voted  last  year  to  increase 
resident  dues  to  $21  to  cover  the  cost 
of  a subscription.  Sample  copies  were 
included  in  membership  solicitations 
mailed  to  residents  last  fall,  and  by 
May  1,  1990,  some  265  residents  had 
paid  their  dues  and  were  receiving  the 
Journal. 


Budget  Notes 

Cost  cutting  measures  instituted 
by  the  Journal  in  1988  reduced  total 
printing  expenses  more  than  $15,000 
from  the  1987  level.  And  while  savings 
in  1989  were  not  as  dramatic,  the 
downward  trend  did  continue,  with 
printing  costs  totaling  almost  $3,000 
less  than  in  1988. 

Subscription  rates  for  1991  will  be 
held  at  the  current  level,  $20  a year 
for  members  and  $30  a year  for  non- 
members. 

Advertising  rates  will  be  raised 
10%,  effective  January  1,  1991.  The  in- 
crease will  offset  a 5%  rate  hike  from 
the  Transcript  Press  later  this  year 
and  a likely  increase  in  second  class 
postage  rates  next  January,  which 
local  officials  guess  will  be  20%-25%. 

Respectfully  submitted, 

Ray  V.  McIntyre,  MD,  Editor-in-Chief 
Harris  D.  Riley,  Jr.,  MD,  Editor 
Robert  L.  Scott,  MD,  Editor 
Susan  Records,  Managing  Editor 
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Reference  Committee  III 

REPORTS  TO  THE 
HOUSE  OF  DELEGATES 


Report  of 

REFERENCE  COMMITTEE  III 

Presented  by:  Charles  K.  Harmon, 
MD,  Chairman 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates,  Reference  Com- 
mittee III  has  carefully  considered  the 
items  which  were  referred  to  it  and 
submits  the  following  report: 

(1)  Report  of  the  Council  on  Gov- 
ernmental Activities 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Governmen- 
tal Activities  be  adopted. 
Reference  Committee  III  wishes  to 
recognize  and  commend  the  outstand- 
ing work  of  this  Council  under  the 
leadership  of  Council  Chairman  Perry 
A.  Lambird,  MD. 

(2)  Report  of  the  Council  on  State 
Legislation  and  Regulation 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  State  Legis- 
lation and  Regulation  be  adopted. 
Reference  Committee  III  wishes  to 
recognize  the  importance  of  the  Coun- 
cil on  State  Legislation  and  Regula- 
tion and  commends  all  members  on 
the  Council,  Chairman  Larry  L.  Long, 
and  Otie  Ann  Fried. 


(3)  Report  of  the  Council  on 
Member  Services 

Recommendation: 

Mr.  Speaker,  Reference  Committee 
III  recommends  that  the  report  of 
the  Council  on  Member  Services 
be  filed. 

Mr.  Speaker,  the  Reference 
Committee  feels  that  the  endorse- 
ment of  any  program  that  might 
result  in  income  to  the  OSMA 
should  not  be  at  the  expense  of  the 
individual  members  of  the  Associ- 
ation. 

Reference  Committee  III  com- 
mends all  members  of  this  Council  in- 
cluding the  Chairman  William  G. 
Bernhardt,  MD. 

(4)  Report  of  the  Oklahoma  Medi- 
cal Political  Action  Committee 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee III  recommends  that  the  Re- 
port of  the  Oklahoma  Medical 
Political  Action  Committee  be 
filed. 

Reference  Committee  III  wishes  to 
recognize  and  commend  the  outstand- 
ing work  of  this  Committee  and  its 
Chairman,  Larry  L.  Long,  MD.  Refer- 
ence Committee  III  would  like  to  rec- 
ognize Camille  Harrison  and  the  en- 
tire OSMA  Auxiliary  on  behalf  of  this 
important  committee. 

(5)  Report  of  the  Physician  Recov- 
ery Committee 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee m recommends  that  the  Re- 


port of  the  Physician  Recovery 
Committee  be  filed. 

Reference  Committee  III  has  re- 
viewed the  Report  of  the  Physician  Re- 
covery Committee  and  notes  the  sig- 
nificant success  in  the  program.  The 
Committee  wishes  to  express  its  ap- 
preciation to  J.  Darrel  Smith,  MD, 
Medical  Director,  and  Mason  Lyons, 
MD,  Assistant  Medical  Director,  for 
their  commitment  to  the  program. 

(6)  Resolution  6 - IRS  Proposed 
Regulations 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 6 be  adopted. 

Reference  Committee  III  recog- 
nizes the  need  for  the  withdrawal  of 
the  proposed  IRS  Regulations  outlined 
in  Resolution  6 and  heard  no  opposi- 
tion to  this  Resolution. 

(7)  Resolution  7 - Feasibility 

Study  - State  Insurance  Pool 

. Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee III  recommends  that  Reso- 
lution 7 be  referred  to  the  OSMA 
Board  of  Trustees. 

Reference  Committee  III  heard  con- 
siderable comments  regarding  state 
insurance  risk  pools  and  recognizes 
the  need  to  expand  insurance  coverage 
to  those  now  uninsured  or  underin- 
sured. The  complexity  of  this  issue 
which  is  currently  under  study  by  the 
AMA,  Congress,  DHS,  the  insurance 
industry,  and  others,  requires  inten- 
sive study. 

(8)  Resolution  8 - Medicare  Regula- 
tions 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee III  recommends  adoption  of 
Resolution  8 as  amended  below. 

Omit  “as  they  are  released”  on 
Line  12  and  insert  the  words  “prior 
to  their  implementation.” 

Mr.  Speaker,  your  Reference  Com- 
mittee concurs  with  the  intent  of  Res- 
olution 8 as  it  pertains  to  regulations 
associated  with  Medicare. 

(9)  Resolution  13  - Medicare 

Single-Zone  Reimbursement; 
Resolution  15  - Budget  Neutral 
Medicare  Single-Zone  Reim- 
bursement 
Recommendation: 
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The  Reference  Committee  recom- 
mends that  Resolution  13  be 
adopted  in  lieu  of  Resolution  15 
and  that  the  Stephens  County 
Medical  Society  be  added  as  a co- 
author of  the  Resolution.  The  Ref- 
erence Committee  further  recom- 
mends that  Resolution  15  not  be 
adopted. 

Mr.  Speaker,  the  Reference  Com- 
mittee heard  support  for  both  Resolu- 
tions 13  and  15.  Both  Resolutions  re- 
quest the  same  resolve. 

(10)  Late  Resolution  18  - Medicare 
Reimbursement  Campaign 

Recommendation: 

Mr.  Speaker,  Reference  Committee 
III  recommends  that  Late  Resolu- 
tion 18  be  adopted  and  that  an  as- 
sessment be  levied  at  the  discre- 
tion of  the  Board  of  Trustees  not  to 
exceed  the  limits  specified  in  the 
Resolution. 

Mr.  Speaker,  Reference  Committee 
III  heard  widespread  support  for  a 
special  assessmet  of  the  OSMA  mem- 
bership to  finance  a campaign  to 
achieve  equal  and  fair  reimbursement 
by  Medicare  for  all  Oklahoma  physi- 
cians. This  Reference  Committee  be- 
lieves that  this  process  will  only  be 
accomplished  through  the  support  of 
Medicare  beneficiaries  and  senior  ad- 
vocacy groups. 

(11)  Late  Resolution  21  - University 
of  Oklahoma  College  of  Medicine 
Funding 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee III  recommends  that  Late 
Resolution  21  be  adopted  as 
amended  to  read  as  follows: 

Your  Reference  Committee  III 
wholeheartedly  concurs  with  the  in- 
tent of  Resolution  21  and  amends  by 
clarification.  On  Line  9 delete  the 
following  the  word  “regulation”  and 
insert  the  language  “for  both  cam- 
puses of  the  University  of  Oklahoma 
College  of  Medicine.” 

(12)  Late  Resolution  23  • Rural 
Medical  Care 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 23  be  adopted. 

Mr.  Speaker,  Reference  Committee 
III  concurs  with  this  Commendation/ 
Resolution  and  is  hopeful  that  the 


proposals  of  the  rural  health  care  coal- 
ition be  adopted. 

(13)  Late  Resolution  26  - Legisla- 
tive Intervention  in  Implementing 
the  “125%  Rule” 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee III  recommends  that  Late 
Resolution  26  be  adopted. 

Mr.  Speaker,  Reference  Committee 
III  recognizes  that  legislative  inter- 
vention is  needed  to  eliminate  the 
125%  rule  proposed  by  Congress  and 
therefore  recommends  the  adoption  of 
Resolution  26. 

(14)  Late  Resolution  28  - Pro  Pro- 
gram Study 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee III  recommends  that  Late 
Resolution  28  be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  adoption  of  the 
Report  of  Reference  Committee  III,  as 
amended,  as  a whole. 

Mr.  Speaker,  that  concludes  the  re- 
port of  Reference  Committee  III.  As 
Chairman,  I would  like  to  take  this 
opportunity  to  thank  the  members  of 
the  Committee  for  their  time  and  ef- 
fort associated  with  this  report. 

Respectfully  submitted, 

Charles  K.  Harmon,  MD,  Tulsa, 
Chairman 

Thomas  D.  Howard,  MD,  Idabel 
J.  David  Lackey,  MD,  Tulsa 
Gordon  D.  Lantz,  MD,  Tulsa 
Clarence  Robison,  Jr.,  MD, 

Oklahoma  City 

Tom  H.  Shurley,  MD,  Altus 

Wayne  L.  Wasemiller,  MD, 

Oklahoma  City 
Robert  W.  Baker,  III,  Staff 
Claudia  Kamas,  Staff 
Bobbie  Brown,  Staff 


Report  of  the 
COUNCIL  ON 
GOVERNMENTAL 
ACTIVITIES 

Subject:  Annual  Report 
Presented  by:  Perry  A.  Lambird,  MD, 
Chairman 

Referred  to:  Reference  Committee  III 


Introduction 

The  Council  shall  review  federal 
legislation  and  regulation  of  concern 
to  the  medical  profession  or  the  public 
health,  and  shall  initiate  activities  or 
undertake  appropriate  responses  on 
matters  of  priority  interest.  It  shall 
also  establish  and  maintain  relations 
with  federal  government  entities  hav- 
ing statutory  or  regulatory  jurisdic- 
tion affecting  the  medical  profession, 
the  delivery  of  health  care,  or  the  pub- 
lic health.  In  cooperation  with  other 
association  councils  and  committees, 
it  shall  develop  policy  recommen- 
dations for  consideration  by  the  Board 
of  Trustees,  and  it  shall  prepare  tes- 
timony and  otherwise  conduct  the  fed- 
eral legislative  program  of  the  associ- 
ation. 

Review  of  Activities/Issues 

During  1989-90,  the  Council  con- 
tinued its  delegation  visits  to  Wash- 
ington, D.C.,  in  an  effort  to  convey  the 
OSMA  positions  on  the  various  key 
health  issues  being  debated  before 
Congress.  Special  emphasis  was  given 
to  the  1989  Deficit-Reduction  package. 
Congress’s  tentative  schedule  had 
called  for  passage  of  the  “reconcilia- 
tion” bill  by  June  — then  July.  How- 
ever, final  action  was  delayed  until  just 
before  Thanksgiving.  A complete  copy 
of  the  Deficit- Reduction  Act  provisions 
may  be  obtained  from  the  OSMA  of- 
fice. 

In  addition  to  the  Deficit-Reduc- 
tion Act,  the  Council  on  Governmental 
Activities  has  been  reviewing  the  re- 
cently released  Fiscal  year  1991  Ad- 
ministration’s Proposal.  The  FY  91 
Budget  was  reviewed  by  the  Council 
on  January  31,  1990,  just  two  days  fol- 
lowing its  release.  The  proposed  1991 
budget  for  the  Health  Care  Financing 
Administration  (HCFA)  totaled  $143.6 
billion  for  Medicare  and  Medicaid  be- 
nefits and  operating  costs.  Spending 
for  the  Medicare  and  Medicaid  pro- 
grams represents  31%  of  the  total 
Health  and  Human  Services  budget 
for  1991.  Overall,  the  budget  continues 
in  the  deficit-reduction  vein  aimed  at  i 
reducing  unnecessary  spending  and 
cost  increases  while  at  the  same  time 
improving  the  equity  in  payment  | 
levels  for  services  and  maintaining 
quality  services  to  Medicare  and  ' 
Medicaid  beneficiaries.  In  1991,  Medi-  I 
care  and  Medicaid  programs  will  pay  i 
for  the  health  care  costs  of  approxi-  I 
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Seated  at  the  Board  of  Trustees  meeting  are  (I  to  r)  James  V.  Miller,  MD,  Ardmore;  Noble  L. 
Ballard,  MD,  Altus;  Richard  L.  Winters,  MD,  Poteau;  James  B.  Pitts,  MD,  Oklahoma  City; 
John  A.  McIntyre,  MD,  Enid;  Leo  Meece,  MD,  Woodward;  Dennis  K.  McIntyre,  MD,  Enid; 
and  Jay  A.  Gregory,  MD,  Muskogee. 


mately  57.1  million  elderly,  disabled 
and  poor  Americans. 

Following  is  a partial  listing  of  the 
Council’s  preliminary  positions  on  the 
FY  91  proposals.  A complete  list  may 
be  obtained  from  the  OSMA  office. 

Part  A Provisions 

(1)  OPPOSE  increased  payments 
to  Medicare  Risk  — Contracting 
HMOs. 

(2)  OPPOSE  reduction  of  Capital 
Payments  to  Rural  Hospitals  by  15% 
and  Urban  Hospitals  by  25%. 

(3)  OPPOSE  cap  on  Interim  and 
Resident-To-Bed  ratios  at  FY  1989 
levels. 

Part  B Provisions 

(1)  OPPOSE  update  for  Primary 
Care  Services.  (The  Council  believes 
that  payments  should  be  equitable  for 
all  services.) 

(2)  OPPOSE  the  reduction  of  Pay- 
ments for  Overvalued  localities. 

(3)  OPPOSE  the  reduction  of 
Radiology  and  Anesthesia  Fees. 

(4)  OPPOSE  voluntary  Hospital 
Physician  Participation.  (Establishes 
Medicare  participating  physician 
Medical  Staff  Hospitals.) 

Additional  Legislative  Items 
CAMPAIGN  FINANCING  — The 
AMA  and  OSMA  oppose  the  creation 
of  a costly  public  financing  system  for 
campaigns.  However,  we  do  support 
voluntary  financing  as  it  encourages 
individual  participation  in  the  elec- 


tion process.  We  oppose  restricting 
OMPAC  as  it  limits  individual  partici- 
pation in  the  election  process  as  well 
as  hinders  the  members’  political  edu- 
cation. 

Clinical  Laboratory  Services 
Pending  Regulations 

Proposed  CLIA  rules  would  man- 
date, for  all  laboratories  other  than 
those  doing  screening  tests,  that  a 
board  certified  pathologist  or  PhD 
(biology,  physics  or  chemistry)  serve 
as  director  with  a limit  of  three  labs 
per  director.  Additionally  it  is  pro- 
posed that  a ASCP  medical  tech- 
nologist or  equivalent  be  on  site  when 
tests  are  performed. 

The  OSMA  opposes  these  rules  for 
a number  of  reasons: 

(1)  The  rules  close  most  rural  hos- 
pitals. Regulations  are  overkill  as, 
presently,  an  MD  member  of  a hospital 
staff  serves  as  the  Medical  Director 
and  a consultant  pathologist/doctoral 
level  scientist  serves  to  assist.  If  im- 
plemented, a PhD  physicist  would  be 
directing  the  medical  laboratory  when 
a medical  director  cannot! 

(2)  The  rules  would  close  most 
physician  office  labs. 

(3)  The  rules  would  close  all  In- 
dian Health  Service  Labs. 

(4)  The  rules  would  close  major 
armed  services  hospitals  (Vance- 
Tinker). 

(5)  At  least  34  Oklahoma  Hospi- 
tals would  be  forced  to  close  largely 
because  of  the  requirement  that  the 


medical  technologist  must  have  more 
than  six  years  of  full  time  experience. 

The  OSMA  supports  the  following: 

(1)  Medical  Doctors  on  hospital 
staff  could  direct  labs  and  consultative 
assistance  of  pathologist/doctoral  level 
scientist. 

(2)  The  physician  (MD  or  DO) 
should  be  allowed  to  direct  labs  serv- 
ing his/her  own  patients. 

(3)  Personnel  standards  below  the 
director  level  should  be  deleted. 

Medicare  Physician  Regulation 
Relief  Amendments 

This  legislation,  supported  by  the 
AMA  calls  for  five  substantial  Medi- 
care reforms  for  physicians. 

(1)  Would  mandate  that  HCFA 
allow  “attending”  physicians  to  con- 
tinue to  bill  Medicare  for  services  pro- 
vided to  a patient  by  a colleague  who 
is  simply  “covering”  for  a temporarily 
absent  “attending”  physician. 

(2)  Would  prohibit  carrier  charges 
for  necessary  data  that  are  needed  to 
cpmply  with  Medicare  requirements. 

(3)  Would  require  that  Medicare 
carriers  provide  physicians  with  nu- 
merical screens  utilized  in  making 
“medical  necessity”  claim  denials. 

(4)  Would  allow  medical  societies 
to  represent  physicians  in  appeals  of 
inappropriate  denials. 

(5)  Would  establish  a HCFA  Advis- 
ory group  to  review  Medicare  regula- 
tions prior  to  implementation.  The 
group  would  be  comprised  of  both  par- 
ticipating and  non-participating 
physicians. 

Conclusion 

Overall,  the  Council  on  Gov- 
ernmental Activities  continues  to 
work  well  with  the  members  and  staff 
of  Oklahoma’s  Congressional  Delega- 
tion. The  Council  will  continue  to 
review  the  substantial  volume  of  legis- 
lation and  regulations  and  will  report 
our  findings  to  the  OSMA. 

Respectfully  submitted, 

Perry  A.  Lambird,  MD,  Chairman 
Norman,  L.  Dunitz,  MD, 

Vice-Chairman 
Richard  J.  Boatsman,  MD 
William  D.  Borkon,  MD 
Ed  L.  Calhoon,  MD 
Charles  D.  Cook,  MD 
Jerome  M.  Dilling,  Jr.,  MD 
Jay  A.  Gregory,  MD 
G.  Lance  Miller,  MD 
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Philip  Mosca,  MD 

John  B.  Nettles,  MD 

George  M.  Pikler,  MD 

Ronald  H.  White,  MD 

Kenneth  W.  Whittington,  MD 

Larry  L.  Long,  MD 

Mrs.  Maureen  Bynum,  Auxiliary 

Mrs.  Sherry  Strebel,  Auxiliary 

Mrs.  Vaughndean  Fuller 

Mr.  John  Montgomery 

Robert  W.  Baker  III,  OSMA  Staff 


Report  of  the 
COUNCIL  ON 
STATE  LEGISLATION 
AND  REGULATION 

Subject:  Annual  Report 
Presented  by:  Larry  L.  Long,  MD, 

Chairman 

Referred  to:  Reference  Committee  III 

Introduction 

The  1989  Legislative  Session  has 
been  marked  by  a number  of  firsts. 
This  is  the  first  year  the  Legislature 
has  worked  under  the  new  “shortened 
session”  legislative  agenda.  This  is  the 
first  year  we  have  had  a special  session 
run  concurrently  with  the  regular  ses- 
sion. In  addition,  we  are  currently 
working  under  two  budget  scenarios: 
one  if  the  education  bill  passes;  and, 
one  if  the  bill  does  not. 

The  new  agenda  has  made  it  very 
difficult  for  associations  like  ours  to 
have  the  kind  of  input  we  once  had 
simply  because  we  no  longer  have  the 
luxury  of  sitting  down  and  working 
through  an  issue;  if  one  hasn’t  resolved 
the  problem  before  session  starts, 
chances  are  it  won’t  be  resolved  during 
session.  We  find  ourselves  moving  into 
a year  around  session  with  interim 
work  being  very  important  to  our  legis- 
lative agenda. 

It  is  interesting  to  note,  at  the  writ- 
ing of  this  report,  that  the  two  major 
legislative  agenda  items  of  the  year 
have  died  in  the  Senate.  The  House  of 
Representatives  passed  the  education 
reform  and  tax  bill  and  the  Senate  is 
holding  the  measure  because  they  are 
short  two  emergency  votes.  The  House 
and  the  Senate  worked  during  the  in- 
terim on  the  workers  compensation 
laws,  along  with  a hired  professional 
consultant,  and  came  forth  with  a 


Edward  N.  Brandt,  Jr.,  MD,  Oklahoma  City, 
executive  dean  of  the  University  of  Oklahoma 
College  of  Medicine,  takes  a coffee  break. 


legislative  proposal  which  would  make 
significant  changes  in  the  workers 
compensation  laws.  The  House  passed 
the  bill.  The  Senate  Judiciary  Com- 
mittee held  a hearing  on  the  bill  but 
never  brought  the  bill  up  for  a vote. 

As  was  expected,  abortion  was  a 
major  issue  at  the  beginning  of  ses- 
sion. Numerous  bills  were  introduced 
in  the  House  and  the  Senate  but  the 
House  Health,  Mental  Health  and  Vet- 
eran Affairs  Committee  set  the  prece- 
dent for  legislative  action  by  deciding 
not  to  hear  any  of  the  bills  this  year 
because  of  the  number  of  issues  that 
are  pending  before  the  Supreme 
Court.  Several  of  the  bills  were  dis- 
turbing regarding  the  kind  of  penal- 
ties that  would  be  imposed  on  physi- 
cians. One  in  particular  would  require 
excessive  amounts  of  liability  insur- 
ance in  order  to  perform  abortions. 
Another  would  require  all  physicians’ 
offices  be  licensed.  The  Oklahoma 
State  Medical  Association’s  position  is 
that  of  the  American  Medical  Associa- 
tion’s position  . . . “the  early  termina- 
tion of  pregnancy  is  a medical  matter 
between  the  patient  and  the  physi- 
cian, subject  to  the  physician’s  clinical 
judgment,  the  patient’s  informed  con- 
sent and  the  availability  of  appropri- 
ate facilities.” 

During  the  interim,  a task  force 
was  held  regarding  the  whole  issue  of 
the  State  PPO  and  employees  health 
insurance.  Our  President,  Dr.  Alexan- 
der, served  on  the  committee  and  rep- 
resented physicians’  interests.  The 


committee’s  work  has  resulted  in  legis- 
lation. Unfortunately,  at  the  writing 
of  this  report,  no  one  has  been  able  to 
see  the  text  of  the  legislation  and  we 
will  not  be  able  to  see  the  text  until 
it  comes  out  of  conference  committee. 
We  have  a fairly  good  grasp  of  the  con- 
tent of  this  legislation  but  nothing  is 
definite  until  it  is  in  the  bill. 

Highlights 

OSMA  sponsored  SB  462.  The  in- 
tent of  the  bill  is  to  exempt  PLICO 
from  the  insurance  premium  tax  when 
the  collection  of  monies  is  the  result 
of  a directive  from  the  Insurance  Com- 
missioner and  the  money  is  for  a cap- 
ital infusion.  This  bill  would  give 
PLICO  some  financial  relief  concern- 
ing the  $25  million  PLICO  has  to  raise 
over  a three-year  period  in  order  to 
satisfy  the  Insurance  Commission’s  di- 
rective. As  most  of  you  know,  this  cap- 
ital infusion  has  been  required  as  a 
result  of  the  Supreme  Court’s  decision 
to  overturn  the  statute  of  limitations 
law.  The  bill  has  passed  the  Senate 
and  the  House  and  will  go  to  confer- 
ence committee. 

OSMA  sponsored  HB  2331.  This 
bill  creates  the  Child  Abuse  Examin- 
ers Act  and  establishes  the  Office  of 
Child  Abuse  Examination.  Creates  a 
statewide  system  of  medical  evalua- 
tion for  children  suspected  to  be  the 
victims  of  child  abuse  or  neglect. 
Physician  training  and  reimburse- 
ments for  treatments  would  be  offered 
to  those  physicians  participating  in 
the  statewide  pool.  This  bill  was  intro- 
duced last  year  as  the  initiative  of  Ray 
McIntyre,  MD,  immediate  past  presi- 
dent of  the  OSMA. 

OSMA  sponsored  HB  1963  along 
with  the  Osteopathic  Association,  the 
Pharmacy  Association  and  the  Bureau 
of  Narcotics  and  Dangerous  Drugs. 
This  bill  is  the  compromise  bill  in  lieu 
of  the  triplicate  prescription  legisla- 
tion. It  would  require  the  pharmacists 
to  enter  all  Schedule  II  drugs  in  a com- 
puter which  would  feed  into  the 
Bureau  of  Narcotics  and  Dangerous 
Drugs  for  monitoring  purposes.  The 
bill  also  establishes  the  anti-drug 
diversion  fund.  This  bill  would  not 
require  any  changes  in  the  way  physi- 
cians prescribe  drugs.  This  bill  is  be- 
fore the  House  for  acceptance  of  Sen- 
ate amendments. 

OSMA  sponsored  SB  620.  This 
bill  would  extend  the  state’s  liability 
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coverage  to  Tulsa  physicians  who  are 
practicing  medicine  in  a teaching  situ- 
ation. The  current  law  did  not  extend 
the  same  liability  coverage  to  physi- 
cians in  Tulsa  who  were  in  a teaching 
situation  as  it  did  to  physicians  who 
were  in  Oklahoma  City.  The  problem 
centered  around  the  definition  of  a 
teaching  hospital  and  since  Tulsa  does 
not  have  a teaching  hospital  the  cur- 
rent law  did  not  seem  to  cover  them. 
This  bill  has  passed  the  Senate  and 
has  passed  the  House  Judiciary  Com- 
mittee. 

OSMA  sponsored  HCR  1056. 

This  resolution  encourages  physicians 
to  participate  in  the  VIP  program 
sponsored  by  the  OSMA  and  the  Okla- 
homa Osteopathic  Association  to  ena- 
ble low-income  Medicare  recipients  to 
identify  physicians  who  will  provide 
health  services  and  accept  Medicare 
assignment.  This  bill  has  passed  the 
House  and  the  Senate  Committee  and 
is  pending  final  action  before  the 
Senate. 

OSMA  is  supporting  HB  2098. 
We  worked  on  this  bill  with  the  author, 
Representative  Carolyn  Thompson, 
during  the  interim.  This  bill  creates 
the  Maternal  and  Infant  Care  Act;  re- 
quiring the  State  Department  of 
Health  to  establish  program  of  target- 
ing management  for  maternity  and  in- 
fant care;  creating  the  Planning  for 
Maternal  and  Infant  Care  Task  Force. 
This  bill  would  bring  physicians  who 
deliver  indigent  babies  under  the  state 
tort  claims  act.  The  bill  has  passed  the 
House  and  out  of  Senate  committee. 
The  bill  will  probably  go  to  conference. 

Legislation  opposed 

OSMA  opposed  HB  2179.  This 
bill  would  have  prohibited  cost  shift- 
ing by  medical  facilities.  It  would  have 
required  any  physician  who  offered  a 
discount  rate  to  apply  that  rate  to  all 
patients.  The  bill  is  dead. 

OSMA  opposed  HB  1122.  This 
bill  would  have  given  plaintiff  attor- 
neys access  to  the  defendent’s  liability 
policy  limits.  The  bill  is  dead. 

OSMA  opposed  SB  341.  This  bill 
would  have  required  scheduled  drugs 
to  have  been  written  on  triplicate  pre- 
scription forms.  The  bill  is  dead. 

OSMA  opposed  SB  740.  This  bill 
would  have  created  the  Oklahoma 
Health  Care  Information  System  Act. 
The  bill  is  dead. 

OSMA  opposed  HB  1914.  This 


bill  would  have  required  all  physicians 
to  post  a sign  in  their  office  indicating 
if  they  took  Medicare  assignment.  If 
they  refused  to  post  such  a sign,  they 
would  be  required  to  take  assignment. 
The  bill  is  dead. 

Conclusion 

There  are  a number  of  other  bills 
that  are  not  mentioned  in  this  high- 
light report  that  the  Association  has 
supported,  opposed  and  amended.  We 
are  tracking  close  to  150  pieces  of  legis- 
lation this  year.  We  still  expect  to  see 
some  kind  of  legislation  on  the  em- 
ployed uninsured;  however,  this  legis- 
lation will  not  be  ready  until  the  end 
of  session.  The  most  controversial  bill 
for  us  this  session  has  been  HB  1354, 
the  new  law  creating  the  Medical  Radi- 
ation Health  and  Safety  Act.  The  bill 
has  been  difficult  to  stop  because  the 
medical  community  has  been  divided 
on  this  legislation.  At  the  writing  of 
this  report,  the  bill  is  before  the  Sen- 
ate. We  are  actively  working  on  this 
legislation. 

The  Council  on  State  Legislation 
and  Regulation  would  like  to  thank 
the  general  membership  for  all  the 
time  and  effort  they  have  given  in 
order  to  make  our  legislative  efforts 
successful.  We  are  here  to  serve  your 
interests  and  would  hope  you  would 
feel  free  to  visit  with  us  about  any  con- 
cerns you  have  which  would  be  appro- 
priate for  this  Council  to  address. 

Respectfully  submitted, 

Larry  L.  Long,  MD,  Chairman 


Report  of  the 
COUNCIL  ON 
MEMBER  SERVICES 

Subject:  Annual  Report 
Presented  by:  William  G.  Bernhardt, 
MD,  Chairman 

Referred  to:  Reference  Committee  III 

Introduction 

The  Council  on  Member  Services 
is  charged  with  the  responsibility  of 
researching  and  developing  programs 
and/or  services  that  directly  benefit 
the  members  of  the  OSMA. 

Review  of  Activities 

The  Council  on  Member  Services 
continually  reviews  all  of  the  endorsed 


OSMA  insurance  programs  to  deter- 
mine if  they  are  meeting  the  needs  of 
the  membership.  A summary  of  each 
insurance  program  is  attached  to  this 
report.  In  addition  to  the  review  of  the 
insurance  programs,  the  Council  has 
studied  one  other  area  that  they  feel 
is  of  interest  to  the  OSMA  members, 
particularly  young  physicians  start- 
ing out  in  practice.  The  Council, 
through  a special  ad  hoc  committee, 
studied  the  whole  area  of  physician 
investment,  pension  and  retirement 
programs.  The  ad  hoc  committee  has 
recommended  that  the  Council  ap- 
prove endorsement  of  the  AMA  Invest- 
ment and  Retirement  Program  as  of- 
fered through  their  subsidiary,  AMA 
Advisors,  Inc.  This  recommendation 
would  have  no  financial  obligation  on 
the  OSMA.  This  recommendation  will 
be  taken  before  the  Board  of  Trustees 
for  approval. 

The  Council  continues  to  offer 
seminars  of  interest  to  the  medical  doc- 
tor and  office  staff.  A series  of  Medi- 
care workshops  and  coding  seminars 
on  the  ICD-9  and  CPT  have  been  con- 
ducted throughout  the  year.  The  Coun- 
cil is  currently  offering  audiocassette 
tapes  on  most  of  the  seminars  that  are 
sponsored  by  OSMA. 

The  Council  continues  to  look  at 
other  products  and  services  that  would 
be  of  interest  to  the  OSMA  member- 
ship. All  of  these  services  and  educa- 
tional seminars  are  designed  to  offer 
the  physician  a benefit  for  member- 
ship as  well  as  an  opportunity  for  the 
OSMA  to  generate  nondues  income.  It 
is  the  policy  of  the  Council  on  Member 
Services  to  make  sure  that  none  of  the 
services  offered  will  generate  income 
to  the  OSMA  at  the  expense  of  the 
member  physician. 

I would  personally  like  to  thank 
each  Council  member  for  their  in- 
terest and  input  into  the  Council  ac- 
tivities. 

Respectfully  submitted, 

W.G.  Bernhardt,  MD,  Chairman 
C.  Terrence  Dolan,  MD 
Tim  S.  Caldwell,  MD 
E.  Edwin  Fair,  MD 
Wilfred  S.  Gauthier,  MD 
Joel  K.  Gist,  MD 
Joe  Ray  Hamill,  MD 
David  L.  Harper,  MD 
William  S.  Harrison,  MD 
Thomas  H.  Hester,  MD 
Herbert  M.  Kravitz,  MD 
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Dennis  K.  McIntyre,  MD 
Gene  L.  Muse,  MD 
James  J.  Snipes,  MD 
S.  Fulton  Tompkins,  MD 
Lyle  R.  Kelsey,  Staff 


April  18,  1990 

DISABILITY  INCOME  INSURANCE 

The  Oklahoma  State  Medical  Association  sponsored  Dis- 
ability Income  Insurance  program  offers  a monthly  bene- 
fit to  $6,000  per  month.  The  policy  provides  coverage  in 
the  physician’s  occupation  or  recognized  specialty  for  up 
to  his  lifetime,  as  a result  of  a disabling  accident  or  sick- 
ness. Other  features  of  the  policy  include  a renewal  guar- 
antee to  age  70,  waiver  of  premium  and  survivors  benefit. 
Optional  coverages  include: 

— Residual  Benefit  (Partial  Disability) 

— Cost  of  Living  Adjustment  Benefit 
— Guaranteed  Purchase  Option 
— Recovery  Benefit 
— Hospital  Indemnity 
— Accidental  Death  and  Dismemberment 

Policy  Benefits  available  are: 

1.  5 years  Accident  and  2 years  Sickness 

2.  Lifetime  Accident  and  7 years  Sickness 

3.  Lifetime  Accident  and  age  65  Sickness 

4.  Age  65  Accident  and  Sickness 

5.  Lifetime  Accident  and  Sickness 

The  total  number  of  insureds  on  the  newest  policy  form 
is  284  (RXR  policy  form). 

BUSINESS  OVERHEAD  EXPENSE 


Business  Overhead  Expense  Insurance  provides  dollars 
to  reimburse  actual  office  expenses  incurred  and  paid 
during  a disability. 

The  policy  is  considered  a cost  of  doing  business  and 
its  premiums  are  deductible.  The  benefits  are  received  as 
income  and  are  taxable. 

Benefits  may  be  purchased  from  $200  a month  to 
$7,500  a month.  Benefits  are  payable  for  18  months.  Two 
waiting  periods  are  available:  15  days  and  30  days. 

There  are  221  physicians  on  the  plan. 

OSMA  ENDORSED  WORKER’S 
COMPENSATION  PLAN 


A dividend  program  designed  to  help  physicians 
reduce  the  cost  of  their  Worker’s  Compensation  In- 
surance coverage. 

All  risks  in  the  plan  would  have  a common  policy  term 
of  January  1,  1989  through  January  1,  1990.  Mid-term 
additions  to  the  plan  will  have  an  expiration  date  of  Jan- 
uary 1,  1990,  and  will  be  eligible  participants  in  the  di- 
vidend plan  on  a pro-rata  basis.  After  renewing  the  short 
term  policy  on  January  1,  1990,  they  will  then  receive  a 
full  term  policy. 

Annual  premiums  are  based  on  the  occupational  class 
and  actual  income  of  the  employee.  The  initial  premium 
is  based  on  the  estimated  payroll.  At  the  end  of  the  policy 
year,  an  audit  of  actual  payroll  is  requested  to  adjust  the 
premium  for  the  policy  year. 

A substantial  portion  of  the  Worker’s  Compensation 
premium  may  be  returned  in  the  form  of  a dividend.  The 
experience  of  the  entire  plan  will  be  evaluated  to  deter- 
mine the  distribution  of  dividends  up  to  25%. 


Loss  Ratio 

0- 10% 

10.1-20% 

20.1- 30% 

30.1- 35% 
Over  35% 


Dividend 

26% 

20% 

15% 

10% 

0% 


The  dividend  is  computed  based  upon  premium  and  losses 
for  all  risks  in  the  program  with  each  risk  receiving  the 
same  dividend  rate. 


As  of  April  18,  1990: 

Policy  Count  Written  Premium 

578  $ 332,603 

Current  Loss  Ratio  is  17.4% 

ACCIDENTAL  DEATH  AND  DISMEMBERMENT 

This  program  provides  benefits  from  $25,000  to  $200,000 
for  accidental  loss  of  life  and  a portion  thereof  for  acciden- 
tal loss  of  limb,  eyesight,  speech  or  hearing. 

It  provides  24  hour  protection  wherever  you  go. 
There  are  128  lives  on  this  program. 


Nora  White,  Tulsa,  new  president  of  the 
OSMA  Auxiliary,  listens  to  a speaker  at  the 
inaugural  banquet. 


HOSPITAL  INDEMNITY 

The  Hospital  Indemnity  policy  pays  a specified  amount 
per  day  that  an  insured  is  a patient  in  a hospital.  This 
program  will  pay  up  to  365  days  benefit  from  $20.00  to 
$200.00  per  day.  It  can  include  the  member,  his  spouse 
and  family.  The  policy  does  not  coordinate  with  any  other 
health  insurance  you  may  have,  i.e.,  the  money  comes 
directly  to  you  for  each  day  of  hospitalization.  You  could 
use  it  to  pay  a yardman,  a housekeeper,  babysitter,  or  to 
meet  your  deductible  and  co-insurance  responsibilities 
under  your  group  health  plan.  The  policy  is  not  underwrit- 
ten (no  health  questions).  It,  however,  provides  no  benefit 
for  the  first  24  months  of  the  policy  for  any  health  prob- 
lems treated  in  the  12  months  before  the  policy’s  effective 
date. 

Although  this  product  has  not  enamored  itself  with 
the  Association,  it  has  taken  on  new  possibilities  with 
the  implementation  of  the  PLICO  Health  inpatient  deduc- 
tible. 

For  a nominal  cost,  this  program  can  be  used  to  fund 
this  deductible  as  well  as  other  expenses  associated  with 
a hospitalization. 

We  are  currently  doing  a survey  to  determine  employee 
interest  in  a Hospital  Indemnity  Program. 

There  are  103  lives  on  this  program. 

GROUP  TERM  LIFE 

The  Oklahoma  State  Medical  Association  Group  Tterm 
Life  program  offers  coverage  from  $25,000  to  $300,000 


for  the  physician  and  his  spouse,  and  from  $25,000  to 
$100,000  for  the  employee  of  a physician.  The  Accidental 
Death  benefit  is  available  up  to  $100,000  under  the  Group 
Term  Life  program.  The  Accidental  Death  and  Dismem- 
berment benefit  cannot  exceed  the  total  life  benefit.  Fbr 
example,  if  a person  were  to  obtain  a $50,000  life  policy 
they  would  be  eligible  for  up  to  $50,000  of  AD&D. 

Dependent  coverage  is  available  at  $12.00  per  year  for 
coverage  up  to  $5,000  for  children  residing  at  home  under 
the  age  of  19.  This  $12.00  per  year  covers  all  children 
regardless  of  how  many  are  in  the  family. 

After  a physician  has  been  in  the  program  for  one 
year,  he  or  she  is  eligible  to  convert  to  an  Ordinary  Life 
policy  through  Commercial  Life  Insurance  Company. 

There  are  318  lives  on  the  program. 


Supplemental  Report  of  the 
COUNCIL  ON 
MEMBER  SERVICES 

Subject:  Supplemental  Annual 

Report 

Presented  by:  William  G.  Bernhardt, 

MD,  Chairman 

Referred  to:  Reference  Committee  III 

The  council  met  on  April  26th  in 
Tulsa,  Oklahoma.  The  council  re- 
viewed the  financial  statements  for 
the  year  1989  as  currently  audited. 
The  financial  reports  indicate  that  the 
OSMA  Member  Services  Corporation 
ended  with  a net  income  of  $13,272.91 
and  the  OSMA  Member  Services  in- 
come from  educational  seminars  and 
sale  of  books  and  tapes  is  $12,989.  The 
combined  incomes  for  related  and  un- 
related business  income  for  the  Coun- 
cil on  Member  Services  through  12-31- 
89  is  $26,261. 

The  council  reviewed  several  pro- 
posals to  increase  the  participation  in 
the  various  seminars  and  services  pro- 
vided by  OSMA.  The  council  approved 
a list  of  proposed  seminars  to  be  con- 
ducted during  the  Fall  of  1990  and 
Spring  of  1991.  These  will  include  Med- 
icare coding  seminars,  Collecting 
Medical  Accounts,  New  Employee 
Workshop,  Law  for  the  Medical  Office, 
Managing  the  Medical  Office,  Loving 
Trusts,  and  Financial  Planning. 

The  council  voted  to  review  the  cost 
and  benefit  of  a membership  survey 
for  the  purpose  of  determining  interest 
and  suggestions  for  OSMA-sponsored 
services. 

William  G.  Bernhardt,  MD,  Chair- 
man, expressed  appreciation  to  the 
council  members  and  especially  the 
work  of  Lyle  Kelsey,  OSMA  Associate 
Director,  and  Ed  Kelsay,  OSMA  Gen- 
eral Counsel. 
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Report  of  the 
OKLAHOMA  MEDICAL 
POLITICAL  ACTION 
COMMITTEE 

Subject:  Annual  Report 
Presented  by:  Larry  L.  Long,  MD, 
Chairman 

Referred  to:  Reference  Committee  III 

Introduction 

The  Oklahoma  Medical  Political 
Action  Committee  is  a voluntary, 
unincorporated  entity  made  up  of  indi- 
vidual physicians  and  spouses  in- 
terested in  helping  political  candi- 
dates become  elected  to  office.  OMPAC 
is  an  independent  and  autonomous 
organization  managed  by  a Board  of 
Directors.  The  Board  of  Directors  have 
control  over  the  policies  and  activities 
of  the  Committee  and  serve  without 
compensation.  The  OMPAC  Board  con- 
ducts the  business  of  the  Committee 
and  otherwise  meets  several  times 
during  an  election  year  to  distribute 
OMPAC  funds  to  candidates. 

Review  of  Activities 

The  Oklahoma  Medical  Political 
Action  Committee  has  just  concluded 
a very  active  year.  In  addition  to  rais- 
ing funds,  OMPAC  co-sponsored, 
along  with  the  OSMA  Auxiliary,  one- 
day  Political  Education  Seminars  in 
Tulsa  and  Oklahoma  City.  These  semi- 
nars afforded  participants  with  hands- 
on  training  and  information  necessary 
to  become  more  active  in  the  political 
arena.  The  programs,  put  on  by 
AMPAC,  are  only  presented  twelve 
times  in  off-election  years.  Oklahoma 
was  given  the  opportunity  to  host  two 
of  these  twelve  — breaking  participa- 
tion records  at  both  seminars.  OMPAC 
is  planning  to  host  more  seminars  in 
the  near  future. 

It  is  important  to  reemphasize  to 
the  membership  the  importance  of 
joining  OMPAC  in  1990.  As  you  know, 
OMPAC  will  be  making  contributions 
in  many  political  races  which  will  have 
a direct  influence  on  organized  medi- 
cine’s future.  Some  of  the  elections  to 
review  will  be  Governor,  Lt.  Governor, 
Attorney  General,  101  State  House 
seats,  24  State  Senate  seats,  six  Con- 
gressional seats  and  one  U.S.  Senate 
seat. 

It  is  OMPAC’s  intention  to  repre- 
sent organized  medicine  through  care- 


ful study  of  the  candidates,  as  well  as 
through  input  of  all  OSMA  members 
and  spouses. 

Financial/Membership 

The  OMPAC  Financial  Report  as 
of  April  2,  1990  is: 

Total  Dollars 

raised:  $56,863.79 

Less  Contributions 

to  AMPAC:  $ 9,320.00 

Sub  Total:  $47,543.79 

Less  Contributions 

to  Candidates:  $ 5,900.00 
Total  Cash 

On  Hand:  $41,643.79 

The  OMPAC  Membership  as  of 
April  2,  1990  is: 


Auxiliary  Membership:  26 

Resident/Student 

Membership:  7 

Regular  Membership 

($50):  403 

Sustaining  Membership 

($100):  23 

“200  Club”  Membership:  23 

Total  Membership 

To  Date:  482 


Conclusion 

Overall,  OMPAC  is  off  to  an  excel- 
lent start  as  we  prepare  for  the  1990 
elections.  Auxiliary  support  has  been 
excellent  and  we  are  very  appreciative 
of  Camille  Harrison,  OMPAC  Chair- 
man for  the  Auxiliary. 

It  should  be  noted  that  due  to  the 
late  mailing  of  the  OMPAC  dues  state- 
ments, the  overall  membership  totals 
may  appear  lower  than  usual.  How- 
ever, membership  and  funding  is  arriv- 
ing daily. 

On  behalf  of  OMPAC,  I thank  you 
for  your  support. 

Respectfully  submitted, 

Larry  L.  Long,  MD,  Chairman 


Report  of  the 
PHYSICIAN  RECOVERY 
COMMITTEE 

Subject:  Annual  Report 
Presented  by:  Ted  Clemens,  Jr.,  MD, 
Chairman 

J.  Darrel  Smith,  MD,  Medical 
Director 


Referred  to:  Reference  Committee  III 

Introduction 

It  is  the  purpose  of  the  Committee 
to  create  and  maintain  an  effective 
statewide  non-coercive  advocacy  pro- 
gram for  identifying,  contacting,  and 
offering  rehabilitative  help  for  physi- 
cians suffering  from  the  diseases  of  al- 
coholism, chemical  dependency  or  sub- 
stance abuse. 

Review  of  Activities 

The  scope  and  effectiveness  of  the 
Oklahoma  State  Medical  Association 
continues  to  grow.  A statistical  review 
of  the  physicians  and  their  specialties 
who  are  being  assisted  by  the  program 
is  part  of  this  report. 

Cocaine  has  replaced  Demoral  as 
the  drug  of  choice  for  addicted  health 
professionals.  Physicians  entering  the 
program  this  year  were  younger  and 


PHYSICIANS’  RECOVERY  PROGRAM 

ACTIVITIES  SUMMARY 

• Through  March  1990 

MJ37D.O. 

Physicians: 
Fam  Med. 

Tbtal 

Current 

GJ>. 

Surgery 

65 

55 

(Inclusive) 

31 

27 

Int.Med 

29 

27 

Peds 

17 

17 

Psych. 

12 

10 

OB/Gyn. 

12 

11 

Anes. 

10 

9 

Emer.Med 

9 

8 

Rad. 

7 

7 

Ophth. 

5 

3 

Path. 

4 

2 

MecLStudents 

6 

4 

Tbtal 

M.D7D.O. 

207 

180  -152  M.D  & 28  D O. 

D.V.M. 

12 

10 

D.DS. 

13 

12 

Other — PA. 

6 

4 

Pod. 

3 

3 

Pharm 

3 

2 

Psychol. 

Dental 

4 

3 

Students 

2 

0 

Other 

Total 

3 

2 

Other 

Tbtal  Health 
Care  Profes- 

46 

36 

sionals 
Relapse  & 

253 

216 

Retreated 

7 = M.D. 
M.D./ 

3 = DO. 

D.O. 

Other  Tbtal 

Spouse/S.O. 

68 

13  81 

Treated  C.D. 

18 

Co-Dep. 

3 
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PHYSICIAN  RECOVERY 


sicker  than  in  the  past.  The  recovery 
of  physicians  in  isolated  rural  areas 
continues  to  be  more  difficult  than  for 
physicians  in  urban  settings  with 
easier  access  to  support  groups. 

Among  PRC  physicians,  the  recov- 
ery rate  is  94  percent  for  those  who 
have  attended  a long-term  care  facil- 
ity. The  recovery  rate  for  physicians 
who  receive  short-term  treatment  is 
only  20  percent. 

Another  important  statistic  was 
discovered  this  year.  A review  of 
PLICO’s  professional  liability  claims 
history  since  the  company’s  inception 
shows  that  53  physicians  who  have  re- 
ceived assistance  from  the  PRC  have 
had  claims  against  them.  Before  those 
physicians  became  part  of  the  PRC 
program,  they  accounted  for  108 
claims  with  $4.5  million  paid  or  in  re- 
serve. After  those  physicians  entered 
the  PRC  program,  they  have  totalled 
only  15  claims  with  $6,633.  paid. 
These  numbers  are  a clear  indication 
of  the  cost  effectiveness  of  the  PRC  pro- 
gram. 

More  state  medical  associations 


continue  to  follow  the  OSMA’s  lead  in 
staffing  their  programs  with  full-time 
medical  directors. 

J.  Darrell  Smith,  MD,  continues  to 
serve  as  the  program’s  Medical  Direc- 
tor and  Mason  R.  Lyons,  MD,  con- 
tinues to  serve  as  Assistant  Medical 
Director  for  Eastern  Oklahoma. 

The  PRC’s  relationship  with  pro- 
fessional societies  representing  osteo- 
paths, veterinarians,  dentists,  physi- 
cian assistants,  nurses  and  psycholo- 
gists remains  strong. 

The  PRC  continues  to  enjoy  a pro- 
ductive, cooperative  relationship  with 
the  Oklahoma  Board  of  Medical  Licen- 
sure and  Supervision. 

The  PRC  will  continue  to  serve  as 
an  advocate  for  physicians  suffering 
from  chemical  or  alcohol  dependency 
or  substance  abuse. 

Budget  Request:  $112,500.00 

Respectfully  submitted, 

Ted  Clemens,  Jr.,  MD,  OKC, 

Chairman 


J.  Darrel  Smith,  MD,  Norman, 

Medical  Director 
Mason  Lyons,  MD,  Tulsa,  Asst. 

Medical  Director 
Homer  V.  Archer,  MD,  OKC 
Ted  J.  Brickner,  Jr.,  MD,  Tulsa 
John  C.  Chelf,  MD,  Enid 
Donald  L.  Cooper,  MD,  Stillwater 
Marcus  L.  Cox,  MD,  OKC 
Carl  F.  Critchfield,  MD,  Muskogee 
Frank  Crowe,  MD,  Fairview 
Gordon  H.  Deckert,  MD,  OKC 
David  V.  Eakin,  MD,  Tulsa 
Robert  G.  Ellis,  MD,  Tulsa 
James  D.  Gormley,  MD,  OKC 
Donald  C.  Kams,  MD,  Enid 
Thomas  S.  Llewellyn,  MD,  Tulsa 
George  C.  Moore,  MD,  Ponca  City 
James  R.  Rhymer,  MD,  Clinton 
Charles  J.  Shaw,  MD,  Moore 
Harold  Thiessen,  MD,  Mustang 
V.  William  Wood,  MD,  Tulsa 
M.  Michael  Sulzycki,  OSMA  Staff 


It  is  within  the  AMA  that  we  can  work  out  our 
differences  collegially  and  present  a united  front  to 
Washington  and  industry.  The  AMA  will  carry  our 
standard,  but  we  must  support  it  with  all  that  we  have. 
Never,  ever  forget,  we  are  the  AMA. 

— Perry  A.  Lambird,  MD 
Piesident,  OSMA 
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Always  on  call 


For  over  20  years,  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.”  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L  FRATES  AND  COMPANY 

MTEHNATIOMAL  INSURANCE  FACH.ITIES 


Insurance  Counselors  to  the  OSMA 


P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 


Professional  Staff 

William  D.  Hawley,  MD  R.  Darryl  Fisher,  MD 

James  M.  Hartsuck,  MD  Marvin  D.  Peyton,  MD 

Scott  K.  Lucas,  MD 


Diplomates  of 
American  Board  of  Surgery 
American  Board  of  Thoracic  and 
Cardiovascular  Surgery 


Specializing  in 
Cardiac,  Vascular 
and  Thoracic  Surgery 


Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1-800-522-6755 


(405)  946-0900 


OFFICES 


3433  N.W.  56TH,  SUITE  660 
1044  S.W.  44TH,  SUITE  520 


OKC,  OK  73112 
OKC,  OK  73109 
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News 


AMA  delegates,  PUCO  board  named 

OSMA  House  of  Delegates  elects  new  officers  at  OKC  meeting 


President  Perry  A.  Lambird,  MD,  an  Oklahoma  City 
pathologist,  heads  the  slate  of  1990-91  officers  of  the 
Oklahoma  State  Medical  Association  (OSMA). 

Also  elected  at  the  association’s  Annual  Meeting, 
held  May  3-5  at  the  Marriott  Hotel  in  Oklahoma 
City,  were  Billy  Dale  Dotter,  MD,  Okeene  family 
physician,  president-elect,  and  Michael  J.  Haugh, 
MD,  Tulsa  neurologist,  vice-president.  James  D. 
Funnell,  MD,  Oklahoma  City  obstetrician-gynecol- 
ogist, will  continue  as  secretary-treasurer. 

Sara  R.  DePersio,  MD,  a preventive  medicine  spe- 
cialist in  Oklahoma  City,  will  chair  the  OSMA  Board 
of  Trustees,  the  first  woman  to  do  so.  Muskogee  sur- 
geon Jay  A.  Gregory,  MD,  will  serve  as  vice-chair. 

Elected  as  Oklahoma  delegates  to  the  American 
Medical  Association  (AMA)  were  M.  Joe  Crosthwait, 
MD,  Midwest  City  family  physician;  John  R.  Alexan- 
der, MD,  Tulsa  internist;  and  Dr  Lambird. 

The  new  alternate  delegates  to  the  AMA  are  Stil- 


well  surgeon  Burdge  F.  Green,  MD;  Clarence  Robi- 
son, Jr.,  MD,  a surgeon  in  Oklahoma  City;  and  Dr 
Dotter. 

Reelected  to  the  Board  of  Directors  of  the  Physi- 
cians Liability  Insurance  Company  (PLICO)  were  C. 
Alton  Brown,  MD,  Oklahoma  City  internist;  C.  S. 
Lewis,  Jr.,  MD,  Tulsa  internist;  John  A.  McIntyre, 
MD,  Enid  internist;  Tim  K.  Smalley,  MD,  Stillwater 
internist;  Kenneth  W.  Whittington,  MD,  Bethany 
family  physician;  and  Dr  Dotter. 

New  officers  for  the  OSMA  Auxiliary  are  Nora 
White  (Robert),  Tulsa,  president;  Susan  Paddack 
(Gary),  Ada,  president-elect;  Judy  Critchfield  (Carl), 
Muskogee,  first  vice-president;  and  Ellen  Metz 
(Allan),  Oklahoma  City,  second  vice-president.  Also 
serving  will  be  Chris  Zollinger  (William),  Tulsa,  re- 
cording secretary;  Karen  Mask  (Dennis),  Edmond, 
treasurer;  and  Nancy  Burton  (Vaud),  Ardmore,  trea- 
surer-elect. (J 


PLICO  appreciates  AM  News  story  explaining  claims-made  policies 


The  Physicians  Liability  Insurance  Company  (PLICO) 
in  recent  years  has  made  a concerted  effort  to  warn 
Oklahoma  physicians  about  the  hazards  of  claims- 
made  policies  for  professional  liability. 

With  state  doctors  facing  a continuing  onslaught 
of  solicitations  offering  this  type  of  insurance  cover- 
age, PLICO  officials  were  pleased  to  see  an  article  in 
American  Medical  News  which  addressed  the  situa- 
tion. 

AMN  staff  writer  Howard  Larkin,  in  a May  4 
story  headlined  “Cost  of  tail  coverage  often  double 
that  of  liability  policy,”  confirmed  much  of  what 
PLICO  has  been  saying. 

The  following  excerpt  is  reprinted  with  the  per- 
mission of  AMN: 

Thinking  about  moving  to  another  state?  Costs  of  tail  liability 
coverage  could  be  as  much  as  double  that  of  your  annual  liability 
premium. 


Average  premiums  for  current  liability  coverage  were  $12,000 
in  1988.  While  average  premiums  for  tail  coverage  ran  to  twice 
that  amount,  many  tail  premiums  are  much  higher  than  $24,000, 
according  to  an  AMA  survey  of  liability  insurers. 

Physicians  in  high-risk  specialties  in  high-rate  states  can  pay 
as  much  as  $400,000  for  tail  policies  said  Bradford  P.  Cohn,  M.D., 
president  of  the  Physicians  Insurers  Assn,  of  America  (PLAA)  and 
chairman  of  San  Francisco-based  Medical  Insurance  Exchange  of 
California.  . . . 

Many  physicians  — particularly  young  physicians  — are  still 
unaware  that  most  professional  liability  policies  cover  only  claims 
made  while  the  policy  is  in  force,  and  require  a tail  policy  to  main- 
tain coverage  when  current  liability  coverage  is  terminated.  Physi- 
cians will  need  to  buy  tail  coverage  if  they  switch  insurers,  or  if 
they  move  to  another  state  where  their  insurer  does  not  write 
policies. ... 

“We  had  a group  of  residents  in  here  not  long  ago  to  tell  them 
about  claims-made  policies,”  said  Donald  Fager,  president  of  Man- 
hattan-based Medical  Liability  Mutual  Insurance  of  New  York. 
“They  were  kind  of  stunned  to  find  out  that  if  they  decided  they 
didn’t  like  it  here  they  would  have  to  pay  this  big  tail  policy  to 
leave.  (continued) 


I Okla  State  Med  Assoc,  Vol  83,  July  1990 


365 


We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  ana 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  City,  OK 
(405)840-9333 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 


Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 


Claims-made  policies  (continued) 

It  is  a situation  that  “leaves  physicians  with  a dilemma,”  said 
Dr.  Cohn.  “Either  you  pay  or  you  stay  put.”  . . . 

Finding  tail  coverage  isn’t  a problem;  affordability  is,  said 
Douglass  Phillips,  president  of  Raleigh-based  Medical  Mutual  In- 
surance Co.  of  North  Carolina.  “The  doctor  who  is  transferring  his 
or  her  practice  is  usually  moving  into  a slightly  lower  financial 
situation,”  because  it  takes  time  to  establish  a practice.  . . . 

PLICO-insured  physicians  have  occurrence-type 
coverage  and  do  not  need  to  purchase  tail  coverage  if 
they  move  out  of  the  state;  their  PLICO  policy  will 
continue  to  cover  them  for  activities  that  took  place 
in  Oklahoma.  (J) 


Preventive  education 

K-12  health  programs  endorsed 
by  OSMA  House  of  Delegates 

“Growing  Healthy”  and  similar  programs  of  com- 
prehensive health  education  for  school  children  in 
grades  K through  12  won  the  endorsement  of  the 
Oklahoma  State  Medical  Association’s  House  of  Del- 
egates in  May. 

In  adopting  Substitute  Resolution  22,  the  dele- 
gates put  their  stamp  of  approval  on  a concept  that 
gives  children  the  skills  and  information  needed  to 
live  healthy,  productive  lives. 

One  example  of  such  programs,  Growing  Healthy, 
covers  all  aspects  of  health  from  growth  and  develop- 
ment to  drug  use  and  community  health.  It  views 
health  education  as  a vital  part  of  a child’s  total  edu- 
cation. 

The  Growing  Healthy  curriculum  has  been  intro- 
duced in  40  public  and  private  school  districts  in 
Oklahoma  and  has  trained  more  than  250  teachers 
in  the  last  three  years.  To  date  the  program  has  been 
implemented  in  Bristow,  Dickson,  Jenks,  McAlester, 
Muskogee,  Norman,  Pawhuska,  Prague,  Red  Oak, 
Stillwater,  and  Tulsa. 

Nationwide,  more  than  600,000  children  have 
been  reached  by  Growing  Healthy  programs.  The  pro- 
grams run  throughout  the  school  year,  with  teachers 
training  in  special  summer  sessions.  The  next  train- 
ing session  in  Oklahoma  will  be  in  Tulsa  the  week 
of  August  6th. 

Information  on  Growing  Healthy  is  available 
from  Blair  Brockman,  Health  Project  Chairman,  at 
(918)  744-0338.  (J) 
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It^S  the  law.  Governor  Henry  Bell- 
mon  signs  House  Bill  1963,  a measure 
which  addresses  prescription  drug  abuse 
and  diversion.  The  new  law  will  allow 
the  Oklahoma  Bureau  of  Narcotics  and 
Dangerous  Drugs  (OBNDD)  to  use  com- 
puter technology  to  track  Schedule  II 
prescription  medications.  HB  1963  is  an 
alternative  to  a "multiple"  prescription 
method  of  tracking  Schedule  II  drugs. 
The  bill  resulted  from  the  cooperation 
of  Oklahoma  professional  societies, 
licensing  boards,  and  law  enforcement 
agents. 

Pictured  behind  Governor  Bellmon 
are  (I  to  r)  Rep.  John  D.  Lassiter  (D- 
Moore);  Elaine  Dodd,  chief  agent  in 
compliance,  OBNDD;  Otie  Ann  Fried, 
OSMA  director  of  state  legislation; 
David  Bickham,  OSMA  executive  direc- 
tor; Bob  Jones,  executive  director,  Okla- 
homa Osteopathic  Association;  Rep. 
Gary  Bastin  (D-Del  City),  the  bill's  au- 
thor; and  Bryan  Potter,  executive  direc- 
tor, Oklahoma  State  Board  of  Pharmacy. 


OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  M.D.*+  John  S.  Chaffin,  M.D.*^ 

David  W.  Vanhooser,  M.D.* 

tDiplomates  American  Board  of  Thoracic  and  Cardiovascular  Surgery 
*Diplomates  American  Board  of  Surgery 

Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 

3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 


(405)  945-4278 


1-800-522-6525 


24  Hour  Referral  and  Consultation 
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Regarding  patients'  records 

State  Supreme  Court  rules  on  doctor-attorney  communication 


A decision  handed  down  by  the  Oklahoma  Supreme 
Court  on  April  17,  1990,  has  clarified  when  and  how 
a physician  may  communicate  with  an  attorney  who 
requests  information  about  a patient  or  former  pa- 
tient who  is  a plaintiff  in  a lawsuit. 

The  court  said  that  in  medical  malpractice  cases 
the  physician  is  free  to  confer  privately  and  infor- 
mally (ex  parte  communication)  with  either  or  both 
the  defendant  health  care  provider’s  attorney  and  the 
patient’s  attorney  about  the  patient’s  care;  he  is  not 
prohibited  from  doing  so  by  reason  of  any  physician- 
patient  privilege.  However,  if  he  prefers,  he  may  limit 
his  communication  with  either  or  both  attorneys  to 
formal  depositions  only. 

If  the  physician  wants  to  confer  with  the  patient’s 
attorney,  he  may  require  the  presence  of  the  defen- 
dant’s attorney,  and  also  his  own.  He  may  charge  for 
professional  time  given  in  conferences  and  for  mak- 
ing copies  of  the  patient’s  records. 

The  patient’s  attorney  is  entitled  to  a copy  of  the 


patient’s  medical  records  if  he  has  proper  authoriza- 
tion from  the  patient.  The  defense  attorney  also  is  en- 
titled to  copies  of  the  patient’s  records,  but  does  not 
have  to  provide  patient  authorization  or  a court 
order;  a file-stamped  copy  of  the  petition  or  complaint 
filed  by  the  patient  is  sufficient. 

In  cases  other  than  medical  malpractice,  a physi- 
cian may  communicate  with  the  defendant’s  attorney 
only  through  a formal  deposition.  Informal  communi- 
cation with  the  patient’s  attorney  is  permitted  if  the 
physician  so  desires  and  the  patient  has  authorized 
it. 

In  such  cases,  both  the  patient’s  attorney  and  the 
defendant’s  attorney  are  entitled  to  copies  of  the 
patient’s  records  upon  presentation  of  appropriate  pa- 
tient authorization. 

The  Supreme  Court’s  decision,  which  consoli- 
dated two  cases  — Seaburg  v The  Honorable  Robert 
E.  Caldwell  and  Linthicum  v District  Court  of  LeF lore 
County  — was  unanimous.  (J) 


How  But  Would  You  Go 
To  Save  A Life? 


1 1 6 2 0 6D 


Last  year,  AirEvac  for  Tulsa  flew  116,206.7  miles  to 
provide  critical  care  transport  for  patients  throughout 
northeastern  Oklahoma. 

That’s  equal  to  4 1/2  orbits  around  the  Earth.  And 
while  we  don’t  offer  global  service,  you  can  count 
on  us  to  go  the  extra  mile.  Because  you  and  your 
patients  mean  the  world  to  us. 


AirEvac  — The  Ultimate  Emergency  Air  Transport 
(918)  585-EVAC  or  1 (800)  422-EVAC 

A Service  of  Hillcrest  Health  Care 
Corporation  and  St.  John 
Medical  Center 
Abo  serving  Jane  Phillips 

Episcopal'Memorial  Medical  Center  and  Tuba  Regional  Medical  Center 
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From  the  OSDH 


OSDH  targets  cardiovascular  risk  reduction  via  private  employers 


The  proposed  Year  2000  Health  06- 
jectives  for  the  Nation  state  that  by 
» j the  year  2000,  there  should  be  an  in- 

I | I crease  of  at  least  90%  in  the  propor- 

tion  of  people  age  18  and  older  who 
have  had  their  blood  pressure  mea- 
sured by  a health  professional  or  other  trained  ob- 
server within  the  previous  two  years  and  can  state 
whether  their  current  blood  pressure  is  within  nor- 
mal limits  or  elevated.  The  health  objectives  also 
suggest  that  there  be  an  increase  of  at  least  90%  in 
the  proportion  of  people  age  18  and  older  who  have 
had  their  blood  cholesterol  checked  within  the  previ- 
ous five  years  and  at  least  75%  should  be  able  to  re- 
port their  cholesterol  level. 

For  the  past  decade,  the  Oklahoma  State  Depart- 
ment of  Health  (OSDH),  with  consultation  from 
physicians  in  the  private  sector,  has  developed  car- 
diovascular messages  to  influence  awareness  and  per- 
sonal perception  of  cardiovascular  disease  risk  fac- 
tors. These  messages  have  been  targeted  along  a con- 
tinuum of  health  concepts,  including  awareness,  pre- 
vention, control,  and  quality  of  life.  The  OSDH  be- 
lieves that  these  messages  have  motivated  patients 
to  seek  care  and  are  responsible,  at  least  in  part,  for 
reducing  heart  disease  and  stroke  death  rates  in 
Oklahoma  by  25%  and  30%,  respectively. 

To  take  these  messages  even  further,  the  OSDH 
Chronic  Disease  Service  and  Health  Education  and 
Information  Service  have  established  partnerships 
with  business  and  industry  in  the  state  to  provide 
health  promotion  activities  at  the  worksite.  Employ- 
ees are  offered  health  risk  appraisal,  blood  pressure 
and  cholesterol  measurement,  and  heart  health  and 
heart  risk  factor  education.  Those  businesses  which 


Oklahoma  AIDS  Information  Line 
(800)  522-9054 

National  AIDS  Clearinghouse 
(800)  458-5231 


Table  1.  Mean  Blood  Cholesterol  Levels  by  Age,  Cohorts,  Sex 
and  Compares  Year  1 and  2 to  National  Means 


Men  Women 


Age  Cohorts 

Year  1 

Year  2 National 

Yearl 

Year  2 

National 

20-24 

158 

158 

165 

182 

175 

170 

25-29 

183 

180 

180 

175 

175 

175 

30-34 

218 

200 

190 

185 

178 

175 

35-39 

198 

198 

200 

202 

182 

185 

40-44 

215 

200 

205 

204 

198 

195 

45-49 

187 

192 

215 

212 

202 

205 

50-54 

220 

202 

215 

225 

204 

220 

55  and  older 

206 

201 

215 

217 

214 

230 

Table  2.  Mean  Percentage  of  Population  Screened  for 

Blood  Pressure  by  Categories  on  Diastolic  Reading 

Reading 

Category 

Year  1 Year  2 

Below  85mgHg 

Normal  Blood  Pressure 

79.1%  81.2% 

85-89mgHg 

High  Normal  Blood  Pressure  17.4%  17.2% 

90-104mgHg 

Mild  Hypertension 

3.2%  1.6% 

105-114mgHg 

Moderate  Hypertension 

0.3%  — 

115mgHg  or  above  Severe  Hypertension 



have  received  the  intervention  have  been  evaluated 
to  determine  if  an  outcome  of  behavior  change  has  oc- 
curred. The  following  discussion  reviews  the  results 
over  a two-year  period,  1988-1989. 

The  same  individuals  were  seen  both  Year  1 and 
Year  2 for  basic  measurements  and  educational  ses- 
sions, and  resources  were  provided  to  the  employer  to 
follow  up  on  the  initial  educational  sessions.  The 
mean  blood  cholesterol  level  for  Year  1 was  201.3  mg/ 
dl  with  a range  of  112  mg/dl  to  357  mg/dl.  The  mean 
cholesterol  level  for  Year  2 was  189.9  mg/dl  with  a 
range  of  115  mg/dl  to  280  mg/dl.  For  both  years  the 
mean  blood  cholesterol  level  was  below  the  national 
mean  of  216  mg/dl.  The  mean  blood  pressure  level  for 
Year  1 was  130/78  and  the  mean  blood  pressure  level 
for  Year  2 was  128/74. 

The  participating  worksites  have  actively  pro- 
moted positive  life-style  changes  through  various  em- 
ployee-driven health  promotion  activities.  At  present 
there  is  no  data  available  to  support  reduced  insur- 
ance claims,  but  all  businesses  noted  less  absen- 
teeism and  fewer  sick  days.  (J) 
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Book  Shop 


Mixed  Blessings:  Intensive  Care  for  New- 
borns by  Jeanne  Harley  Guillemin  and  Lynda  Lytle 
Holmstrom.  New  York:  Oxford  University  Press, 
1986.  Pp  317,  $26.00. 

This  book  concerns  newborn  intensive  care  and 
all  of  its  complexities.  The  preface  states,  “Anyone  en- 
tering a maximum  care  unit  for  newborns  cannot 
help  but  be  struck  by  the  complexity  of  hospital  or- 
ganization and  the  sophistication  of  hospital  technol- 
ogy. These  modem  forms,  however,  should  not  blind 
us  to  the  universal  drama  surrounding  human  repro- 
duction. . . . Our  good  fortune  is  that  in  our  time  and 
society  so  many  newborns  survive  to  become  adults.” 

This  book  analyzes  the  organization  of  neonatal 
intensive  care  units,  the  professionals  who  work 
there,  and  the  larger  hospital  or  medical  center  of 
which  they  are  a part.  The  two  authors  are  professors 
of  sociology  from  Boston  College.  They  use  the  ap- 
proach of  sociologists  to  describe  their  findings  and 
recommendations.  Most  of  the  description  is  con- 
cerned with  an  academic  teaching  center,  “Northeast 
Pediatric.”  They  describe  first  the  professional  work- 
ers in  the  neonatal  intensive  care  unit  — physicians, 


nurses,  social-psychological  professionals.  They  use 
quotations  from  representatives  of  each  of  these 
groups  to  illustrate  the  problems  and  decisions  which 
must  be  made  in  the  day-to-day  care  of  such  patients. 
The  second  major  category  of  the  book  is  entitled 
“Clinical  Decisions  in  the  Patient’s  Career.”  In  this 
section  the  source  of  patient  referrals,  the  sanctity  of 
newborn  life  versus  aggressive  intervention,  and 
what  happens  to  patients  in  neonatal  intensive  care 
units  are  covered  in  detail. 

The  needs  of  parents  are  given  thorough  evalua- 
tion. Generally  speaking,  the  authors  believe  that 
intensive  care  nurseries  are  overly  technical  and  fre- 
quently unresponsive  to  parents  and  families. 

A chapter  entitled  “Newborn  Intensive  Care  in 
the  United  States”  provides  a comparison  of  “North- 
east Pediatric”  with  fourteen  other  intensive  care 
nurseries  in  the  United  States  and,  in  another  chap- 
ter, to  those  in  England,  the  Netherlands,  and  Brazil. 

The  book  concludes  with  several  carefully  consid- 
ered policy  recommendations. 

Overall,  the  authors  have  done  a reliable  job  in 
transmitting  the  reality  of  the  day-to-day  atmo- 


DRIVE  A VOLVO  BECAUSE  REPLACEMENT  PARTS  ARE  HARD  TO  FIND. 


JERRY  BUOG 


VOLVO 

A car  you  can  believe  in. 


907  SOUTH  BROADWAY 
EDMOND  . OKLAHOMA 
359-1234 
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sphere  of  the  neonatal  intensive  care  unit.  One  of  the 
strengths  of  the  book  is  its  perspective,  from  an  out- 
side source,  on  the  decision-making  process  in  neo- 
natal units.  The  authors’  most  heated  criticism  is 
directed  at  overzealous  care  of  infants  weighing  less 
than  750  gm. 

All  professionals  with  a stake  in  maximum  care 
of  the  newborn  will  find  this  book  interesting. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 


In  Memoriam 

1989 

Ruben  Hilton  Mayberry,  MD 

April  20 

Norman  Eugene  Deambarger,  MD  May  6 

Gordon  Kent  Jimerson,  MD 

May  6 

Orville  McClure  Woodson,  MD 

May  11 

Robert  Sears  Davis,  Jr.,  MD 

May  13 

James  Richard  Riggall,  MD 

May  30 

Howard  Choice  Martin,  MD 

July  23 

D.  Evelyn  Miller,  MD 

July  30 

Nevin  Wilson  Dodd,  MD 

July  31 

Alwyn  Travers  Komblee,  MD 

August  7 

Edward  Keats  Norfleet,  MD 

August  13 

Wayman  Jackson  Thompson,  MD 

September  20 

Rheba  L.  Huff  Edwards,  MD 

September  30 

George  Harry  Garrison,  MD 

October  5 

Monroe  Ruework  Jennings,  MD 

October  27 

Edmund  Gordon  Ferguson,  MD 

November  17 

Don  Lee  Dycus,  MD 

December  6 

Sylvester  Robert  Shaver,  MD 

December  16 

Charles  Edwards  Leonard,  MD 

December  27 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

Powell  Everett  Fry,  MD 

January  28 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 

Vincel  Sundgren,  MD 

March  1 

Glen  Smith  Kreger,  MD 

March  25 

Martin  James  Fitzpatrick,  MD 

March  27 

David  Charles  Lowry,  MD 

March  30 

Robert  Alan  Johnston,  MD 

April  9 

Hervey  Adolph  Foerster,  MD 

April  15 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Homer  Vincent  Archer,  MD 
1919  - 1990 

OSMA  Life  Member  Homer  V.  Archer,  MD,  Okla- 
homa City,  died  May  8,  1990.  Dr  Archer,  a 1943  grad- 
uate of  the  University  of  Oklahoma  School  of 
Medicine,  began  his  anesthesiology  and  family 
medicine  practice  in  Oklahoma  City  in  1947;  he  re- 
tired in  1980.  Dr  Archer  served  on  active  duty  with 
the  US  Army  during  World  War  II,  attaining  the  rank 
of  Captain. 

Paul  E.  Kaldahl,  MD 
1935  - 1990 

Paul  E.  Kaldahl,  MD,  Oklahoma  City  pathologist, 
died  May  4,  1990.  Dr  Kaldahl  was  a native  of  Wol- 
bach,  Neb.  A 1960  graduate  of  the  University  of  Okla- 
homa College  of  Medicine,  he  established  his  medical 
practice  in  Oklahoma  City  in  1966.  His  practice  was 
interrupted  by  a two-year  tour  of  duty  with  the  US 
Army  from  1967  to  1969.  Dr  Kaldahl  was  a director 
of  the  Medical  Arts  Laboratory  in  Oklahoma  City 
and  served  as  president  of  the  Oklahoma  State  As- 
sociation of  Pathologists.  (J 

Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


FAMILY  PRACTICE  — INTERNAL  MEDICINE.  Seeking 

physician  to  join  M.D.,  D.O.,  N.P.,  in  a rural  community,  one  hour 
from  Oklahoma  City.  Join  a busy,  fully-equipped  modern  medical 
clinic.  Beginning  salary  75,000+,  paid  3 wk.  vacation,  malprac- 
tice insurance,  health/life  insurance,  pension/profit  sharing  plan. 
Option  for  additional  income  in  local  emergency  department.  For 
more  information  call  Tricia  405-382-3650. 


IM  - Kansas  City,  Des  Moines,  & others.  Groups,  early  part- 
nership, $200,000.  Excellent  practices  for  quality  physician  con- 
sidering relocation.  We  serve  only  the  finest  medical  entities  in  the 
Midwest.  Call  or  mail  CV  to  Judi  White,  J.  Sherriff  & Associates, 
10955  Granada  #203,  Overland  Park,  KS  66211, 1-800-533-0525. 


INTERNAL  MEDICINE  BC/BE  Oklahoma  metropolitan 

hospital  seeks  two  generalists  with  many  skills  (outpatient  to 
ICU),  must  be  ACLS  certified.  Experience  in  alcohol/drug  treat- 
ment, Rehabilitation  Medicine  and  CME  useful,  limited  night/ 
week-end  call.  Excellent  opportunity  in  a progressive  community. 
Submit  CV  to  Journal  Box  39,  c/o  OSMA. 


( continued I 
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JUST  ONE 

Editors  of 

THE  WALL  STREET  JOURNAL 

Say  there  is  just  one 
Men’s  Custom  Tailoring  Establishment 
in  Oklahoma  City  where 
' Chief  Executive  Officers 
from  the  Fortune  500 
prefer  to  trade. 

o£ 

DINBURGH 

PENN  PLACE  • 843-9936 


C30 


WALL  STREET  JOURNAL 

IXX'hXlK  ) _ 
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AMENITIES  ANf>  OJS1 OMS 
oF  AML  RICA’S  c ORP0RATE  ELITE 


Physicians  Wanted  (continued) 


OSMA  Physician 
Recowry  Program 
(405)  360-4535 


Physicians  Wanted  (continued) 


URGENT  CARE  CENTER  POSITION.  New  Urgent  Care 
Center  adjacent  to  Oklahoma  Memorial  Hospital  Emergency  De- 
partment has  opening  for  primary  care  physician.  Hours  11:00  am 
to  7:00  pm  Monday  through  Friday.  Salaried  position,  competitive 
reimbursement,  includes  supervision  of  emergency  medicine  resi- 
dents. CONTACT:  Steven  Barrett,  M.D.,  Section  of  Emergency 
Medicine,  P.O.  Box  26307,  Oklahoma  City,  OK  73126. 


Other 


Kodak  Ektachera  DT  system,  including  electrolytes,  com- 
plete office  laboratory,  new  in  July  1988,  service  contract  in  effect. 
Very  accurate  and  good  profit  margin.  Office  cost  in  the  last  12 
months  less  than  3000.00  with  gross  charges  over  57,000.00  for 
same  period.  Take  over  lease,  41  months  left,  our  equity  free.  Also 
Olympus  sigmoidscope,  AT&T  Spirit  phone  system,  dictaphone, 
QBC  II  lab  equipment  and  other  misc  equipment.  For  inquiries 
write:  Equipment,  P.O.  Box  720103,  Norman,  Okla.  73070  or  call 
405-756-3100. 


Progressive  group  of  young  general  and  subspecialty 

internists  seek  associates  with  expertise  (BC-BE)  in  endocrinol- 
ogy and  gastroenterology.  Large  established  patient  population 
and  referrals.  Well  equipped  spacious  office  with  management 
staff;  attached  to  large  teaching  hospitals.  Reply  Journal  Box  40, 
c/o  OSMA. 


Must  sell:  Examining  tables  & matching  consoles,  flat  ortho- 
pedic tables,  2 new  Ritter  power  exam  tables,  X ray  Universal 
300MA  & table,  3 years  old,  X ray  automatic  processor,  ultra  sound 
& electrical  stimulator,  Mettler  type,  waiting  room  furniture  mod- 
ular type,  desks  & chairs,  desk  & credenza,  upright  scale,  small 
steam  autoclave,  view  boxes,  Stryker  cast  cutter,  wheelchair,  tele- 
phone system,  etc.  Very  reasonable.  405-762-2227. 


LaJuanta,  Colorado:  Seeking  full-time  and  part-time 

emergency  physicians  for  low  volume  emergency  department.  Ex- 
cellent compensation,  paid  malpractice  insurance,  and  optional 
benefit  program.  Primary  care  experience  and  ACLS  certification 
required.  Contact:  Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


Developmental  pediatrician  to  work  with  children  with 

chronic  illness  and  handicapping  conditions.  Staff  now  consists  of 
neurologist,  rehabilitation  and  developmental  pediatrician  and 
psychiatrists.  Salary  and  fringe  benefits  are  competitive.  Clinical 
academic  appointment  is  available.  Located  in  attractive  south- 
west city.  Contact  James  Coldwell,  MD,  Box  35648,  Tulsa,  OK 
74153,  918-664-6600. 


TEXAS:  Full-time  and  part-time  emergency  department 

positions  available  at  224  bed  hospital.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insurance. 
Benefit  package  available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport  Road,  Room  54, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


Closing  practice  and  will  give  it  to  a competent  MD.  If  no 
taker  will  sell  at  bargain  all  equipment  including  large  X-Ray  and 
developer,  Hydrolic  Ritter  Table,  Burdic  E500  ECG  Computer  and 
many  items  in  new  condition.  Wm.  A.  Matthey,  M.D.,  3516  Ar- 
lington, Lawton,  OK  353-6233. 


Do  in-office  CBCs  with  QBC-II  from  Becton-Dickinson.  This 
unit  is  cosmetically  and  functionally  like  new,  with  approximately 
half  of  the  lease  payments  remaining.  I have  closed  my  office  and 
no  longer  require  the  equipment  and  will  give  it  to  the  first  person 
willing  to  simply  take  up  the  payments  of  the  lease.  I do  not  re- 
quire any  buy-out  of  equity,  but  must  dispose  of  this  lease  im- 
mediately. Also  have  available  a single  channel  ECG  with  cart  by 
Burdick,  and  a beautiful  oak  executive  desk  with  matching  2- 
drawer  lateral  file  for  sale.  No  reasonable  offer  refused.  Call  Will- 
iam Hall  at  918-456-2124  or  write  P.O.  Box  1095,  Tahlequah,  OK, 
74465. 


Tired  of  insurance  companies’  avoiding,  cutting,  and 

denying  your  valid  claims?  You  may  now  bring  suit  directly.  For 
legal  representation  paid  contingent  on  recovery,  contact  Attorney 
Katherine  Hine,  508  N.  Crabtree,  Muskogee,  Oklahoma  74403; 
Telephone  (918)  682-4226. 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Professional 

help 

for  health 
professionals. 


c 

L^ubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROFESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 


INCREASE 
your  Medicare  Profits! 

If  You  - 

• Resubmit  claims 

• Request  reviews  on  improperly 
claims 

• Send  Operative  reports 

• Send  Pathology  reports 

you  are  not  realizing 
your  full  profit  potential  . . . 


‘Claims  Express 
of  America,  Inc. 

5138  South  Peoria 
Tulsa,  Oklahoma  74105 
(918)  747-3225 


Oklahoma  Mediclaim 
Services 

P O,  Box  52765 
Tulsa,  Oklahoma  74152 
(918)  747-7720 


Express  Mediclaim 
Services 

P.O.  Box  1065 
Norman,  Oklahoma  73070 
(405)  321-9855 

Electronic  claims  filing  for 


Southeast  Claims  Express 

1 730  Shadowood  Lane, 
Suite  305 

Jacksonville,  Florida  32207 
(904)  398-2412 

physicians  is  our  specialty. 


‘Dealer  Inquiries  Invited 


OKLAHOMA  UROLOGY  CENTER 


CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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Pasteur  Medical  Bldg. 

Room  301  East 
1111  N.  Lee 

West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918)  747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LAB1 

ALL  OKLAHOMA  CITY  LOCATIONS 239-7111 


THE 

Independent 
PATHOLOGY 
INSTITUTE.  INC. 
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PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 


MULTI-SPECIALTY  CLINICAL  HEALTHCARE 

FOR  SOUTHEASTERN  OKLAHOMA 

INTERNAL  MEDICINE 

STACY  R.  HARDY,  M.D. 

R.  KERN  JACKSON,  M.D. 
KENNETH  R.  MILLER,  M.D. 
LEROY  M.  MILTON,  M.D. 

GASTROENTEROLOGY 

JAMES  A.  GOLLA,  M.D. 

OPHTHALMOLOGY 

ROBERT  G.  CASE,  M.D. 

PEDIATRICS 

DELTA  W.  BRIDGES,  M.D. 
PAUL  S.  THOMAS,  M.D. 

SURGERY 

WILLIAM  G.  BLANCHARD,  M.D. 
DAVID  T MACMILLAN,  M.D. 

ALLERGY 

PAUL  S.  THOMAS,  M.D. 

RADIOLOGY 

BRUCE  H.  BROWN,  M.D. 

CARDIOLOGY 

(POSITION  AVAILABLE) 

FAMILY  MEDICINE 

BRUCE  W.  BENNETT,  M.D. 
JOHN  B.  COTTON,  M.D. 
LARRY  D.  LEWIS,  M.D. 
WILLIAM  E.  GUPTON,  M.D. 

OBSTETRICS-GYNECOLOGY 

DAVID  L.  DOYLE,  M.D. 

L.  DWAIN  DOYLE,  M.D. 

W.  RILEY  MURPHY,  JR.,  M.D. 
STEPHEN  J.  RIDDEL,  M.D. 

NEUROLOGY 

(POSITION  AVAILABLE) 

ORTHOPEDICS 

(POSITION  AVAILABLE) 

OTOLARYNGOLOGY 

(POSITION  AVAILABLE) 

UROLOGY 

(POSITION  AVAILABLE) 

ADMINISTRATOR 

PAUL  B.  BISHOP 

The  McAlester  Clinic,  ] 

Inc.  \ fr. 

| 1401  E.  VAN  BUREN  AVE.  • P.O.  BOX  908  • McALESTER  OK  74502  • 918  426-0240  jL  ▼ 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
"Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
* Warren  G.  Low,  MD,  FACS 
Thomas  C.  Howard,  MD,  FACS 
"David  L.  Holden,  MD,  FACS 
"Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
"Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
"Larry  G.  Willis,  MD 
"Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 


"Specialty  Board  Diplomate 


Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 


mmsm 

Ml 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

adults  and  children. 

2T Founded  1926 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MDt* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDf° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDt* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

John  S.  Irons,  MDt° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  t* 

Mercy  Doctors  Tower 

James  R.  Claflin,  MDt° 

4200  W.  Memorial  Rd.,  Suite  112 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 

George  L.  Winn,  MDt 

Baptist  Medical  Plaza  North 

3433  N.W.  56th,  Suite  870 

f Diplomate  American  Board  ol  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

* Diplomate  American  Board  of  Internal  Medicine 

(405)  235-0040 

° Diplomate  American  Board  ol  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and 
one  of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant 
program  in  Oklahoma  to  earn  government  Medicare  Certification. 


Nazih  Zuhdi,  MD 

DIRECTOR, 


CHIEF  TRANSPLANT  SURGEON 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
Dimitri  Novitzky,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 

Research 

Betti na  Mues 
Thomas  Snow,  PhD 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  PICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK73109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Chickasha 
2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J.W.  McDoniel,  M.D. 

J.O.  Wood,  Jr.,  M.D. 

INTERNAL  MEDICINE 
W.S.  Harrison,  M.D. 

D.L.  Stehr,  M.D. 

Don  R.  Hess,  M.D. 

R.L.  Jenkins,  M.D. 

L.V.  Deck,  M.D. 

R.C.  Talley,  M.D. 

CARDIOLOGY 
Joe  T.  Bledsoe,  M.D. 

GASTROENTEROLOGY 
C.K.  Su,  M.D. 

PEDIATRICS 
R E.  Herndon,  M.D. 

E Ron  Orr,  M D 
J.E.  Freed,  M D. 

Pilar  Escobar,  M.D 
Donald  F.  Haslam,  M.D. 


OBSTETRICS  AND 
GYNECOLOGY 
Nancy  W.  Dever,  M.D. 
Alan  J Weedn,  M.D. 
David  Rumph,  M.D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M.D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson,  M.D. 
Virginia  L.  Harr,  M.D 
Myra  Campbell,  PA. 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B.  Loh,  M.D. 

OPHTHALMOLOGY 
John  R Gearhart,  M.D 

ANESTHESIOLOGY 
T.  Gowlikar,  M.D. 

Gideon  Lau,  M.D. 

M M.  Vaidya,  M.D. 

ACUTE  CARE  & 
OCCUPATIONAL  MEDICINE 
C R Gibson,  M.D 
Edwin  Horne,  Jr  , M.D. 


UROLOGY 
K.T.  Varma,  M.D. 

ORTHOPEDIC  SURGERY 
J.E.  Winslow,  M.D 
Timeri  Murari,  M.D. 

Bill  Ohl,  PA. 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D. 

RADIOLOGY 
T.J.  Williams.  M.D. 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed  . C C.C 

DERMATOLOGY 
Linda  A Reinhardt,  M.D. 

ALLERGY 
R E.  Herndon,  M.D. 

W.S  Harrison,  M.D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M D 

NEUROSURGERY  (Part-time) 
R E Woosley,  M.D. 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C Duus,  M.D 

ONCOLOGY  (Part-time) 

R.G  Ganick,  M D. 

L.M  Bowen,  M.D. 

SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon,  M D 
Jeff  Jones,  M.D 


DERMATOLOGY  (Part-time) 
Mark  Roytman,  M D 


S3 


SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 


ADMINISTRATION 
James  W Loy 
Daniel  N Vaughan 


ALLERGY  (Part-time) 
R E Herndon,  M O 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N 

SARATOGA  / P O BOX  849  / 

SHAWNEE,  OKLAHOMA  74801  / Phone 

405-273-5801 

ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

AM.  Bell,  MD* 

Michael  W.  Butcher,  MD* 

T.  A.  Balan,  MD,  FAAOS* 

William  Phillips,  MD* 

Merle  L.  Davis,  MD 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

Robert  G.  Wilson,  MD* 

Larry  D.  Fetzer,  MD 

S.  M.  Waingankar,  MD,  MS*  (Ortho) 

Cranfill  K.  Wisdom,  MD* 

GENERAL  SURGERY 

Eldon  V.  Gibson,  MD* 

Frank  H.  Howard,  MD* 

D.  A.  Mace,  MD 

Gary  D.  Myers,  MD* 

J.  B.  Janell,  MD* 

OTORHINOLARYNGOLOGY 

INFECTIOUS  DISEASE 

S.  P.  Shetty,  MD* 

S.  Rishi,  MD*,  MS,  FACS 

William  A.  Chapman,  MD 

INDUSTRIAL  MEDICINE 

A.  M Bell,  MD 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

R.  K.  Mohan,  MD 

David  L.  McBride,  MD* 

W.  J.  Birney 

OBSTETRICS 

PEDIATRICS 

"Board  Certified 

GYNECOLOGY 

A.  M.  Bell,  MD* 

Richard  E.  Jones,  MD* 

R.  K.  Mohan,  MD* 

Stephen  E.  Trotter,  MD* 

W.  A.  Chapman,  MD* 

Donald  E.  Loveless,  Jr.,  MD* 

ORTHOPEDIC  ASSOCIATES,  ll\IC. 

AIMD 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  73112 
(405)947-0911 


David.  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 


General  Orthopedic  Services 


I Okla  State  Med  Assoc,  Vol  83,  July  1990 


379 


a \a  d i o l o g y 

JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 

m Xssociates,  Inc. 

DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 

G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MRI 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 
JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 
CAROL  K.  YATES,  M.D. 

PRACTICE  LOCATIONS 

BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N W 56TH,  SUITE  C-10 
TELEPHONE  (405)  945-4750 

206  NORTHWEST  MEDICAL  CENTER  BLDG. 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  945-4739 

BAPTIST  HOSPITAL 
TELEPHONE  (405)  949-3202 

DEACONESS  HOSPITAL 
TELEPHONE  (405)  949-6107 

invPI 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 
MRI 

(1.5  Tesla  GE  Magnet) 

Head 
Spine 
Total  Body 


CT  SCAN 

Head 
Spine 
Total  Body 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


OKLAHOMA  HANDc 
SURGERY  CENTER,  INC 

Carlos  A.  Garcia-Moral,  MD,  FACS 


Kenneth  A.  Hieke, 


MD 


405/232-3210 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Sllverateln,  MD.  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  ol  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 


ALLERGY 


ADULT  & ADOLESCENT  ALLERGY 

V.O.  LAING,  MD.  FACP  BOARD  CERTIFIED  ALLERGIST 

Children  & Adults  — Hay  Fever  — Asthma 
Blood  S Skin  Testing 

253  Utica  Square  Medical  Bldg.  • 21st  and  Utica 
Tulsa,  OK  74114  • (918)  747-8775 


JAMES  A.  MURRAY.  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


OKLAHOMA  ALLERGY  CLINIC,  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 

Roberts. Ellis, MDf  John  R Bozalis.  MDf 

LyleW  Burroughs.  MDf  John  S.  Irons,  MDt° 

Charles  D.  Haunschild.  MDf  Warren  V.  Filley,  MDf 

James  H.  Wells.  MDf  James  R.  Claflin,  MDf 

Senior  Consultants:  George  S.  Bozalis,  MD;  George  L.  Winn,  MDf 

t Diplomate  Amencan  Board  of  Allergy  and  Immunology 
* Diplomate  Amedcan  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Central  Office:  Baptist  Medical  Plaza  N Mercy  Doctors  Tower  Norman  Office: 

750  NE  13th  St.  3433  NW  56th  4200  W.  Memorial  950  N Porter 

Okla  City,  OK  73104  Suite  870  Suite  112  Suite  101 

405-235-0040  405-235-0040  405-235-0040  405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation,  Aortography  and  Selective  Coronary  Adenography 
Coronary  and  Pertpheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service),  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 
•J.J  Donnell,  MD  947-2556  'G  L Homck.  MD  943-8428 
•J.L.  Bressie.  MD  946-0568  A.F  Elliott,  MD  943-8421 
A S.  Oahr,  MD  947-2321  Gary  Worcester.  MD  943-4134 
•Jan  Voda,  MD  947-1297  Stanley  A.  Horst,  MD  946-0606 
'Certified  by  the  Amencan  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N.W.  56th  Oklahoma  City,  Oklahoma  73112 


Galen  P.  Robbins.  MD 
Wiliams  S.  Myers.  MD 
Lawrence  M Higgs,  MD 
Ronald  H.  White,  MD 


CARDIOVASCULAR  CLINIC 
Wiliam  J.  Fors,  MD 
. W.  H.  Oehlert,  MD 
Chartes  F.  Bethea,  MD 


Fred  E.  Lybrand,  MD 
Mel  Clark.  MD 
Jerome  L.  Anderson,  MD 
Santosh  T.  Prabhu,  MD* 


Senior  Consultant:  Wm.  Best  Thompson,  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  antenography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 


BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W.  Memonal,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interst  in  Skin  Surgery 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center  Suite  602 

NORTHWEST  ALLERGY  CLINIC.  INC. 


John  L.  Davis,  M.D 
3330  N.W.  56th 

Oklahoma  City,  Oklahoma  731 1 2 
405  843-6619 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Diplomate  Amencan  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


OSMA  toll-free  number 
1-800-522-9452 


I Okla  State  Med  Assoc,  Vol  83,  July  1990 


381 


ENDOCRINOLOGY 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


M.  GUDE,  MD.  MRCP  (UK),  FACP 
Diplomats,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M.D.  Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave.,  #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W.  Huneke.  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON.  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  P.C. 

Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City.  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  , MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memonal  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


WM.  P TUNELL,  MD"  DAVID  W.  TUGGLE,  MD* 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
'American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  MD.  MAPA 
John  C.  Andrus,  MD,  MAPA 
Charles  E.  Smith,  MD,  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Shree  S.  Vinekar,  MD,  FAACP 
Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  in  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  MD 
Cheryl  L Feigal,  MD 
CONSULTANTS 
Robert  J.  Outlaw,  MD,  FAPA 
Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Povl  Toussieng,  MD,  FAPA 

Thurman  E.  Coburn,  PhD,  Licensed  Clinical  Psychologist 
David  Schwartz.  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D.  Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


RAYMOND  J.  DOUGHERTY,  MD 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


OSMA  News 

Another  OSMA  member  service 
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NORMAN  K.  IMES.  MD 
JOHN  E.  HUFF,  MD 

Dlplomates  American  Board  ol  Internal  Medicine 
American  Board  ot  Internal  Medicine  ■ Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S.  LITTLE.  MD 
DENNIS  M PARKER,  MD 

Diplomates  American  Board  of  Internal  Medicine 
Amertcan  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street,  Suite  208  (405)  949-2215 

Oklahoma  City,  Oklahoma  73112 


RADIOLOGY 


CHET  BYNUM,  MD  GLENNA  YOUNG,  MD 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

13301  N.  Mendian  Bldg  300 
Oklahoma  City,  Oklahoma  73120 
(405)  752-0186 


RADIOLOGIC  SPECIALTIES,  LTD 
4045  Northwest  64th  Street,  Suite  125 
Oklahoma  City,  Oklahoma  73116 

Practice  Limited  To  CT  Scanning 

V.C.  Tisdal  III,  MD  (405)  848-0075  Rebecca  Goen  Tisdal,  MD 
Diplomates  American  Board  of  Radiology 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Lloyd  G.  McArthur,  PhD,  MD  Winfred  L Medcalf,  MD 

Robert  C.  Troop.  PhD,  MD 
207  C Street  NW  Ardmore,  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G.  M.  RAYAN,  MD,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S.  BAJAJ,  MD.  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  Amertcan  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Btvd  , Suite  304  13313  N.  Mendian,  Suite  A 

Oklahoma  City,  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 


WILLIAM  J FORREST.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W,  Expressway  947-8760 

Oklahoma  City 


HERBERT  M KRAVITZ,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


UROLOGY 


A.  de  QUEVEDO.  MD.  Inc. 

Diplomate  of  the  Amertcan  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City.  Oklahoma  73103  232-1333 


BARNEY  J LIMES,  MD.  FACS 
1211  N Shartel,  Suite  208 
Oklahoma  City,  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr  , Suite  300 
Midwest  City,  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 


JOSEPH  D.  PARKHURST,  MD,  FACS 
Diplomate  Amertcan  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 


CHARLES  L.  REYNOLDS.  JR..  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 


1125  N Porter 
Norman.  Okla.  73071 
(405)  364-1071 


I Okla  State  Med  Assoc,  Vol  83,  July  1990 


383 


Perry  A.  Lambird,  MD,  President; 
Billy  D.  Dotter,  MD,  President- 
Elect;  Michael  J.  Haugh,  MD,  Vice-President;  James  D.  Funnell,  MD, 
Secretary-Treasurer;  Larry  L.  Long,  MD,  Speaker,  House  of  Delegates; 
Victor  L.  Robards,  Jr.,  MD,  Vice-Speaker,  House  of  Delegates;  Sara  Reed 
DePersio,  MD,  Chair,  Board  of  Trustees;  Jay  A.  Gregory,  MD,  Vice-Chair, 
Board  of  Trustees. 


OFFICERS  OF  THE  OKLAHOMA 
STATE  MEDICAL  ASSOCIATION 


Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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Why  PLICO  Health? 


Guaranteed 

Continued 

Insurability 


PLICO  Health  is  committed  to  guaranteed  continued  in- 
surability for  every  member  of  the  Oklahoma  State . 
Medical  Association.  You  are  assured  continued  in- 
surability regardless  of  losses  you,  your  family,  or  your 
employees  may  suffer.  That  is  a commitment  no  other 
company  is  willing  to  make,  but  it  is  only  one  of  the 
reasons  PLICO  Health  is  your  best  option.  To  find  out 
more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  insurance  specialists  will  be  happy  to 
provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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The  Last  Word 


■ This  year’s  A.H.  Robins  Award  for  Community 

Service  goes  to  Virgil  Dale  Matthews,  MD,  Mus- 
kogee. Dr  Matthews  has  been  a family  physician  in 
Muskogee,  where  it  is  estimated  he  has  delivered 
some  5,000  babies  over  the  last  40  years.  He  also  has 
served  on  the  Muskogee  City  Council  and  established 
the  Muskogee  Public  School  Education  Foundation. 
Dr  Jay  A.  Gregory,  also  of  Muskogee  and  vice-chair- 
man of  the  OSMA  Board  of  Trustees,  presented  the 
award  during  the  OSMA  Annual  Meeting  in  Okla- 
homa City  in  May.  Assisting  was  A.H.  Robins  Repre- 
sentative Gary  Jones.  The  Robins  award  winner  is 
named  annually  by  the  OSMA  Board  of  Trustees. 

■ The  Dbnald  J.  Blair  Friend  of  Medicine  Award 

for  1990  was  presented  in  May  to  Oklahoma  City 
businessman  and  <5ivic  leader  Lee  Allen  Smith. 
Smith  was  recognized  for  his  work  to  prevent  blind- 
ness and  to  promote  the  Children’s  Miracle  Network. 
The  award  was  presented  by  James  B.  Pitts,  MD, 
OSMA  past  president,  at  the  Annual  Meeting  of  the 
OSMA  House  of  Delegates  in  Oklahoma  City.  It  is 
named  in  memory  of  Don  Blair,  OSMA  executive  di- 
rector in  the  1970s. 


■ Ron  O.  Gilcher,  MD,  director  of  the  Oklahoma 

Blood  Institute  in  Oklahoma  City,  says  the  institute 
will  be  adding  two  new  tests  this  year.  The  first  test, 
which  will  detect  whether  a donor  has  been  infected 
with  the  hepatitis  C virus,  has  been  licensed  by  the 
Food  and  Drug  Administration  (FDA).  The  hepatitis 
C virus,  believed  to  be  the  cause  of  most  non-A,  non-B 
hepatitis,  accounts  for  some  95%  of  all  hepatitis  cases 
caused  by  blood  transfusions.  The  second  test,  to 
come  later  in  the  year,  will  check  for  HIV-2.  The  test 
has  not  previously  been  employed  in  the  United 
States  because  until  recently  there  had  been  no  re- 
ported cases  of  HIV-2  in  this  country.  Dr  Gilcher 
notes  that  while  the  new  tests  will  add  to  blood  pro- 
cessing fees,  the  institute  is  dedicated  to  doing  what- 
ever is  necessary  to  provide  the  highest  quality  blood 
products. 


■ The  University  of  Oklahoma  College  of  Medi- 
cine Alumni  Association  has  named  its  officers  for 
1990—91.  Heading  the  slate  is  President  Gary  F. 
Strebel,  MD,  Oklahoma  City  obstetrician— gynecolo- 
gist. Serving  with  him  are  Jone  Kendrick,  MD, 
Idabel  general  practitioner,  vice-president;  Richard 
L.  Winters,  MD,  Poteau  family  practitioner,  secre- 
tary; and  Norman  K.  Imes,  MD,  Oklahoma  City  in- 
ternist, treasurer.  Charles  T.  Wolohon,  MD,  Bartles- 
ville, an  internist,  is  the  immediate  past  president. 

■ The  Oklahoma  Society  of  Internal  Medicine; 

American  College  of  Physicians,  Oklahoma  Chapter; 
and  Oklahoma  Society  of  Clinical  Oncology  will  hold 
their  annual  joint  meetings  this  year  September  13- 
15.  The  event  will  be  at  Fountainhead  Resort  on  Lake 
Eufaula  in  eastern  Oklahoma. 

■ Charles  P.  Wilkinson,  MD,  Oklahoma  City 

ophthalmologist,  has  been  appointed  chairman  of  the 
US  Food  and  Drug  Administration’s  Ophthalmic  De- 
vices Panel.  The  panel  reviews  applications  for  eye 
care  instruments  and  products  such  as  intraocular 
lenses,  contact  lenses  and  disinfectants,  and  lasers. 
Dr  Wilkinson  has  served  on  the  panel  since  1986. 

■ A kit  of  educational  materials  for  health  care 

professionals  is  now  available  from  the  National 
Heart,  Lung  and  Blood  Institute.  The  kit  contains 
materials  for  educating  consumers  about  cardiovas- 
cular disease.  Included  are  more  than  30  reproduc- 
ible brochures  and  fact  sheets  on  topics  such  as 
cholesterol,  nutrition,  and  high  blood  pressure;  a 
guide  to  help  with  patient  adherence  to  diet,  medica- 
tion, or  smoking  cessation  regimens;  and  a listing  of 
free  or  low-cost  materials  on  related  topics.  The 
NHLBI  Kit  ’90  is  available  for  $5  from  the  Heart, 
Lung  and  Blood  Institute,  4733  Bethesda  Ave.,  Suite 
530,  Bethesda,  MD  20814-4820,  or  by  calling  (301) 
951-3260.  3) 


386 


I Okla  State  Med  Assoc,  Vol  83,  July  1990 


“I  think  I need  lessons  in  eating.” 


Putting  good  dietary  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community,  the 
beef  industry  laced  the  challenge  of 
change  several  years  ago.  We  reaffirmed 
Diet-Health  Principles  that: 

□ Support  a moderate  and 
balanced  consumption  of 
all  foods. 

□ Foster  new  breeding 
and  feeding  techniques 
to  produce  leaner 
animals. 

□ Encourage  retailers  to 
promote  lean  cuts  of  closely 
trimmed  beef. 

This  continuing  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

A lean,  trimmed,  cooked  3-ounce 


serving  of  beef  can  be  included  in  meal 
plans  that  meet  the  dietary  advice  of 
most  leading  health  authorities. 

“Mealstyles”  is  a new  booklet  for 
consumers.  It  provides  practical  lessons 
for  including  beef,  a food  Americans 
truly  enjoy,  in  ways  that  recognize  the 
needs  of  changing  lifestyles  to  control 
total  felt,  saturated  tatty  acids,  dietary 
cholesterol  and  sodium . 

A free  copy  of  ‘‘Mealstyl^’^i^fcqU 
able  for  your  review  an^onfmfe^ts^  **  *' 
immediately.  And,  you  c^nra-onM  ^ 
to  100  free  copies  for  office  use . °f  4 ^ 

When  your  patients  recognize  tmr^ 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles.”  to  provide  specific 
how-to’s  to  guide  your  patients  in  mak- 
ing moderate,  balanced  food  selections  a 
part  of  their  everyday  eating  styles. 


iSEEF 


Please  send  “Mealstyles 
and  the  beef  industry ’s 
Diet-Health  Principles. 


Name. 


Address 

City State  _ 

Mailto:  Oklahoma  Beef  Commission 


312  N.E.  28th 


51988 


Oklahoma  City,  OK  73105 
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Good  Cents  Doesn't  Cost,  It  Pays! 


‘With  over  20,000  square  feet  and  a heated  pool,  we  have  unusual  energy 
needs.  But,  with  Good  Cents  and  our  heat  pumps,  the 
savings  and  ease  of  maintenance  have  been  fantastic.” 


Jim  Seawright  — Council  Oaks  Learning  Campus 
Broken  Arrow 


_ . Bottom-Line  Benefits  For  Any  Building  Owner. 

\ For  buildings  of  any  size  or  type,  PSOs  Good  Cents 


energy  efficiency  programs  mean  lower  energy  bills, 
reduced  operating  costs,  and  increased  property  values. 

To  put  our  cost-cutting  Good  Cents  Programs  to 
work  for  you,  call  your  Good  Cents  Commercial 
representative  at  PSO. 


GoodCents 

Commercial 

Public  Service  Company  of  Oklahoma 


O' 

04 

o 

o 

> 


NEW  YORK 


JOURNAL 
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Oklahoma  City  Clinic 


Multiple  Specialty  Clinics 


Ambulatory  Care 

271-2728 

Kent  C.  Hensley,  M.D. 
Leslie  A.  Arneson,  M.D. 

Aviation  Medicine 

271-2728 

Leslie  A.  Arneson,  M.D. 
Behavioral  Medicine 

271-2453 

Lucien  D.  Rose,  Ph.D. 
William  J.  Shaw,  Psy.D. 

Cardiology 

271-2733 

Charles  W.  Robinson,  M.D. 
Thomas  R.  Russell,  M.D. 
Paul  C.  Houk,  M.D. 

Alan  R.  Puls,  M.D. 

Cardiovascular- 
Thoracic  Surgerv 

271-2733 

R.  Mark  Bodenhamer,  M.D. 
Brian  R.  Boggs,  M.D. 

Endocrinology 

271-2717 

James  L.  Males,  M.D. 
Ronald  P.  Painton,  M.D. 
Jonathon  L.  Davis,  M.D. 

Family  Medicine 

271-2717 

Steven  A.  Crawford,  M.D. 
James  R.  Kimball,  M.D. 
Robert  E.  Terrell,  M.D. 
Paul  D.  Johnson,  M.D. 
Jeffrey  B.  Cruzan,  M.D. 
Constance  A.  Smiley,  M.D. 
Charles  W.  Lunn,  M.D. 

T.  Wade  Toalson,  M.D. 

Gastroenterology 

271-2747 

David  A.  Neumann,  M.D. 
Robert  S.  McFadden,  M.D. 
Joe  C.  Zuerker,  M.D. 

General  Surgerv 

271-2749 

Jay  P.  Cannon,  M.D. 
Teresa  M.  Shavney,  M.D. 

Hematology-Oncology 

271-2744 

Ralph  G.  Ganick,  M.D. 

L.  Michael  Bowen,  M.D. 
Gregory  A.  Parker,  M.D. 

Hepatology 

271-2747 

Robert  S.  McFadden,  M.D. 
infectious  Diseases 

271-2717 

Clifford  G.  Wlodaver,  M.D. 
James  L.  Kirk,  M.D. 

Internal  Medicine 271-2717 

Donald  G.  Preuss,  M.D. 

Earl  S.  Elliott,  M.D. 

Brian  P.  Levy,  M.D. 

Charles  D.  Arnold,  M.D. 

James  C.  Lorentzen,  M.D. 

Michael  K.  Crawford,  M.D. 

Gregory  M.  Spencer,  M.D. 

David  W.  Rader,  M.D. 

Terry  N.  Copeland,  M.D. 

Peter  S.  Young,  M.D. 

James  Goodwin,  M.D. 


271-2788 


Sylvia  Lopez,  M.D. 
Anand  B.  Mahajan,  M.D. 

Neurologv 

271-2500 

Robert  W.  Dow,  M.D. 
Obstetrics  and  Gvnecologv 

271-2771 

Roger  D.  Quinn,  M.D. 
Thomas  R.  Bryant,  M.D. 
John  D.  Dachauer,  M.D. 
Robert  S.  Ryan,  M.D.,  Ph.D. 
Jana  Turner-Karim,  M.D. 

Ophthalmology 

271-2858 

David  K.  Linn,  M.D.,  Ph.D. 
Orthopedic  Surgerv 

271-2766 

J.  Pat  Livingston,  M.D. 
John  R.  Hunter,  M.D. 

Otolaryngology 
Head  and  Neck  Surgery 

271-2791 

C.  Joseph  Wine,  M.Dl 
Joseph  E.  Leonard,  M.D. 
Willard  B.  Moran,  Jr.,  M.D. 

Pediatrics 

271-2788 

Hal  B.  Vorse,  M.D. 

William  J.  Kruse,  M.D. 
Gary  D.  McGann,  M.D. 
Mickey  E.  Crittenden,  M.D. 
Don  L.  Wilber,  M.D. 
(Continued  next  column) 

701  N.E.  10th 

Oklahoma  City,  OK  73104 
271-2700 
1-800-522-0224 

6 Locations  Across  The  State 


Charles  A.  (Tony)  Leveridge,  M.D. 
David  H.  Cheatham,  M.D. 

Andrea  L.  Key,  M.D. 

Robert  W.  Nickeson,  M.D. 

Martha  A.  Brehm,  M.D. 

Maribel  Diaz-Esquivel,  M.D. 

Carol  G.  Lawrence,  M.D. 


271-2788 


Robert  W.  Nickeson,  M.D. 

Podiatry 

271-2513 

W.  Bradley  Johnston,  D.P.M. 

Pulmonary  Disease/ 
Critical  Care 

271-2933 

William  W.  Cook,  M.D. 
Mark  S.  Fixley,  M.D. 
Steven  R.  Smith,  M.D. 

Radiologv 

271-2755 

J.  Kent  Chesnut,  M.D. 

Alan  M.  Effron,  M.D. 

Carol  V.  Sheldon,  M.D. 
Thomas  W.  White,  M.D. 
Clark  A.  Ward,  M.D. 

Ruth  G.  Brush,  M.D. 

Nancy  R.  Pennington,  M.D. 


.Urology 271-2725 

William  F.  Barnes,  M.D. 

Richard  E.  Herlihy,  M.D. 

John  P.  Ross,  M.D. 


Family  Medicine-Elk  City 225-8131 

Dennis  J.  Friesen,  M.D. 

John  R.  Perkins,  M.D. 

Craig  A.  Phelps,  M.D. 


Executive  Director 

A.  Wayne  Coventon 

Diabetes  Management  Center  271-2604 

Oklahoma  Arthritis 
Care  Center 

271-CARE 

Sexual  Health  Center 

271-7553 

Nutrition  Counseling  and 
Weight  Control  Programs 

271-2604 

Accredited 

Accreditation  Association 
for  Ambulatory  Health  Care  Inc. 


FOR  INITIAL  SINGLE-AGENT  THERAPY 
IN  MILD  TO  MODERATE  HYPERTENSION. . . 


(verapamil  HCI) 


The  1988  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  "...to  control 
blood  pressure  with  the  fewest  drugs  at  their  lowest  dose. 


>1990,  C D Searie&Co 


HIGH  SINGLE-AGENT  EFFICACY*  . . 

180  mg -EFFICACY 
DEMONSTRATED 
COMPARABLE  TO  240 mg 


Dose-response  relationship2 
(sustained-release  verapamil) 


Verapamil  SR  (mg/day) 

Mean  supine  diastolic  blood  pressure  at  peak  (6  hours  postdose)  versus  verapamil  SR  once  dally 

180  mg... 

-24-HOUR  CONTROL2 
—AN  ECONOMICAL  CHOICE 
-WELL-TOLERATED*  LOW-DOSE  THERAPY2 

When  you  want  the  single-agent  safety  and  efficacy 
of  verapamil  SR  therapy. . . 


SUSTAINED-RELEASE  CAPLETS 

A BRIGHT  NEW  IDEA 

in  verapamil  SR  therapy 


Hhste-agent  efficacy  demonstrated  in  six  clinical  studies  of  more  than  4,000  adult  patients  with  varied  titration  schedules  of  up  to  360  mg  or  480  mg  per  day  In  divided  doses. 
iSipation.  the  most  commonly  reported  side  effect  of  Calan  SR,  is  easily  managed  In  most  patients. 

ase  see  last  page  of  this  advertisement  for  references  and  a brief  summary  of  prescribing  information.  ut* 


PATIENT  PLUS™  PROGRAM 
NOW  GIVE  PATIENTS  CALAN  SR  180  mg 

FREE  FOR  3 MONTHS 


1-800-4-CALAN-4 

Patients  must  be  enrolled  before  October  15, 1990. 

Trie  Patient  Plus  program  for  Calan  SR  180  mg  Is  available  for  all  patients  for  a limited  time  only  As  with  other  Searte 
cardiovascular  products,  Calan  SR  180  mg  will  be  available  on  an  ongoing  basis  through  the  Patients  In  Need  program 
Please  see  your  Searle  Representative  for  full  program  details 


SUSTAINED-RELEASE  CAPLETS 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atnal  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromesj,  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  1 st-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility,  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenai  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lcwering  agents  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contrac 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  n 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowenng  of  serum  lithium  leve 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  can 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  re 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  ino 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagc 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potei 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolanzmg);  dosage  redi 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed  One  : 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  / 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  prei 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  net 
Verapamil  is  excreted  in  breast  milk:  therefore,  nursing  should  be  discontinued  dunng  vera 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%).  hypotension  (2 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1 
bradycardia:  HR  < 50/min  (14%),  AV  block:  total  1‘,2°,3"  (1.2%),  2“  and  3'  (0  8%), 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  a 
pectoris,  atrioventncular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpita 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperp 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibnum  disorders,  mso 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndt 
erythema  multifoime,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstru 
impotence. 


References: 

1 . 1988  Joint  National  Committee:  The  1988  report  of  the  Joint 
National  Committee  on  Detection,  Evaluation,  and  Treatment  o 
High  Blood  Pressure.  Arch  Intern  Med  1988: 148: 1023-1 038 
2 Data  on  file,  C D Searle  & Co. 
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G O Searle  & Co 

Box  5IIO,  Chicago  IL  60680 


Address  medical  inquirn 
G.D.  Searle  & Co 
Medical  & Scientific 
Information  Departmi 
4901  Searle  Parkway 
Skokie.  IL  60077 
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Family  therapy 
for  colic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.1 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  = Not  significant  *p<  0 05  tp<  0 02  Ip  < 0 01 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


NEW 


Phazvme 


(simethicone/ 

antigas) 


Helps  you  through 
the  colic  phase. 


1 Kanwalpt  SS.  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic 
Practitioner.  1988:232:508. 
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Because  safety 
cannot  be  taken  for  granted 
in  H 2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1 USP  PI  Update.  September/ October  1988.  p 120 

2 Br  J Chn  Pharmacol  1985:20  710-713 

3.  Data  on  file.  Lilly  Research  Laboratories 

4.  Scand  J Gastroenterol  1 987 :22(suppt  136)  61-70 
5 Am  J Gastroenterol  1989:84  769-774 


AXID " 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1 Active  duodenal  ulcer-lot  up  to  eight  weeks 
ol  treatment.  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy  -tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ot  1 50  mg  h.s.  The  consequences  ot  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  ol  gastric  malignancy. 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3 In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests- False- positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions  - No  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxtde,  lorazepam,  lidocame,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system:  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b i d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  ol  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterocbromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  ol 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C — Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers  -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost 
5,000  patients  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug 
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Hepaftc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patents.  In  some  cases,  there  was  marked  elevation  ( >500 IU/L)  in  SG0T 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  ol  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  Axid 
Cardiovascular- In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  contusion  have  been  reported 
fndocnne-Clinical  pharmacology  studies  and  controlled  clinical  tnals 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pahenls  on  nizatidine  and  those  on  placebo  Gynecomastia  has  been 
reported  rarely 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient 
heated  with  nizatidine  and  another  H,-receptor  antagonist  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported 
Integumental- Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-heated  pahents  Rash  and 
exfoliative  dermatitis  were  also  reported 
Hypersensitivity-As  with  other  H;- receptor  antagonists,  rare  cases  ol 
anaphylaxis  following  nizatidine  administration  have  been  reported 
Because  cross-sensitivity  among  this  class  has  been  observed,  Hr  receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper 
sensitivity  to  these  agents  Rare  episodes  ol  hypersensitivity  reactions 
(eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  If  overdosage 
occurs,  activated  charcoal,  emesis,  ot  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy  Renal  dialysis  tor  lour 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [0912891 

Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

NZ-2924-B-0493 1 0 C 1990.  EU  LILLY  AND  COMPANY 

Axid*  (nizatidine,  Lilly) 


- 


EDITOR-IN-CHIEF 

Ray  V.  McIntyre,  MD 

EDITOR  EMERITUS 

Mark  R.  Johnson,  MD 

MANAGING  EDITOR 

Susan  F.  Records 

EDITORIAL  BOARD 

Ray  V.  McIntyre,  MD 

Kingfisher 

Harris  D.  Riley,  Jr.,  MD 

Oklahoma  City 

Robert  L.  Scott,  MD 

Tulsa 

STAFF 

David  Bickham 

OSMA  Executive  Director 

M.  Michael  Sulzycki 

Director  of  Communications 


Journal  (ISSN  0030-1876)  (USPS  285- 
GOO)  is  the  official  publication  of  the 
Oklahoma  State  Medical  Association 
and  is  published  monthly  under  the 
direction  of  the  OSMA  Board  ofTrustees 
at  601  Northwest  Expressway,  Okla- 
homa City,  OK  73118.  Second  class  post- 
age paid  at  Oklahoma  City,  OK  73125. 
POSTMASTER:  Send  address  changes 
to  J ournal,  do  Oklahoma  State  Medi- 
cal Association,  601  Northwest  Express- 
way, Oklahoma  City,  OK  73118. 

Subscription  to  the  Journal  is  in- 
cluded in  membership  dues.  All 
other  subscriptions  are  $30  per  year. 

Single  issues  are  $3  per  copy, 
prepaid,  subject  to  availability. 

National  advertising  representative: 
State  Medical  Journal  Advertising 
Bureau,  Inc.,  711  South  Boulevard,  Oak 
Park,  IL  60302,  phone  (708)  383-8000. 

The  Journal  does  not  assume 
responsibility  for  opinions  expressed 
by  the  authors.  Products  and  services 
advertised  in  the  Journal  are  neither 
endorsed  nor  guaranteed  by  the  Okla- 
homa State  Medical 
Association. 

Copyright  © 1990 
by  the  Oklahoma  State 
Medical  Association. 


OKLAHOMA  STATE  MEDICAL  ASSOCIATION 


AUGUST  1990 


VOL.  83,  NO.  8 


Editorial 

CON  on  PRO 395 

R.V.  McIntyre,  Kingfisher 

President’s  Page:  The  American  Adolf 397 

PA.  Lambird,  Oklahoma  City 


Scientific 

Ophthalmic  Changes  During  Normal  and  Toxemic 

Pregnancy 399 

A. A.  Warn,  T.E.  Acers,  Kansas  City 

Special 

Dementia  and  Alzheimer’s  Disease:  Resources  in 


Oklahoma  405 

R.W.  Leech,  J.  Carella,  G.D.  Miner,  R.A.  Brumback, 

Oklahoma  City 

Rural  Physician  Survey 408 

J.A.  Hanley,  Oklahoma  City 

News 411 


Health  department  issues  recommendations  on  MRSA  . . . 
OUHSC  project  to  study  medical  education  reform  . . . 
Perinatal  Task  Force  releases  new  prenatal  record  form 

Departments 


From  the  OSDH  . . . 

. . 415 

Classifieds  

422 

Deaths 

. . 415 

Instructions  for 

Reaction  Time 

. . 417 

Authors 

432 

Book  Shop  

. . 418 

Index  to  Advertisers  . 

432 

In  Memoriam  

. . 419 

The  Last  Word 

433 

On  The  Cover 


“Follow  Me,  Girls”  is  the  title  of  this  western 
Oklahoma  scene  captured  by  photographer 
John  R.  Perkins,  MD,  of  Elk  City. 


Art  direction  by  Graphic  Art  Center, 
Oklahoma  City. 


I Okla  State  Med  Assoc,  Vol  83,  August  1990 


391 


Good  Cents  Doesn't  Cost,  It  Pays! 


“With  over  20,000  square  feet  and  a heated  pool,  we  have  unusual  energy 
needs.  But,  with  Good  Cents  and  our  heat  pumps,  the 
savings  and  ease  of  maintenance  have  been  fantastic.” 


Jim  Seawright  — Council  Oaks  Learning  Campus 
Broken  Arrow 


. , Bottom-Line  Benefits  Fop  Any  Building  Bwner. 

For  buildings  of  any  size  or  type,  PSO’s  Good  Cents 
energy  efficiency  programs  mean  lower  energy  bills, 
reduced  operating  costs,  and  increased  property  values. 

To  put  our  cost-cutting  Good  Cents  Programs  to 
work  for  you,  call  your  Good  Cents  Commercial 
representative  at  PSO. 


GoodCentt 

Commercial 

Public  Service  Company  of  Oklahoma 
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The  Southern  Medical  Association  announces  an  educational  program  that  addresses 
issues  involved  in  treating  pediatric  and  adolescent  patients  in  a primary  care  setting 


September  14-16,  1990 
Shangri-La  Resort 
Afton,  Oklahoma 


Topics  Include: 

✓ Cholesterol 


Nutrition 
Child  Abuse 
Otitis  Media 
Health  Assessment 
The  Athletic  Child 
Social/Peer  Concerns 
The  Handicapped  Child 
Ethical  Considerations  in  Child  Healthcare 


Emergencies 
Hypertension 
Gastroenterology 
Metabolic  Disorders 
Respiratory  Intections 
Sexually  Transmitted  Diseases 


This  program  has  been  approved  for  AMA,  AAFP,  and  AOA  credit 


To  receive  more  information  regarding  the  Focus  on  the  Pediatric  Patient  symposium, 


please  phone  800-423-4992  or  return  this  form  to: 

— 


NAME: 


ADDRESS: 


CITY/STATE/ZIP: 





Southern  Medical  Association 
PO  Box  190088 
Birmingham,  AL  35219-0088 
Attn:  Education  Department 


SPECIALTY: 
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Why  PLICO  Health?  PLICO  Health  Offers  You 
Guaranteed  Continued  Insurability  and  . . . 


Nine  Out  of  Ten 
Choose 
PLICO 


Nine  out  of  ten  physicians  in  Oklahoma  choose  Physi- 
cians Liability  Insurance  Company  for  their  professional 
liability  coverage.  The  tenth  probably  wishes  he  had 
also.  PLICO  provides  you  the  best  professional  liability 
insurance  in  the  country.  PLICO  Health  provides  you, 
your  family,  and  your  staff  the  best  health  insurance.  To 
find  out  more  about  the  advantages  of  PLICO  Health, 
give  us  a call.  One  of  our  experienced  insurance 
specialists  will  be  happy  to  provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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Editorial 


CON  on  PRO 

Several  passionate  tirades  put  forth  during  the  last 
Annual  Meeting  of  the  Oklahoma  State  Medical  As- 
sociation made  clear  that  the  actions  of  the  Peer 
Review  Organization  (PRO)  still  cause  distress  and 
anger  in  many  OSMA  members.  The  government 
promise  that  “the  good  doctor  that  writes  up  the 
chart  will  have  nothing  to  fear  from  the  PRO”  has  not 
been  fulfilled.  Rather,  an  increasing  number  of  good 
physicians  fear  the  PRO  system,  and  react  wih  irrita- 
tion and  anger  to  the  PRO  process  in  action.  Many 
physicians  characterize  the  system  as  “harassment.” 

From  their  beginning,  the  PROs  were  mandated 
to  use  a flawed  system,  and  an  obdurate  bureaucracy 
demanded  the  reviewers  use  it  without  change.  The 
many  years  of  use  have  not  eliminated  the  system’s 
flaws,  nor  the  gall. 

Traditional  peer  review  evolved  as  a medical  sci- 
ence educational  tool,  and  the  government  mandate 
to  use  it  for  fiscal  purpose  perverted  it  into  a chart 
search  for  substandard  practitioners.  Now  the  PRO 
must  charge  hundreds  of  “good”  physicians  with 
error  in  order  to  flush  out  one  “bad”  doctor. 

Retrospective  chart  review  is  a poor  tool  to  detect 
physician  underperformance,  and  is  quite  insensitive 
to  patient  outcome  and  to  patient  satisfaction.  Cler- 
ical omissions  often  trigger  presumptions  of  clinical 
errors.  To  be  valid,  medical  judgments  must  be  re- 
viewed by  similar  physicians,  and  all  too  often  this 
is  not  done  in  a PRO.  Only  a small  group  of  OSMA 
physicians  are  PRO  reviewers,  and  the  scant  list  of 
reviewers  increases  the  possibility  of  misdirected  re- 
view. A medical  laboratory  test  of  such  low  sensitiv- 
ity and  poor  specificity  would  never  be  accepted  by 
physicians,  nor  approved  by  government. 

Chart  review  is  labor  intensive  and  subjectively 


judgmental,  and  the  agreement  between  reviewers  is 
less  than  desirable.  Thus,  punitive  action  against  a 
physician  often  generates  resentment,  as  many  phy- 
sicians have  scant  confidence  in  the  ability  of  another 
physician  to  evaluate  quality  of  care  solely  on  retro- 
spective chart  review. 

The  PRO  system  so  readily  lends  itself  to  prac- 
titioner harassment  that  considerable  credit  must  be 
given  to  those  Oklahoma  physicians  who  have 
worked  to  keep  it  operational  over  these  past  years. 
A distinguished  cadre  of  our  member  physicians  has 
devoted  a great  deal  of  time  and  energy  to  keeping 
an  unsound  system  from  totally  disrupting  medical 
practice. 

Physician  apologists  for  PRO  say  “it’s  better  if  we 
do  it  ourselves”  than  let  the  government  do  it  to  us. 
But  it  seems  to  me  that  thought  reveals  a Titanic  des- 
peration, and  signals  the  frame  of  mind  of  a hopeless 
suicide  just  before  the  final  oblivion.  Possibly  a heal- 
thier attitude  would  be  to  require  the  bureaucrats  to 
operate  the  system  and  then  organize  our  OSMA 
physician  PRO  experts  as  a defense  team.  That 
stance  would  concede  that  the  PRO  is  an  adversary 
system  against  physicians,  and  that  OSMA  physi- 
cians need  a better  defense.  As  things  are  now,  a ques- 
tioned chart  costs  the  OSMA  member  many  stressful 
hours  to  defend  it  from  speculative  charges,  and  pa- 
tient care  is  inhibited. 

It  is  time  to  reconsider  the  relationship  of  Okla- 
homa physicians  to  the  Peer  Review  Organization. 

'7^  K X ''I'Jyte,  X A 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 


Professional  Staff 

William  D.  Hawley,  MD  R.  Darryl  Fisher,  MD 

James  M.  Hartsuck,  MD  Marvin  D.  Peyton,  MD 

Scott  K.  Lucas,  MD 


Diplomates  of 
American  Board  of  Surgery 
American  Board  of  Thoracic  and 
Cardiovascular  Surgery 


Specializing  in 
Cardiac,  Vascular 
and  Thoracic  Surgery 


Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1 -800-522-6755 


(405)  946-0900 


OFFICES 


3433  N.W.  56TH,  SUITE  660 
1044  S.W.  44TH,  SUITE  520 


OKC,  OK  73112 
OKC,  OK  73109 
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The  American  Adolph 

Have  you  ever  wondered  why 
PROs  can  be  so  maddeningly 
difficult  when  their  boards  of  di- 
rectors are  comprised  of  out- 
standing practicing  physicians? 

Have  you  thought  it  strange 
that  the  years-long  practice  of 
groups  of  physicians  owning 
laboratories  is  now  abusive  and 
illegal?  Were  you  concerned 
when  Medicare  could  sanction  you  out  of  the  program 
without  ever  having  a day  in  court?  Are  you  amazed 
that  Congress  is  considering  seven-year  limited  licen- 
sure for  physicians? 

There  is  a reason  — one  with  two  legs. 

In  defining  our  nation,  James  Madison  made 
clear  that  abuses  of  government  power  were  to  be 
limited  by  separating  the  legislative,  executive,  and 
judicial  branches.  While  it  was  respected,  this  system 
served  us  well. 

Then  came  Watergate.  With  great  fanfare  Con- 
gress created  “Inspectors  General”  in  all  federal  de- 
partments. In  what  I still  believe  to  be  a blatant  vio- 
lation of  our  Constitution,  however,  these  august 
agents  were  to  have  independent  budget  authority 
from  Congress,  total  independence  from  the  Presi- 
dent (who  cannot  fire  them),  and  essentially  total 
freedom  to  wreak  havoc  on  the  administration. 

Viewing  the  debacles  at  HUD  (Housing  and 
Urban  Development),  Defense,  and  elsewhere,  we 
may  assume  that  most  of  the  Inspectors  General  emu- 
lated Danny  Kaye  and  indulged  themselves  in  the 
perquisites  of  the  office  without  taking  themselves 
very  seriously.  Alas  for  us,  such  was  not  always  the 
case. 

Enshrined  in  HHS  (Health  and  Human  Services) 
as  its  Inspector  General  is  one  Richard  Kusserow.  His 
background  is  not  in  health  but  in  police  work.  He 
“purified”  Chicago.  And  he  came  to  his  job  with  great 
VISION  — eliminate  the  10%  of  doctors  he  KNOWS 
are  crooks. 

Lamentably,  the  IG  (as  he  is  known  in  HCFA) 


meets  and  speaks  well.  He  has  a ready  smile,  a facile 
charm,  is  a good  conversationalist  at  the  dinner 
table,  and  is  dynamite  when  testifying  before  Con- 
gress. Like  all  the  great  con  artists  in  history,  he  is 
personable  and  believable.  And  he  has  conned  Con- 
gress, the  administration,  and  the  media. 

At  the  start  of  the  PRO  program,  HCFA  con- 
tracted out  independent  review  of  individual  PROs  to 
a “Super  Pro”  in  San  Francisco.  This  interesting  cast 
of  characters  included  a host  of  nurse  “reviewers”  pre- 
viously trained  in  pernicious  and  pemurious  HMOs 
serving  employed,  healthy,  urban  people  and  a group 
of  Bay  Area  doctors.  They  reviewed  charts  in  the 
blind,  using  their  HMO  (not  peer)  criteria,  never  com- 
municating with  attending  physicians,  and,  SUR- 
PRISE, found  that  all  50  PROs  in  the  country  were 
allowing  improper  admissions  and  poor  medical  care. 
While  Tom  Morford  (chief  of  the  Health  Standards 
and  Quality  Bureau)  was  the  principal  actor  this 
charade  was  tolerable.  Then  the  IG  got  interested. 

Good  old  Dick  Kusserow  wanted  sanctions.  The 
Super  Pro  results  were  EVIDENCE  that  doctors  were 
crooked  and  shoddy.  So  the  IG  instituted  a bounty 
system  for  his  staff  — the  more  sanctions,  the  higher 
the  personal  rating  for  promotions  and  pay.  And  doc- 
tors were  sanctioned.  The  only  trouble  was  that  when 
the  doctors  finally  got  to  court,  the  IG’s  sanctions 
were  usually  tossed  out.  But  the  IG  got  a lot  of  good 
headlines  and  told  Congress  that  doctors  simply  had 
too  much  due  process.  They  let  rapists  off,  too,  you 
know. 

Since  the  IG  couldn’t  get  the  PRO  program  to  in- 
carcerate everyone,  he  decided  to  take  on  enforce- 
ment of  the  various  (poorly  written)  Medicare  fraud 
and  abuse  statutes.  Proposed  regulations  published 
in  March  of  1990  would  include: 

(a)  right  of  entry  to  any  physician’s  office  without 
warrant  or  warning  to  inspect  every  piece  of 
paper  within; 

(b)  automatic  sanctioning  of  physicians  out  of 
the  Medicare  program  if  incorrect  informa- 

(continued) 
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tion  was  given  by  the  physician  to  the  IG 
EVEN  IF  GIVEN  MISTAKENLY  AND  IN 
GOOD  FAITH; 

(c)  sanctioning  of  physicians  if  they  happen  to 
charge  Medicare-insured  patients  “substan- 
tially” more  than  “other”  patients  — all  of  the 
critical  words  conveniently  undefined; 

(d)  mitigation  of  penalties  if  accused  physicians 
would  name  other  physicians  whom  the  IG 
could  investigate. 

The  list  is  long. 

One  commentator  on  these  proposed  rules  called 
them  neo-fascist.  One  can  understand  why  — unwar- 
ranted search  and  seizure  of  private  property,  convic- 
tion of  undefined  crimes  without  criminal  intent,  an 


internal  spy  system  (the  Kusserow  SS?),  and  other 
paraphernalia  and  procedures  common  50  years  ago 
in  central  Europe.  As  the  Oklahoma  State  Medical 
Association  commented  formally,  the  proposed  regu- 
lations “would  not  withstand  constitutional  scrutiny.” 
We  have  a problem.  America  has  a problem.  The 
time  has  come  for  us  to  write  our  Congressmen  and 
insist  that  the  HHS  IG  be  replaced.  It’s  either  that 
or  learn  the  words  to  “Kusserow  uber  alles.” 
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Ophthalmic  Changes  During  Normal  and 
Toxemic  Pregnancy 

Ann  A.  Warn,  MD;  Thomas  E.  Acers,  MD 


Ophthalmic  changes,  often  forgotten  when  considering 
pregnancy,  can  be  quite  predictive  of  maternal  and  fetal 
outcome  in  cases  of  preeclampsia  and  eclampsia. 

Systemic  Effects  of  Pregnancy 

Pregnancy  affects  almost  every  system  of  the  body. 
While  the  effects  on  the  reproductive  system  are  the 
most  obvious,  there  are  noted  changes  in  others  as 
well.  Metabolically,  the  pregnant  patient  is  at  a 
higher  risk  for  diabetes,  with  increased  levels  of  es- 
trogen, progesterone,  and  cortisone.  In  addition,  she 
is  also  in  a state  of  mild  respiratory  alkalosis  and 
metabolic  acidosis.  Hematologically,  there  is  an  in- 
crease in  blood  volume  to  45%  above  baseline  with  a 
33%  increase  in  erythrocytes.  Cardiovascular 
changes  include  an  increase  of  cardiac  output,  rest- 
ing pulse  rate,  lower  extremity  venous  pressure,  and 
cutaneous  blood  flow,  and  a decrease  of  arterial  blood 
pressure  and  vascular  resistance.  The  immunological 
system  is  in  a relatively  suppressed  state  that  may 
be  due  to  increased  serum  progesterone,  hydrocorti- 
sone, alpha-fetoprotein,  and  trophoblast-specific 
antigen.  There  is  also  a decrease  in  the  number  of  T- 
helper  lymphocytes,  which  returns  to  normal  three  to 
five  months  postpartum.1 

One  of  the  systems  that  is  often  overlooked  when 
considering  the  changes  of  pregnancy  is  the  ophthal- 
mic system.  Physiologic  changes  of  the  eye  during 
pregnancy  affect  intraocular  pressure,  corneal  sen- 
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sitivity  and  rigidity,  the  visual  field,  and  various 
other  aspects.  Changes  in  the  eye  also  can  be  seen 
that  are  unique  to  states  of  preeclampsia/eclampsia, 
which  at  times  can  be  predictive  of  fetal  and  mater- 
nal outcome. 

Intraocular  Pressure  in  Normal  Pregnancy 

One  of  the  physiologic  changes  that  occurs  is  in  intra- 
ocular pressure.  This  is  usually  measured  with  either 
a Schiotz  tonometer  or  a Goldman  applanation  ton- 
ometer. The  Schiotz  tonometer  measures  the  corneal 
indention  pulse  when  a standard  weight,  usually 
5.5  g,  exerts  pressure  perpendicularly  to  the  surface 
of  the  cornea.2  This  reading  is  then  checked  on  a table 
that  matches  corneal  indention  pulse  to  the  appro- 
priate intraocular  pressure.  A Schiotz  tonometer 
reading  between  four  and  eight  will  be  in  the  normal 
intraocular  pressure  range  of  10  to  20  mmHg.  Appla- 
nation tonometry  measures  the  pressure  necessary  to 
flatten  a 3.06  mm  area  of  corneal  surface.  A slit  lamp 
microscope  is  used  for  magnification  in  this  process.3 
Ocular  rigidity  also  can  be  calculated  using  the 
Schiotz  or  applanation  tonometer.4 

It  has  generally  been  concluded  that  there  is  a de- 
crease in  intraocular  pressure  during  pregnancy, 
shown  by  a decrease  in  the  corneal  indention  pulse 
amplitude.  The  studies  reviewed  compared  a group  of 
pregnant  women  to  a group  of  nonpregnant  women. 
Measures  were  taken  so  the  groups  would  be  similar 
in  other  aspects  such  as  age  distribution,  socioeco- 
nomic status,  state  of  health,  and  the  time  of  day  the 
patients  were  examined. 
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In  a 1972  study  by  Howen  and  Gjonnaess,  the 
average  corneal  indention  pulse  amplitude  was  31.3 
microns  and  average  intraocular  pressure  was 
13.9  mmHg  in  the  nonpregnant  group;  corresponding 
values  were  10.8  microns  and  11.0  mmHg  respec- 
tively in  the  pregnant  group  (between  38  and  40 
weeks  gestation).  These  differences  were  significant 
at  the  0.1%  level.  Eight  of  the  25  in  the  pregnant 
group  had  intraocular  pressures  below  10  mmHg. 
This  was  seen  in  only  one  of  the  25  nonpregnant  sub- 
jects.5 

A similar  study  was  done  in  1974  by  the  same  au- 
thors; however,  in  that  study  they  looked  at  women 
in  the  second  half  of  pregnancy  and  up  to  six  months 
postpartum.  Findings  were  similar  to  those  in  the 
first  study;  in  addition,  the  authors  found  that  there 
was  still  a statistically  significant  decrease  in  intra- 
ocular pressure  two  months  postpartum.  This  study 
also  showed  a statistically  significant  decrease  in 
corneal  rigidity  between  weeks  10  and  30  of  preg- 
nancy and  in  some  postpartum  subjects.  It  was  post- 
ulated that  the  decrease  in  rigidity  may  have  been 
due  to  the  change  of  elasticity  of  ligaments  and  con- 
nective tissue  that  occurs  during  pregnancy.  How- 
ever, it  was  not  believed  that  the  decrease  in  rigidity 
was  nearly  enough  to  account  for  the  decrease  in 
intraocular  pressure.4 

Although  there  is  no  proven  cause  for  the  de- 
crease in  intraocular  pressure,  several  etiologies 
have  been  postulated.  Of  the  cardiovascular  theories, 
one  possible  explanation  is  overcompensation  for  the 
increase  of  cardiac  output,  pulse  pressure,  and  pulse 
rate  found  in  pregnancy.  Some  studies  have  reported 
a decrease  in  ophthalmic  artery  pressure,  while 
others  have  found  it  to  be  normal  or  increased.  There 
also  could  be  a shift  to  nonpulsatile  intraocular  blood 
flow,  where  the  amount  of  blood  entering  the  eye  may 
be  the  same  during  systole  and  diastole,  therefore 
abolishing  the  usual  systolic  increase  of  intraocular 
pressure.  There  is  a proven  increase  in  lower  extrem- 
ity venous  pressure  during  pregnancy,  with  a concur- 
rent decrease  in  upper  extremity  venous  pressure, 
and  it  is  postulated  that  this  could  be  accentuated  in 
the  head.5 

A study  by  Horven,  Gjonnaess,  and  Kroese  stated 
that  corneal  indention  pulse  reflects  the  pulse- 
synchronous  alteration  of  intraocular  pressure  that 
is  dependent  on  the  amount  of  extra  blood  entering 
the  eye  during  systole.  They  found  that  even  though 
there  was  an  increase  in  pulse  pressure  and  pulse 
rate  during  pregnancy,  there  was  a decrease  of  vol- 
ume per  minute  after  the  twentieth  week  of  gesta- 


tion. They  believed  this  decrease  was  due  to  a de- 
crease in  peripheral  resistance  and  decreased  pres- 
sure in  the  episcleral  veins.6 

Wilke  found  episcleral  venous  pressure  to  be 
lower  in  pregnant  patients,  and  he  thought  it  was  a 
likely  cause  of  decreased  intraocular  pressure.  He 
measured  venous  pressure  by  directing  a stream  of 
air  at  a vessel  to  see  at  which  air  pressure  it  col- 
lapsed.7 

Not  all  studies  support  an  increase  in  intraocular 
pressure.  A study  out  of  India  reported  an  increase 
of  intraocular  pressure  during  pregnancy,  as  mea- 
sured by  Schiotz  tonometry.  The  authors  attributed 


In  this  study,  the  corneal 
sensitivity  decreased  as 
pregnancy  progressed, 
becoming  significant  only 
between  31  and  40  weeks  of 
pregnancy. 


this  increase  to  a higher  cardiac  output  and  blood  vol- 
ume.8 

There  also  have  been  some  hormonal  theories  to 
explain  a decrease  in  intraocular  pressure.  Some  of 
the  hormones  studied  include  relaxin,  human  cho- 
rionic gonadotropin,  and  progesterone.  It  was  found 
that  when  20  mg  of  relaxin  was  injected  intramuscu- 
larly in  both  men  and  women,  intraocular  pressure 
went  down,  and  there  was  increased  facility  of  out- 
flow of  aqueous  humor.  Similar  results  were  obtained 
by  injecting  menopausal  glaucoma  patients  with 
10,000  units  of  human  chorionic  gonadotropin  for  five 
days. 

Progesterone  increases  facility  to  outflow  and  de- 
creases intraocular  pressure  when  administered  sys- 
temically,  topically,  or  orally.  This  effect  is  greater  in 
postmenopausal  patients.  Also,  there  is  the  decrease 
in  intraocular  pressure  found  in  the  progestational 
phase  of  the  menstrual  cycle.9 

A study  by  Phillips  and  Gore  found  that  there  was 
no  significant  difference  between  the  intraocular 
pressures  of  third-trimester  normotensive  women 
and  third-trimester  hypertensive  patients,  and  both 
had  pressures  significantly  lower  than  normal.  They 
attributed  this  effect  to  progesterone  and/or  relaxin.10 
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Corneal  Changes  in  Normal  Pregnancy 

Another  ophthalmic  change  during  pregnancy  is 
that  of  decreased  corneal  sensitivity.  Using  a Cochet- 
Bonnet  aesthesiometer,  which  measures  corneal 
touch  thresholds  by  exerting  pressure  on  the  cornea 
with  a nylon  monofilament,  corneal  sensitivity  was 
tested  in  29  women  at  various  times  during  pregnancy 
and  then  again  six  to  eight  weeks  postpartum.  It  was 
found  that  there  was  an  increase  in  the  corneal  touch 
threshold  and  therefore  a decrease  in  corneal  sensi- 
tivity. In  this  study,  the  corneal  sensitivity  decreased 
as  pregnancy  progressed,  becoming  significant  only 
between  31  and  40  weeks  of  pregnancy.  It  also  was 
found  that  the  greatest  decreases  in  sensitivity  were 
found  in  subjects  who  were  overweight,  and  more  of 
these  subjects  reported  slight  swelling  of  their  fin- 
gers and  ankles.  This  seemed  to  support  the  theory 
that  decreased  sensitivity  was  due  to  increased 
corneal  thickness  secondary  to  edema.  However, 
when  corneal  thickness  was  measured  with  a Haag- 
Streit  slit  lamp  900  and  pachometer,  the  amount  of 
corneal  edema  did  not  seem  related  to  the  amount  of 
decrease  in  corneal  sensitivity.11 

A similar  study  on  corneal  sensitivity  used  a 
Draeger  electromagnetic  aesthesiometer,  which  is  re- 
portedly more  accurate  and  reproducible.  This  study 
found  that  there  was  a significant  decrease  in  corneal 
sensitivity  throughout  pregnancy  instead  of  just  in 
the  31-to-40-week  range,  and  it  did  not  show  a pro- 
gressive decrease  as  pregnancy  continued.  It  also  did 
not  show  a correlation  between  decreased  corneal 
sensitivity  and  weight  gain,  edema,  or  mean  arterial 
pressure.  It  was  theorized  that  the  decrease  in  sen- 
sitivity may  have  been  due  to  decreased  intraocular 
pressure  or  circulatory  changes  in  the  eye.12  Corneal 
sensitivity  returned  to  normal  by  six  to  eight  weeks 
postpartum.11 

Loss  of  corneal  sensitivity  is  not  the  reason  that 
some  women  have  difficulty  wearing  their  contact 
lenses  during  pregnancy.  This  could  be  due  to  topo- 
graphical changes  of  the  cornea  secondary  to  edema, 
or  it  may  be  caused  by  a change  in  the  composition 
of  tears.  A viscous  component  of  tears,  lysozyme,  is 
more  abundantly  secreted  in  states  of  generalized 
edema,  and  patients  often  complain  of  their  contact 
lenses  being  greasy.11 

There  has  been  a slight  increase  in  the  incidence 
of  Krukenberg  spindles  in  pregnant  patients.  This  is 
defined  as  a central  vertical  band  of  posterior  cornea 
melanin  pigmentation,  and  it  is  sometimes  involved 
in  pigmentary  glaucoma.  A study  which  looked  at 
100  pregnant  women  found  three  cases  of  bilateral 


Krukenberg  spindles.  There  were  no  cases  found  in 
a control  group  of  120  nonpregnant  females.  All  of  the 
affected  patients  had  intraocular  pressures  in  the  low 
normal  range.  Krukenberg  spindles  had  disappeared 
in  one  patient  when  she  was  examined  two  days  post- 
partum, and  another  affected  patient  showed  de- 
crease pigment  but  still  had  a spindle  pattern  approx- 
imately two  months  after  the  initial  examination. 

The  etiology  of  Krukenberg  spindles  is  thought  to 
be  hormonal  because  62%  of  nonpregnant  persons  af- 
fected are  female.  It  is  also  theorized  that  the  clear- 
ance of  pigment  later  in  pregnancy  may  be  due  to 
progesterone  or  relaxin.  Progesterone  has  been 
shown  to  facilitate  outflow  through  the  trabecular 
meshwork  in  both  men  and  women.  Relaxin  can 
cause  increased  outflow  by  polymerizing  collagen 
ground  substance  in  the  trabecular  meshwork  and 
Schlem  canal,  increasing  their  rigidity.13 

Ophthalmic  Vasculature  in  Pregnancy 

Vascular  changes  of  the  retina  and  conjunctiva  occur 
as  pregnancy  progresses.  During  the  first  20  weeks 
the  arteriolar  flow  is  rapid,  venules  are  full,  and  con- 
junctival capillaries  are  easily  visualized.  The  rate  of 
blood  flow  progressively  decreases,  and  the  venules 
appear  granular  when  observed.  This  appearance  is 
directly  related  to  the  rate  of  blood  flow,  and  it  also 
may  be  due  to  an  increase  in  serum  globulin  and  de- 
crease in  albumin. 

As  term  approaches,  the  conjunctival  capillaries 
become  less  observable  until  they  may  not  be  seen 
without  using  a microscope.  This  ischemic  pattern 
may  worsen  until  the  capillary  bed  is  absent,  espe- 
cially in  cases  of  preeclampsia  or  eclampsia.  Normal 
pregnancy  does  not  affect  the  tortuosity  of  capil- 
laries. Mild  conjunctival  arteriolar  spasm  may  exist 
in  20%  of  normal  pregnancies  in  the  last  trimester, 
during  labor,  and  a few  days  postpartum.  However,  ar- 
teriolar spasm  is  more  common  in  toxemic  states.14 

Visual  Field  Changes  in  Pregnancy 

One  of  the  earliest  studied  ophthalmic  changes  dur- 
ing pregnancy  is  the  change  in  visual  fields.  Most  of 
these  studies  were  done  before  1935,  with  some  vari- 
able results.  Some  of  the  lack  of  concurrence  between 
these  studies  has  been  attributed  to  lack  of  unifor- 
mity in  testing  methods.  It  also  has  been  noted  that 
none  of  the  patients  had  subjective  complaints  of  vis- 
ual changes,  and  changes  were  found  only  upon- 
visual  field  evaluation.1 

A 1922  study  of  31  pregnant  women  found  that  22 
of  them  had  bitemporal  contraction  of  the  visual 
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field.  The  defect  was  attributed  to  pressure  being  put 
on  the  optic  chiasm  by  the  pituitary  gland,  which  re- 
portedly increases  to  two  to  three  times  its  normal 
weight  and  volume  during  pregnancy.15  Another 
study  also  found  a high  incidence  of  bitemporal  con- 
traction of  the  visual  field,  which  returned  to  normal 
within  two  weeks  postpartum  in  all  but  2 of  51  cases.16 
Pressure  from  the  pituitary  on  the  optic  chiasm  is 
controversial  because  some  studies  have  found  that 
it  does  not  get  large  enough  to  cause  chiasm  compres- 
sion. However,  the  pituitary  may  compress  optic 
blood  vessels,  causing  a localized  ischemia. 

Other  possible  etiologies  that  have  been  sug- 
gested are  hormonal  disturbances  and  endocrine  in- 
sufficiency causing  reduced  retinal  vitality.17 

Not  all  reports  agree  that  the  visual  field  change 
is  one  of  bitemporal  hemianopsia.  Some  authors  have 
found  that  pregnancy  is  related  to  concentric  contrac- 
tion of  form  and  color  fields  and  an  enlargement  of 
the  blind  spot.  These  changes  were  attributed  to  de- 
creased retinal  vitality  secondary  to  endocrine  abnor- 
malities.18 

Some  studies  do  not  agree  that  there  is  an  in- 
creased incidence  of  any  type  of  visual  field  change. 
Of  81  patients  in  one  study,  only  2 had  a slightly  sig- 
nificant visual  field  change.  One  had  bitemporal  field 
contraction,  and  the  other  had  temporal  contraction 
of  the  right  side.  The  author  of  this  study  also  did  not 
believe  that  pituitary  hypertrophy  was  enough  to 
cause  any  of  the  bitemporal  hemianopsia  that  had 
been  previously  reported.19 

It  is  controversial  as  to  whether  any  of  the  pro- 
posed visual  field  defects  could  be  considered  patho- 
logic since  none  of  the  patients  had  visual  com- 
plaints. 

Visual  Changes  in  Toxemic  Pregnancy 

Toxemia  of  pregnancy  is  diagnosed  when  a patient 
has  a triad  of  hypertension,  edema,  and  proteinuria. 
This  also  is  called  preeclampsia;  the  diagnosis  ad- 
vances to  eclampsia  if  convulsions  or  coma  occur. 
There  is  a progression  of  ophthalmic  abnormalities 
that  coincides  with  the  progression  of  mild  pre- 
eclampsia to  more  severe  cases  involving  convulsions 
or  fetal  demise.  Some  of  these  ophthalmic  signs  can 
be  quite  prognostic,  and  they  are  generally  attributed 
to  central  arteriolar  spasm,  ischemia,  or  edema.20 

Visual  changes  ranging  from  blurring  to  blind- 
ness can  accompany  cases  of  mild  preeclampsia. 
When  a preeclamptic  patient  experiences  scotoma, 
diplopia,  and  dimness  of  vision,  it  is  considered  a 
prodrome  of  eclampsia.  Various  studies  have  found 


that  the  visual  changes  exist  in  30%  to  50%  of  all 
eclamptic  patients.  It  is  theorized  that  the  etiology 
of  these  visual  symptoms  is  circulatory  changes  in 
the  visual  cortex. 

Amaurosis  is  another  symptom  that  usually 
exists  in  eclampsia,  but  it  also  may  exist  in  pre- 
eclampsia. The  incidence  of  amaurosis  is  1%  to  3%  of 
all  eclamptic  patients.  The  patient  may  become  blind 
for  only  a few  hours,  or  it  may  last  several  weeks.  Al- 
though this  symptom  is  very  alarming  to  patients,  it 
is  not  a reason  to  terminate  pregnancy,  and  vision 
usually  returns  to  normal  within  a week.  At  one 
time,  amaurosis  was  thought  to  be  due  to  psychogenic 
causes.  However,  now  it  is  believed  to  be  caused  by 
either  a peripheral  lesion  secondary  to  severe  edema 
and  retinal  detachment  or  a central  lesion  of  the  optic 
nerve  or  occipital  lobe.21 

Visual  disturbances  are  also  prodromal  of  late 
postpartum  eclampsia,  where  convulsions  occur 
more  than  48  hours  after  delivery  in  a preeclamptic 
patient.  A study  was  done  on  132  eclamptic  women, 
and  it  was  found  that  36  of  these  patients  became 
eclamptic  postpartum.  Seventeen  of  these  36  patients 
became  eclamptic  more  than  48  hours  postpartum. 
Before  experiencing  convulsions,  all  17  patients  re- 
ported headaches  and  visual  abnormalities,  such  as 
blurring  or  scotomas,  lasting  for  one  to  three  days. 
The  predictive  value  of  these  signs  in  preeclampsia 
seems  quite  significant.22 

Ophthalmic  Fundus  Changes  in  Toxemic 
Pregnancy 

Retinal  and  conjunctival  vasculature  also  are  af- 
fected by  toxemia  of  pregnancy.  The  first  ophthalmic 
sign  of  toxemia  is  constriction  of  the  retinal  arteries. 
This  may  involve  a single  or  multiple  constrictions  of 
one  or  all  branches  of  the  retinal  artery,  and  the  loca- 
tion of  constriction  may  vary  with  time.  The  ratio  of 
vein  to  artery  diameter,  which  is  normally  3:2,  may 
get  as  high  as  6:1.  The  earliest  arteriolar  narrowing 
usually  occurs  on  the  nasal  side  of  the  retina,  and  it 
usually  occurs  with  a slight  increase  in  diastolic  pres- 
sure.21 Similar  arteriolar  narrowing  occurs  in  the 
conjunctiva.  These  vessels  become  extremely  thinned 
out  due  to  severe  constriction,  and  areas  of  spasm 
may  be  missed  on  examination  secondary  to  incom- 
plete filling.  The  conjunctiva  may  be  totally  blanched 
except  for  a rare  venule  in  cases  of  eclampsia.  The 
conjunctival  capillary  beds  may  become  quite  tortu- 
ous in  these  patients.14 

The  appearance  of  arteriolar  constriction  of  the 
retina  and/or  conjunctiva  can  be  predictive  of  mater- 
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nal  and  fetal  outcome.  If  severe  local  and  generalized 
retinal  arteriolar  spasm  is  present  with  albuminuria 
and  severe  hypertension,  intrauterine  fetal  demise 
can  be  anticipated  in  approximately  three  weeks.  If 
retinal  or  conjunctival  arteriolar  spasm  is  present  in 
a preeclamptic  or  eclamptic  patient  and  there  is  a 
sudden  decrease  in  narrowing,  it  generally  indicates 
an  early  fetal  death.14 

When  the  arteriolar  narrowing  increases  despite 
medical  treatment  for  toxemia,  many  authors  recom- 
mend termination  of  pregnancy.  This  is  to  prevent 
permanent  vascular  damage  to  the  patient,  since  vas- 
cular changes  of  the  eye  represent  vascular  changes 


I he  toxemic  patients  most 
likely  to  experience  retinitis 
are  the  young  primaparas 
and  the  older  multiparas. 


in  other  organ  systems.  Inducing  labor  in  this  situa- 
tion may  save  the  lives  of  both  the  mother  and  the 
baby.21 

Fundus  changes  of  the  eye  are  not  limited  to  ar- 
teriolar narrowing,  although  most  of  the  other 
changes  are  secondary  to  this  constriction  process. 
Other  findings  include  retinal  edema,  hemorrhage, 
and  exudates  such  as  cotton  wool  spots  or  star-shaped 
exudates. 

Edema  includes  papilledema  and  retinal  edema, 
which  is  usually  seen  in  the  upper  or  lower  pole  of  the 
disc  and  follows  the  retinal  vessels.  Hemorrhage  and 
exudate  can  be  an  ominous  sign.  The  hemorrhages 
are  often  flame-shaped  and  occur  in  the  posterior  fun- 
dus, near  a vessel,  in  the  superficial  nerve  fiber  layer. 
Exudates  follow  a similar  distribution,  and  when 
these  two  occur  together  it  is  termed  retinitis. 

Retinitis  is  usually  seen  in  the  last  trimester.  If 
it  is  present  earlier,  it  will  probably  progress  to  a 
more  severe  form.  The  toxemic  patients  most  likely 
to  experience  retinitis  are  the  young  primiparas  and 
the  older  multiparas.  Mild  retinitis  generally  re- 
gresses with  the  termination  of  pregnancy,  but  in 
cases  of  severe  retinitis,  80%  will  have  residual  le- 
sions. The  older  multipara  group  has  a higher  inci- 


dence of  permanent  retinal  damage.  Many  authors 
believe  that  retinal  hemdrrhages  and  cotton  wool 
spots  indicate  possible  permanent  vascular  damage, 
and  that  pregnancy  should  be  terminated. 

One  study  found  that  when  retinitis  is  discovered 
before  the  twenty-eighth  week  and  pregnancy  is  con- 
tinued for  four  or  more  weeks,  almost  all  the  women 
will  have  permanent  vascular-renal  disease  and  only 
25%  will  have  living  babies.21  If  retinal  hemorrhages 
alone  are  found,  studies  have  indicated  a 33%  fetal 
demise  rate.  Hemorrhages  and  exudates  together  in 
toxemic  pregnancy  are  associated  with  a fetal  demise 
rate  of  up  to  75%.  Some  believe  that  the  finding  of  sig- 
nificant retinitis  at  any  time  during  acute  or  chron- 
ically hypertensive  toxemic  pregnancy  is  an  indica- 
tion for  pregnancy  termination  because  of  the  high 
fetal  mortality  and  probable  vascular  damage  to  the 
mother.14 

Although  it  is  rare,  another  recognized  ophthal- 
mic complication  of  preeclampsia  or  eclampsia  is 
retinal  detachment.  These  are  bullous  or  nonhega- 
togenous  retinal  detachments  caused  by  leakage  of 
serous  fluid.3  They  occur  in  only  1.2%  of  preeclamptic 
patients  and  in  10.4%  of  eclamptic  patients. 

There  have  been  several  theories  on  what  causes 
this  form  of  retinal  detachment.  Some  have  post- 
ulated that  it  is  an  extension  of  generalized  or  cere- 
bral edema.  Others  have  thought  that  it  is  due  to 
vascular  damage  to  retinal  vessels,  such  as  acute 
necrosis  of  the  vessel  walls.22 

More  recent  studies  have  used  fluorescein  angio- 
graphy to  show  leakage  of  dye  from  choroidal  vessels 
and  delayed  filling  of  choriocapillaries.  The  serous 
choroidal  fluid  builds  up  between  the  choroid  and 
retinal  layers,  causing  the  bullous  retinal  detach- 
ment.24 There  is  evidence  to  suggest  that  the  leakage 
from  the  choroid  vessels  is  due  to  fibrinoid  necrosis 
of  the  vessel  wall.  The  visual  prognosis  is  good,  and 
the  detachments  tend  to  regress  on  their  own.  How- 
ever, permanent  visual  loss  can  occur  with  detach- 
ments of  long  standing.  Although  ophthalmic  exami- 
nation is  recommended  in  cases  of  toxemia,  it  should 
be  kept  in  mind  that  the  fluorescein  dye  for  angio- 
graphy is  toxic  to  the  fetus,  and  that  too  much  photic 
stimulation  may  cause  a preeclamptic  patient  to  have 
convulsions.25 

Conclusion 

Ophthalmic  examination  during  normal  pregnancy 
can  be  done  as  a baseline  and  to  follow  the  normal 
physiologic  changes.  If  the  patient  begins  to  develop 
toxemic  symptoms,  ophthalmic  examination  is 


I Okla  State  Med  Assoc,  Vol  83,  August  1990 


403 


OPHTHALMIC  CHANGES  IN  PREGNANCY 


highly  recommended.  The  arteriolar- venule  network 
can  be  readily  observed  in  the  retina  for  signs  of  ar- 
teriolar constriction,  hemorrhage,  and  exudate.  This 
is  important  for  evaluation  of  maternal  vision,  and  it 
is  also  representative  of  what  is  happening  in  other 
organ  systems  such  as  the  kidney,  where  the  vascula- 
ture is  not  as  readily  observed.  The  eye  ground 
changes  in  toxemia  also  can  be  good  predictors  of 
maternal  and  fetal  outcome,  and  they  should  be  fol- 
lowed closely.  (J) 
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Dementia  and  Alzheimer's  Disease: 
Resources  in  Oklahoma 


Richard  W.  Leech,  MD;  Judy  Carella,  MA,  MPH;  Gary  D.  Miner,  PhD;  Roger  A.  Brumback,  MD 


Senile  dementia  and  Alzheimer's  disease  (often  consid- 
ered a single  process)  rank  as  the  fourth  most  common 
cause  of  death  in  the  United  States  and  outrank  in  cost 
to  the  nation  the  three  leading  causes  of  death  com- 
bined. Autopsy  studies  of  patients  with  the  clinical  diag- 
nosis of  dementia  have  clearly  shown  that  a wide  variety 
of  pathological  conditions  can  produce  clinically  similar 
symptomatology.  In  order  to  address  the  many  possible 
causes  and  treatments  of  these  various  forms  of  demen- 
tia, the  Alzheimer's  Association  (formerly  known  as  the 
Alzheimer's  Disease  and  Related  Disorders  Associa- 
tion), the  Oklahoma  Autopsy  Assistance  Network  at  the 
Oklahoma  Medical  Research  Foundation,  and  The  Alz- 
heimer's Foundation  (also  known  as  the  Familial  Alz- 
heimer's Disease  Research  Foundation)  have  begun  a 
concerted  effort  to  develop  a regional  network  which 
can  aid  patients  and  their  relatives  in  the  diagnosis  and 
management  of  dementia.  Awareness  of  these  organiza- 
tions by  all  physicians  will  help  in  the  development  and 
dissemination  of  the  newer  and  more  specific  treat- 
ments to  patients  (and  their  relatives)  with  Alzheimer's 
disease  and  other  forms  of  dementia  in  Oklahoma. 

Senile  dementia  and  Alzheimer’s  disease,  often 
considered  a single  process,  may  rank  as  the 
fourth  or  fifth  most  common  cause  of  death  in  the 
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United  States.1  Unfortunately,  the  diagnosis  is  dif- 
ficult, and  as  many  as  20%  or  more  of  patients  with 
clinical  dementia  may  have  a pathologic  process 
other  than  Alzheimer’s  disease  at  death.2  The  exact 
prevalence  of  Alzheimer’s  disease  is  unknown,  and 
even  in  those  patients  with  pathologic  evidence 
of  Alzheimer’s  disease,  only  recently  have  reasona- 
ble criteria  become  available  for  the  pathologic  con- 
firmation of  this  disorder.3  Alzheimer’s  disease  may 
be  heterogeneous,  both  clinically  and  genetically;  re- 
cent evidence  indicates  that  a much  larger  proportion 
of  Alzheimer’s  disease  than  previously  thought  has 
a genetic  predisposition.4 

Pathologic  examination  is  the  only  reliable 
method  for  assuring  accurate  diagnosis.  During  the 
past  year,  pathological  findings  in  brains  coming  to 
the  Department  of  Pathology  at  the  University  of 
Oklahoma  Health  Sciences  Center  for  confirmation 
of  Alzheimer’s  disease  have  clearly  highlighted  the 
many  difficulties  still  confronting  the  clinician  who 
must  care  for  the  demented  patient.  For  instance,  we 
have  found  Alzheimer’s  disease  where  Creutzfeldt- 
Jakob  disease  was  suspected  — much  to  the  relief  of 
the  many  health  care  providers  involved.  Conversely, 
we  have  diagnosed  Creutzfeldt- Jakob  disease  where 
Alzheimer’s  disease  was  the  clinical  diagnosis.  Other 
pathologic  diagnoses,  in  “clinical  Alzheimer’s  dis- 
ease,” have  included  multiple  systems  degeneration, 
vascular  disease,  Binswanger’s  disease,  and  Gerst- 
mann-Straussler-Scheinker  disease,  a disorder 
which  may  be  familial.  For  the  reasons  stated  above, 
we  have  previously  emphasized  the  need  for  careful 
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and  thoughtful  examination  of  the  demented  pa- 
tient, followed  by  pathologic  confirmation.5 

In  order  to  address  the  many  possible  causes  and 
treatments  of  dementia,  the  Alzheimer’s  Association 
(formerly  known  as  the  Alzheimer’s  Disease  and  Re- 
lated Disorders  Association),  the  Oklahoma  Autopsy 
Assistance  Network  at  the  Oklahoma  Medical  Re- 
search Foundation,  and  The  Alzheimer’s  Foundation 
(also  known  as  the  Familial  Alzheimer’s  Disease  Re- 
search Foundation)  have  begun  a concerted  effort  to 
develop  a regional  network  which  can  aid  the  pa- 
tients and  their  relatives  in  the  diagnoses  and  man- 
agement of  these  diverse  disorders  resulting  in 
dementia. 

Support  Organizations 

Several  organizations  in  Oklahoma  facilitate  the 
study  of  dementing  disorders.  These  organizations 
have  been  developed  to  respond  to  the  needs  of 
families  with  a member  affected  by  Alzheimer’s  dis- 
ease, but  as  we  have  shown,  pathological  confirma- 
tion often  results  in  unexpected  diagnoses. 

The  Alzheimer’s  Association,  started  in  the 
late  1970s  by  Bobby  Glaze  of  Bloomington,  Minn,  has 
grown  from  a single  chapter  into  a national  organiza- 
tion with  headquarters  in  Chicago  (telephone 
number  312-853-3060)  and  chapters  in  every  state, 
including  two  in  Oklahoma  (Oklahoma  City  and 
Tulsa).  The  Alzheimer’s  Association  is  the  leading  or- 
ganization devoted  to  public  awareness,  family  sup- 
port groups,  and  the  promotion  of  federal  legislation 
to  aid  in  research  and  care  giving.  The  Autopsy  As- 
sistance Network  was  established  by  the  Alzheimer’s 
Association  to  help  families  secure  an  autopsy  to  ver- 
ify the  diagnosis  of  Alzheimer’s  disease,  to  provide 
material  for  research  into  the  underlying  mechan- 
isms of  the  disease,  and  to  establish  the  diagnosis  for 
purposes  of  clinical  and  epidemiological  studies. 

In  Oklahoma,  the  Autopsy  Assistance  Net- 
work is  coordinated  through  the  Oklahoma  Medical 
Research  Foundation  in  Oklahoma  City  (telephone 
405-271-7480).  Autopsies  must  be  prearranged 
through  the  Network  representative  who  also  (1)  pro- 
vides the  families  with  information  about  the  autopsy 
and  support  and  guidance  in  making  the  arrange- 
ments; (2)  maintains  a contact  point  for  the  physi- 
cians providing  clinical  care  to  the  patients,  nursing 
home  personnel,  local  pathologists  who  perform  the 
autopsies,  and  others  (such  as  funeral  directors)  who 
will  be  involved  at  the  time  of  death;  and  (3)  coordi- 
nates the  specimen  handling  between  the  neuro- 
pathologists evaluating  the  brain  tissue  for  diagnos- 


tic purposes  and  the  researchers  using  the  tissue  for 
investigative  purposes. 

More  recently  The  Alzheimer’s  Foundation, 
headquartered  in  Tulsa  (telephone  918-631-3665)  but 
both  regional  and  worldwide  in  scope,  has  been  estab- 
lished to  encourage  research  and  facilitate  scientific 
interchange  of  ideas.  It  sponsored  the  First  Interna- 
tional Symposium  on  Familial  Alzheimer’s  Disease 
in  Tulsa  in  October  1987,  which  coincided  with  the 
discovery  of  markers  on  chromosome  21  for  possible 
genes  involved  in  this  disorder  — the  FAD  gene  and 
the  amyloid  gene.  The  Second  International  Sym- 
posium was  held  in  Seattle  in  May  1989,  with  the 
third  scheduled  for  Heidelberg,  Germany,  in  October 
1991. 

The  Alzheimer’s  Foundation  was  responsible  for 
the  publication  of  two  important  books  during  1989: 
one,  oriented  to  the  research  scientist,  neurologist, 
gerontologist,  and  other  medical  specialists,  reports 
ground-breaking  molecular  genetic  studies  and  clin- 
ical applications,  and  is  the  first  book  to  provide  a 
comprehensive  examination  of  familial  aspects  of 
Alzheimer’s  disease;4  the  second  book  is  a compas- 
sionate and  practical  handbook  for  families,  friends, 
and  healthcare  professionals.6  In  conjunction  with 
the  University  of  Oklahoma  Health  Sciences  Center 
and  the  Oklahoma  Medical  Research  Foundation,  the 
Alzheimer’s  Foundation  has  also  recently  facilitated 
the  groundwork  to  create  an  Oklahoma-Regional 
Alzheimer’s  Disease  Research  Network,  which  in- 
cludes institutions  from  Arkansas,  Kansas,  Missouri, 
and  Oklahoma.  In  addition,  the  Oklahoma  Veterans 
Affairs  Medical  Center,  through  its  affiliation  with 
the  University  of  Oklahoma  College  of  Medicine,  has 
developed  a proposal  for  a possible  future  Alzheimer’s 
disease  longitudinal  study  center.  These  programs 
would  provide  the  most  up-to-date  diagnostic  ap- 
proaches for  patients  with  dementia  and  also  provide 
aid  to  their  physicians.  We  believe  that  such  col- 
laborative efforts  are  the  wave  of  the  future  within 
the  neurosciences  and  herald  a new  day  for  many 
mentally  crippled  individuals. 

Experimental  drug  trials  lasting  two  years  and 
involving  centrally  acting  cholinergic  agents  for  Alz- 
heimer’s disease  were  started  in  Tulsa  in  September 
1988;  it  is  anticipated  that  new  trials  involving  other 
agents  will  begin  in  1990  and  future  years.  Residents 
of  Oklahoma  who  are  in  the  early  stages  of  Alzheimer’s 
disease  are  eligible  for  these  drug  trials  if  they  can 
satisfy  the  strict  inclusion  and  exclusion  criteria.* 

•Physicians  interested  in  recommending  patients  for  these  or  future  trials  should  contact 
The  Alzheimer’s  Foundation  (918-631-3665). 
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Aside  from  such  experimental  drug  trials,  there  is  no 
treatment  or  cure.  Supportive  care  is  the  only  ap- 
proach available  to  the  physician. 

It  has  been  estimated  by  the  National  Institute  on 
Aging  that  for  every  $1.00  spent  on  Alzheimer’s  dis- 
ease, less  than  Id  is  spent  on  research.7  It  is  apparent 
that  a much  greater  effort  is  needed  to  bring  research 
on  Alzheimer’s  disease  into  line  with  efforts  in  other 
disorders.  For  Oklahoma  this  means  it  is  essential  to 
develop  good  clinical  and  neuropathological  diagnos- 
tic services  and  a cooperative  research  network  that 
pulls  together  the  strengths  of  various  institutions 
and  individuals  in  this  state. 

The  above  support  organizations  are  major  re- 
sources and  referral  centers  for  patients,  family  mem- 
bers, and  physicians.  The  Department  of  Pathol- 
ogy of  the  University  of  Oklahoma  College  of 
Medicine  with  its  neuropathologists  serves  all 
physicians  and  pathologists  in  Oklahoma  by  provid- 
ing the  final  pathologic  confirmation  of  dementia  and 
its  many  causes.  Recent  state  legislative  enactment 
of  HB  2000  provides  encouragement  for  this  en- 
deavor. All  brains  removed  at  autopsy  in  patients 
with  dementia  which  have  been  referred  through  one 
of  the  above  support  organizations  have  been 
examined  utilizing  the  best  available  sampling  and 
staining  techniques  for  the  confirmation  of  Alz- 
heimer’s disease.  As  noted  earlier,  this  has  resulted 
in  some  unusual  diagnoses  and  some  surprises.  In 
each  case,  the  family  has  benefited  from  such  an  ef- 
fort, and  unexplained  treatment  or  unusual  clinical 
findings  have  been  clarified.  Furthermore,  access  to 
critical  patient  material  has  allowed  members  of  the 
Department  of  Pathology  to  develop  new  techniques 
to  further  quantify  the  pathologic  processes  present 
in  dementia.8-10 

Summary 

Several  support  organizations  exist  in  the  state  of 


Oklahoma  that  serve  patient,  family,  and  physician. 
Knowledge  of  these  organizations  is  essential  to  the 
development  of  new  and  more  specific  treatment  for 
Alzheimer’s  disease.  Furthermore,  confirmation  of 
the  diagnosis  of  dementia,  other  than  Alzheimer’s 
disease,  is  critical  to  such  efforts.  To  that  point,  all 
the  support  organizations  and  faculty  members  of  the 
College  of  Medicine  are  dedicated  to  the  understand- 
ing, diagnosis,  and  treatment  of  dementia.  (J) 
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Special- 


Rural  Physician  Survey 

John  A.  Hanley 


In  August  1989,  the  Physician  Manpower  Training  Com- 
mission conducted  a survey  in  an  effort  to  learn  what 
factors  influence  the  recruitment  and  retention  of  physi- 
cians in  rural  Oklahoma  communities.  The  results  of  the 
survey  are  summarized  in  this  article. 

Sixty-one  percent  of  physicians  practicing  in  rural 
Oklahoma  are  satisfied  with  their  current  prac- 
tice, while  only  56%  are  satisfied  with  their  income. 

These  figures  were  determined  by  a 1989  survey 
conducted  by  the  Physician  Manpower  Training  Com- 
mission (PMTC),  in  which  203  of  the  505  physicians 
practicing  in  Oklahoma  communities  under  7,500 
population  responded. 

The  PMTC  conducted  the  survey  in  an  effort  to 
learn  what  characteristics  and  factors  may  assist  in 
the  recruitment  and  retention  of  physicians  in  rural 
areas  of  the  state.  Questions  were  grouped  into  six 
specific  areas  of  interest:  hospital,  practice,  personal, 
back-up,  economic,  and  general  information. 

The  survey  questionnaire  was  initially  developed 
for  a study  conducted  by  the  Wisconsin  Division  of 
Health,  Wisconsin  Primary  Care  Association,  and 
the  US  Public  Health  Service. 

According  to  the  survey,  the  average  physician 
practicing  in  rural  Oklahoma  is  44.6  years  old  and 
has  practiced  at  his  present  site  for  10.5  years. 


Direct  correspondence  to  John  H.  Hanley,  Physician  Manpower  Training  Commission, 
Post  Office  Box  53551,  Room  211,  Oklahoma  City,  Oklahoma  73152. 


Ages  of  respondents  were: 


<35  yrs  old  22% 

35-40  yrs 23% 

41-45  yrs 15% 

46-50  yrs 11% 

51-55  yrs 10% 

56-60  yrs 7% 

61-65  yrs 6% 

66-70  yrs 5% 

71  yrs  and  over 2% 


Length  of  time  at  current  practice: 


<1  yr 7% 

1-5  yrs 33% 

5-10  yrs 21% 

10-15  yrs 14% 

15-20  yrs 5% 

21  yrs  and  over 21% 


Current  annual  income  was  reported  as  follows: 


Under  $40,000  13% 

$40,000-$  60,000  17% 

$60,000-$  80,000  26% 

$80,000-$  100,000  18% 

Above  $100,000  26% 


Considered  particularly  important  to  the  repon- 
dents  were  admitting  privileges  at  a hospital;  reputa- 
tion, quality  and  financial  stability  of  their  practice 
and  hospital;  assurance  of  back-up  coverage;  spouse 
acceptance  of  the  area;  quality  of  schools,  and  con- 
tinuing medical  education.  Geographic  location  was 
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considered  important  to  the  rural  physicians  but, 
perhaps  surprisingly,  was  not  near  the  top  of  the  list. 

Respondents  indicated  the  importance  of  the  fol- 
lowing stated  activities: 

Continuing  medical  education  . . 87% 

Teaching  opportunities 30% 

Clinical  faculty  opportunities  . . 11% 
Further  subspecialty  training  . . 15% 

Those  who  expressed  dissatisfaction  with  their 
current  practice  were  asked  to  state  “what  more 
would  you  like?” 

Responses  included: 

More  paying  patients  (22  responses) 

Better  back-up  coverage  (21) 

Equitable  Medicare/Medicaid 
reimbursement  (14) 

More  time  off  (9) 

Better  quality  facilities,  equipment, 
and  personnel  (5) 

A partner  (5) 

It  was  apparent  from  the  responses  and  comments 
throughout  the  questionnaire  that  the  most  common 
complaints  from  the  respondents  concerned  in- 
equities of  Medicare  and  Medicaid  reimbursement 
and  dissatisfaction  with  back-up  coverage.  Sixty  per- 
cent indicated  that  there  should  be  a statewide  locum 
tenens  program. 

The  physicians  were  asked  to  comment  regarding 
why  they  think  physicians  may  or  may  not  choose  to 
remain  in  their  area  of  the  state  to  practice.  The  most 
common  positive  responses  included: 

Financial  security 

Good  place  to  raise  families 


Beautiful  country  > 

Appreciated  and  needed 
Nice  people 

Modem  hospital,  intelligent  staff 

Most  common  negative  responses  included: 

Unequal  pay/reimbursement 
Poor  technology,  facilities,  and  staff 
Poor  economy 
Professional  isolation 
Poor  back-up  coverage 
Lack  of  specialists  or  tertiary  care 
facilities 

Thirty-five  percent  of  the  responding  physicians 
indicated  that  they  owed  nothing  on  medical  school 
loans  when  they  completed  their  training;  18%  owed 
less  than  $10,000;  20%  owed  $10,000-$25,000;  20% 
owed  $25,000-$75,000,  and  7%  owed  more  than 
$75,000. 

Eighty-two  percent  of  the  physicians  felt  that  a fi- 
nancial incentive  program  is  necessary  in  order  to  re- 
cruit physicians  to  practice  in  rural  areas. 

The  PMTC  currently  provides  financial  assist- 
ance through  its  rural  scholarship  and  physician/ 
community  match  programs.  In  both  programs,  the 
loans  are  forgiven  after  the  physician  practices  for  a 
specified  time  in  rural  Oklahoma. 

Complete  information  on  the  rural  physician  sur- 
vey is  available  from  the  Physician  Manpower  Train- 
ing Commission,  PO  Box  53551,  Oklahoma  City, 
Oklahoma  73152,  (405)  271-5848.  (J 

The  Author 
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ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.  Paul  J.  Kanaly,  M.D. 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
Fellows  of  the  American  College  of  Surgeons 

24  Hour  Consultation  and  Referral 

Cardiac  Surgery  * Vascular  Surgery  * Thoracic  Surgery 


DRIVE  A VOLVO  BECAUSE  REPLACEMENT  PARTS  ARE  HARD  TO  FIND. 


JERRY  BUGG 


VOLVO 

A car  you  can  believe  in. 


907  SOUTH  BROADWAY 
EDMOND  . OKLAHOMA 
359-1234 
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News 


Problems  increase 

State  health  department  issues  its 

Worried  about  growing  misunderstanding  in  the 
management  of  antibiotic-resistant  organisms  such 
as  methicillin-resistant  Staphylococcus  aureus 
(MRSA),  the  Oklahoma  State  Department  of  Health 
(OSDH)  has  issued  specific  guidelines. 

The  recommendations  come  after  several  months 
of  work  by  a panel  of  OSDH  representatives,  infec- 
tious diseases  specialists  [see  letter,  page  4171,  and 
infection  control  nurses.  They  are  intended  to 
minimize  the  increasing  number  of  costly  and  often 
unjustified  isolation  policies  being  implemented  in 
the  management  of  MRSA. 

Following  is  the  complete  text  of  the  OSDH  policy 
statement: 

Policy  Statement  Addressing  Antibiotic-Resistant 
Organisms,  Including  Methicillin-Resistant 
Staphylococcus  aureus 

The  prevalence  of  antibiotic-resistant  organisms,  such  as  methicil- 
lin-resistant Staphylococcus  aureus  (MRSA)  and  certain  gram 
negative  bacilli,  is  increasing.  Methicillin-resistant  Staphylococ- 
cus aureus  has  drawn  particular  attention. 


recommendations  on  MRSA 

The  following  recommendations  are  suggested  to  help  control 
the  spread  of  antibiotic-resistant  bacteria: 

1.  Since  it  is  often  not  possible  to  know  which  persons  are  col- 
onized or  infected  with  resistant  organisms,  all  persons 
should  be  considered  potential  carriers.  This  is  analogous  to 
the  concept  of  universal  precautions  applied  to  the  preven- 
tion of  HIV  transmission. 

2.  Handwashing  should  be  practiced  before  and  after  contact 
with  all  patients.  A program  for  implementation  of  hand- 
washing must  be  formulated  by  all  institutions.  Gloves 
should  be  worn  when  in  contact  with  all  body  substances, 
but  this  does  not  preclude  the  importance  of  handwashing. 
Gowns  should  be  worn  if  soiling  is  likely.  Masks  are  indi- 
cated only  when  close  contact  with  infected  aerosols  (eg,  re- 
spiratory droplets  from  a coughing  patient)  may  occur.  Phys- 
ical isolation  of  individual  patients  colonized  with  resistant  or- 
ganisms is  not  indicated  under  most  circumstances. 

3.  Colonization  with  a resistant  organism  is  neither  an  indica- 
tion for  hospitalization  nor  a reason  to  restrict  admission  to 
a nursing  home. 

4.  Infections  should  be  evaluated  and  treated  on  a case-by-case 
basis. 

Educational  programs  are  being  developed  to  disseminate  these 
recommendations.  For  further  information,  please  call  Dr  Scott 
McNabb  at  (405)  271-4060. 


New  project  at  OUHSC  to  study  reform  for  medical  education 


A major  project  to  reform  medical  education  is  being 
initiated  at  the  University  of  Oklahoma  Health  Sci- 
ences Center  (OUHSC)  in  Oklahoma  City. 

Organizers  of  the  Oklahoma  Model  of  Medical 
Education  for  the  Twenty- First  Century  (OMME-21) 
hope  the  program  will  have  a major  impact  on  the 
way  physicians  are  educated  and  trained. 

A planning  committee,  already  organized,  will 
consider  such  changes  as  advocating  early  admission 
into  medical  school,  reducing  the  length  of  time  spent 
in  becoming  a physician  from  12  to  10  years,  grouping 
courses  together  to  boost  cost-effectiveness,  and  hav- 
ing the  medical  college  provide  students  with  hands- 
on  training  in  settings  more  typical  of  the  shape  of 
practice  in  the  twenty-first  century.  In  addition,  they 


will  consider  exploiting  more  fully  the  brain’s  natu- 
ral process  of  “chunking”  information,  which  in- 
volves the  grouping  together  of  certain  sets  of  infor- 
mation. 

Program  Director  Gordon  H.  Deckert,  MD,  David 
Ross  Boyd  Professor  of  Psychiatry  and  Behavioral  Sci- 
ences at  OUHSC,  says  broad-based  changes  are 
needed  in  the  way  physicians  are  educated.  The  cur- 
riculum used  by  most  medical  colleges  “hasn’t 
changed  much  in  the  past  50  years,”  and  employs  too 
much  factual  learning  and  not  enough  hands-on  and 
psychologically  oriented  learning,  he  says. 

Program  organizers  hope  OMME-21  will  become 
a model  across  the  United  States. 
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We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  ana 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  City,  OK 
(405)840-9333 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 


At  her  recent  induction  as  president-elect  of 

the  American  Medical  Association  Auxiliary  (AMAA),  Sherry 
Strebel  (Mrs  Gary),  Oklahoma  City,  receives  congratulations 
and  flowers  from  OSMA  President  Perry  A.  Lambird,  MD.  The 
AMAA  met  in  June  at  Chicago's  Drake  Hotel  while  the  annual 
AMA  meeting  was  in  progress  at  the  nearby  Hyatt  Regency 
Hotel.  (More  pictures  on  pp  417  and  418.) 


PLI  CO-approved 

Perinatal  Task  Force  releases 
its  new  prenatal  record  form 

The  Perinatal  Task  Force  of  the  Oklahoma  State 
Medical  Association  has  developed  and  released  a 
prenatal  record  form  for  use  by  Oklahoma  physicians 
who  deliver  babies. 

The  Board  of  Directors  of  the  Physicians  Liability 
Insurance  Company  (PLICO)  has  approved  the  new 
form  as  well  as  one  developed  by  the  American  Col- 
lege of  Obstetrics  and  Gynecology.  While  the  board 
is  not  mandating  the  use  of  either  form,  it  recom- 
mends that  physicians  who  deliver  babies  employ 
some  type  of  comprehensive  record. 

The  task  force’s  two-page,  single-sheet  form  ap- 
pears on  pages  413  and  414,  and  although  this  ver- 
sion varies  slightly  from  the  one  published  in  the 
June  issue  of  PLICO  News,  both  are  acceptable  to 
PLICO.  Physicians  are  invited  to  remove  the  form 
and  photocopy  or  reprint  it  as  often  as  desired  for  use 
in  their  practices.  (J) 
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1ENATAL  RECORD  1 


me: 


dress: 

f — 

one:  _ 


State: Zip: 

Work: 


>: Birthdate Yrs.  Education: College: 

CE:  W B I H 0 Occupation: 


her:  Name: 


Phone: 


Work: 


Yrs.  Education: College: 


ivious  Pregnancy  History:  Parity  Code:  Gravida Term Preterm Abortions Living 


. 

Year 

Ab* 

E 

S 

T 

Weeks  / 
/ * * 

/k  or  D 

Weight/ 
/ Sex 

Type 
V,  C/S, 
Forceps 

Place 

Doctor 

Length 

of 

Labor 

Comments/ 

Complications 

^"AD 

^^AD 

= Elective,  S = Spontaneous,  T = Therapeutic,  **A  = Alive,  D = Dead 


;t  Family  Medical  History:  (Explain  details  in  box) 

Diabetes  (Insulin) 

Hypertension  (Meds) 

Rheumatic  Fever/Heart  Disease 
Asthma/Bronchitis 
Chronic  Gl  problems 
Urinary  Tract  Disease 
Hepatitis,  Liver  Disease 
Seizures  (Meds) 

Thyroid  Disease  


10.  Rh,  other  isoimmunization 

11.  Phlebitis,  Embolism 

12.  Gyn  Surgery 

13.  Other  Surgery 

14.  Major  Accidents 

15.  Psychiatric  Illness  (Meds) 

16.  Infertility  (Rx) 

17.  Other  disease  (list) 

18.  Drug  Allergy  (list) 


INITIAL  PHYSICAL  EXAMINATION 

; 

Abnormal 

Pre-pregnancy 
Ht  Wt 

Skin 

HEENT 

Thyroid 

Heart 

Lungs 

Breasts 

Abdomen 

Back 

Extremities 

Neurologic 

Vulva 

Vagina 

Cervix 

Uterus  Adnexa 

Adnexa 

Rectum 

Pelvic  Size:  Normal  Small 

EDC:  LNMP EDC 


Periods  monthly:  Y 

On  BCP  at  Conception: 
initial  Exam  Uterine  Size: 
U/S  Indicated:  No 

Pregnancy  Test  Positive 


N (explain) 

No  Yes 
Agrees  Larger 

Scheduled: 

Date: 


Comments:  Abnormal  Physical  Findings: 


Smaller 


Medications:  (List) 


PRENATAL  RECORD  2 

Laboratory  test:  (Results)  (Date) 

Hgb/Hcrit/Platelet: 

U/A/Culture: 

STS: 

Rh  Type: 

Antibody  Screen: 

Sickle  Cell  Screen  (Black): 

Rubella:  immune  not  immune  

Hepatitis  B Surface  Antigen  (HB  S Ag)  pos  neg  

Cervical  Cytology: 

MSAFP:  Offered  Refused  

RhoGam  candidate?  Y N Rh  Immune  Globulin  given:  Date: Initials: 

(Date)  (Date 

Other  Lab: Lab:  24-28  weeks: 

Glucose  Screen: 

Hgb/Hcrit: 


PRENATAL  VISITS 

EDC 


PROBLEMS  LIST:  CARE  PLAN: 


Delivery  Hospital: Anesthesia  Plan: 

Sterilization?  Y N Breastfeeding?  Y N Undecided  Circumcision?  Y N 


From  the  OSDH 


Oklahoma  State  Department  of  Health 

Oklahoma  Medicare  Influenza  Project  will  continue  this  fall 


The  Oklahoma  Influenza  Project  im- 
munized  166,564  (40%)  of  the  tar- 
T # geted  419,000  Medicare  Part  B popu- 

■ ■ lation  in  1989.  Oklahoma’s  phvsi- 

^ ^ ^ ^ J cians  immunized  107,493  (25.6%)  of 
the  targeted  group.  The  goal  for  1990 
will  be  to  increase  the  total  number  of  Medicare  Part 
B recipients  to  60%. 

The  design  of  the  project  is  to  study  the  cost-effec- 
tiveness of  providing  free  flu  vaccine  to  the  Medicare 
Part  B population  compared  to  the  cost  of  the  health 
care  associated  with  the  disease.  Participating  physi- 
cians will  be  provided  vaccine  and  reimbursed  $8  per 
dose  administered. 

The  same  provider  groups  will  be  utilized  in  1990. 
The  influenza  staff  assigned  to  a specific  geographic 
location  will  telephone  all  physicians  who  partici- 
pated last  year  to  inform  them  the  new  project  agree- 
ment is  being  sent  and  obtain  their  verbal  commit- 
ment and  address  any  concerns.  An  appointment  will 
be  scheduled  for  any  physician  who  participated  in 
1989  who  wishes  to  discuss  any  component  of  the  pro- 
gram. New  physician  practices  will  be  contacted  and 
appointments  scheduled  using  the  successful  ap- 
proach utilized  in  1989. 

The  slogan  for  this  year’s  campaign  has  been 
changed  to  “Attention  Medicare  B — Flu  Shots  Are 
Free.”  An  exam  room  poster  will  be  distributed  to 
each  physician  to  display  in  the  separate  exam  rooms. 
The  message  will  be: 


FLU  CAN  KILL 
ATTENTION  MEDICARE  B 
FLU  SHOTS  ARE  FREE 

A postcard  will  be  designed  to  remind  patients  of 
special  clinics.  Each  physician  practice  will  be  asked 
for  the  total  number  of  Medicare  Part  B clients.  Each 
practice  will  be  encouraged  to  send  a postcard  to  all 
patients  to  notify  them  about  the  free  vaccine  for 
Medicare  Part  B.  The  postcard  will  be  available  from 
the  Immunization  Division. 

Promotional  materials  will  be  mailed  at  the  end 
of  August,  and  vaccine  will  be  shipped  the  first  week 
of  September.  The  optimal  time  to  administer  vaccine 
is  November.  However,  the  vaccine  will  be  shipped  in 
September  for  physicians  to  immunize  patients  they 
do  not  expect  to  see  again  until  after  November. 
Physicians  are  asked  not  to  advertise  special  clinics 
until  October  15th.- 

Medicare  will  mail  a special  letter  notifying  each 
Medicare  beneficiary  in  Oklahoma  of  the  project.  A 
toll-free  number  will  be  provided  for  persons  to  call 
and  check  whether  their  physician  is  participating  or 
to  learn  the  date  and  location  of  the  nearest  public 
clinic. 

The  participation  of  Oklahoma’s  physicians  is 
paramount  to  the  success  of  the  Medicare  Influenza 
Project.  For  more  information  about  this  project  and 
how  to  participate,  please  contact  the  Immunization 
Division  at  405/271-4073.  <J) 


Deaths 


David  Sprouse  Dycus,  MD 
1934  - 1990 

Moore  family  physician  David  S.  Dycus,  MD,  died 
June  28,  1990.  A native  of  Sulphur,  Dr  Dycus  at- 
tended the  University  of  Oklahoma  School  of 
Medicine,  where  he  earned  his  medical  degree  in 
1961.  He  interned  at  St.  John  Hospital,  Tulsa,  from 
1961  to  1962  before  establishing  his  practice  in  the 
Moore-Norman  area. 


Ray  Maxwell  Wadsworth,  MD 
1900  - 1990 

OSMA  Life  Member  Ray  M.  Wadsworth,  MD, 
Wichita,  died  June  11,  1990.  A pediatrician  in  Tulsa 
for  many  years,  Dr  Wadsworth  was  bom  in  Santa 
Rosa,  Calif,  and  graduated  from  the  University  of 
Oklahoma  School  of  Medicine  in  1942.  He  served  on 
active  duty  with  the  US  Army  for  two  and  a half  years 
during  World  War  II  and  at  the  time  of  his  discharge 
held  the  rank  of  captain.  Dr  Wadsworth  was  awarded 
a Life  Membership  in  the  OSMA  in  1970.  (J) 
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Always  on  call. 


For  over  20  years,  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.”  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


RO.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 
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Norman  physician  George  H.  Hulsey,  MD  (r), 

chairman  of  the  National  Wildlife  Federation,  presents  a spe- 
cial award  to  outgoing  AMA  President  Alan  R.  Nelson,  MD, 
during  the  AMA's  recent  meeting  in  Chicago.  The  award  rec- 
ognizes the  AMA's  commitment  to  environmental  concerns. 

Reaction  Time 

Doctor  says  MRSA  should  not  be 
viewed  as  "Andromeda  strain" 

To  the  Editor:  Management  of  methicillin-resistant 
Staph  aureus  (MRSA)  has  become  particularly  prob- 
lematic in  our  state.  Whereas  we  could  logically  re- 
gard MRSA  as  simply  another  multiply-resistant  or- 
ganism — similar  to  Pseudomonas  aeruginosa  or 
Candida  in  this  respect  — its  advent  has  generated 
misunderstandings  and  fears  that  toe  the  line  of  irra- 
tional, in  my  opinion.  This  has  resulted  in  shuttling 
unwitting  patients  between  hospitals  and  nursing 
homes,  treatment  regimens  aimed  at  eradicating  col- 
onization, and  particularly  stringent  isolation  regi- 
mens. Since  the  premise  that  MRSA  is  a highly  con- 
tagious, untreatable  “Andromeda  strain”  is  false, 
these  consequences  are  unjust  to  our  patients  and 
economically  unsound. 

Upset  with  the  state  of  affairs  created  by  MRSA 
misunderstandings,  a group  of  infectious  diseases 
clinicians,  infection  control  nurses,  and  State  Health 
representatives  — with  the  voices  of  nursing  homes 
heard  as  well  — has  been  working  diligently  over  the 
past  several  months  to  come  up  with  recommenda- 
tions to  quell  the  misunderstandings  and  guide  man- 


agement. The  22-page  document  includes  informa- 
tion on  diagnosis,  treatment,  surveillance,  transmis- 
sion, and  isolation,  as  well  as  a section  on  background 
and  a glossary.  A copy  of  our  policy  statement  is  writ- 
ten below  [see  p 411].  A copy  of  the  complete  docu- 
ment can  be  obtained  by  calling  the  State  Depart- 
ment of  Health  (405)  271-4060.  It  is  hoped  that  these 
recommendations,  along  with  accompanying  educa- 
tion programs,  will  return  MRSA  to  its  proper  per- 
spective. 

— Clifford  G.  Wlodaver,  MD 
Oklahoma  City 


Gary  F.  Strebel,  MD  (I),  Oklahoma  City,  attends  the 
induction  of  his  wife,  Sherry,  as  AMAA  president-elect.  With 
him  (I  to  r)  are  OSMA  President  Perry  A.  Lambird,  MD;  Pres- 
ident-Elect Billy  D.  Dotter,  MD;  and  Executive  Director  David 
Bickham. 


Ed  L.  Calhoon,  MD,  Beaver,  chairman  of  the  AMA 
Reference  Committee  on  Constitution  and  Bylaws,  delivers 
the  committee's  report  to  the  AMA  House  of  Delegates.  The 
delegates  met  June  24-28  in  Chicago. 
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Members  of  the  Oklahoma  delegation  were  kept  busy  at  the  AMA's  June  meeting  in  Chicago.  Left:  Seated  in 
the  House  of  Delegates  are  Gary  F.  Strebel,  MD,  Oklahoma  City;  M.  Joe  Crosthwait,  MD,  Midwest  City;  Michael  J.  Haugh, 
MD,  Tulsa;  and  William  O.  Coleman,  MD,  Oklahoma  City.  Right:  Standing  are  Jay  A.  Gregory,  MD,  Muskogee;  John  R. 
Alexander,  MD,  Tulsa;  and  Dr  Strebel.  Seated  are  Sara  R.  DePersio,  MD,  Oklahoma  City;  and  Burdge  F.  Green,  MD,  Stilwell. 


Book  Shop 


The  Art  of  Abstracting  (Professional  Writing 

Series).  By  Edward  T.  Cremmins.  Philadelphia:  ISI 
Press,  1982.  Pp  150,  $16.95. 

Abstracting  may  be  considered  one  of  the  sub- 
forms of  writing.  The  stated  purpose  of  this  book  is 
to  assist  authors  of  scientific  and  scholarly  works  and 
abstractors  for  abstract  journals  and  information  sys- 
tems in  writing  abstracts.  Students  in  all  disciplines 
at  all  levels  have  occasion  to  prepare  abstracts  for  pre- 
sentation at  meetings  and  in  publications,  proceed- 
ings, and  other  printed  sources.  This  book  is  not  light 
reading  in  any  sense,  but  it  contains  all  of  the  facts 
one  needs  to  prepare  an  abstract.  It  is  a very  useful 
reference  source. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

The  Women's  West.  Edited  and  with  Introduc- 
tions by  Susan  Armitage  and  Elizabeth  Jameson. 
University  of  Oklahoma  Press,  1987,  price  not  given. 

“The  American  West  looms  large  in  popular  imag- 
ination — a place  where  men  were  rugged  and  inde- 
pendent, violent  and  courageous.  In  this  mythic  West 
all  the  men  were  white,  and  the  women  were  largely 
absent.  ...  Or  so  the  myth  goes.”  So  begins  the  book 
jacket  description  o {The  Women’s  West.  Editors  Susan 


Armitage  and  Elizabeth  Jameson  have  set  out  to  in- 
troduce their  readers  to  a different  history.  They  have 
collected  articles  based  on  papers  presented  in  1983 
at  the  first  Women’s  West  Conference. 

The  editors  take  the  reader  through  a review  of 
the  myths  about  women  in  the  West  to  discussions 
about  who  and  how  women  met  other  people  in  the 
West.  The  next  sections  examine  the  life-styles 
adopted  by  women  in  the  Pioneer  West.  These  sec- 
tions, entitled  “Emotional  Continuities”  and  “Com- 
ing to  Terms  with  the  West,”  introduce  the  reader  to 
several  theories  about  how  the  early  settlers  came  to 
establish  their  life-styles.  The  editors  have  chosen  a 
spectrum  of  articles  that  describe  women  in  roles 
from  “Ma  Ingalls,”  of  Laura  Ingalls  Wilder  writings, 
to  women  homesteaders,  prostitutes,  domestic  ser- 
vants, and  waitresses.  In  the  final  section,  entitled 
“Expanding  Our  Focus,”  the  editors  have  chosen  arti- 
cles that  challenge  the  reader  to  look  back  into  his- 
tory with  more  detail  — to  consider  ethnicity  and 
social  change,  to  acknowledge  the  many  different 
groups  of  women  involved  in  such  efforts  as  the 
women’s  suffrage  movement. 

The  articles  are,  on  the  whole,  well  written  and 
researched.  Armitage  and  Jameson  have  cleverly  con- 
structed the  sections  to  bring  the  reader  through  this 
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educational  journey  in  a logical  fashion.  The  book  is 
fascinating,  though  it  does  not  lend  itself  to  casual 
reading  without  concentration.  The  Women’s  West  en- 
courages the  reader  to  totally  rethink  the  traditional 
view  of  the  American  West  and  the  people  who  lived 
there. 

The  final  article  is  entitled  “Western  Women’s  His- 
tory: A Challenge  for  the  Future”  by  Suzan  Shown 
Harjo.  In  the  editor’s  introduction  to  this  article,  one 
finds  perhaps  the  best  reasons  for  reading  this  book. 
“She  tells  us  that  we  cannot  separate  ourselves  from 
our  past  and  that  who  we  are  affects  how  we  see  his- 
tory. . . . An  inclusive  history  is  important  — because 
people  are  important.  A history  that  excludes  us 
trivializes  our  lives  and  our  needs;  it  tells  us  that  we 
were,  and  are,  marginal.” 

For  all  who  are  interested  in  our  western  heri- 
tage, The  Women’s  West  offers  the  challenge  of 
broadening  one’s  perspective. 

— Rebecca  J.  Beckman,  MD 

Walter  Reed.  A Biography.  By  William  B.  Bean. 
Charlottesville:  University  Press  of  Virginia,  1982, 
pp  190,  illustrated,  $12.95. 

For  many,  Walter  Reed  is  an  ill-defined  name.  The 
late  Dr  William  B.  Bean,  a Virginian  associated  with 
the  University  of  Iowa  Medical  School  and  other 
academic  medical  centers,  has  restored  to  us  Walter 
Reed  as  an  important  American  medical  scientist. 
For  a number  of  years  Dr  Bean  collected  and  assem- 
bled material  on  Reed  for  this  book.  In  addition  to  ex- 
tensive archival  work,  he  has  interviewed  surviving 
members  of  the  family  and  others  who  had  connec- 
tion with  Reed.  In  his  epilogue,  Bean  states  that  he 
“tried  to  bring  Walter  Reed  to  life  not  simply  as  a 
medical  hero  but  as  a man  as  well.”  He  has  been  suc- 
cessful in  this  objective.  There  are  a few  factual  er- 
rors, but  they  do  not  interfere  with  the  story. 

The  son  of  a minister,  Reed  was  bom  in  Virginia, 
graduated  in  medicine  from  the  University  of  Vir- 
ginia in  July,  1869,  the  youngest  ever  to  do  so,  and 
attended  Belleview  Hospital  Medical  School  in  New 
York  where  he  graduated  before  he  was  21  years  of 
age.  He  then  worked  in  New  York  City  at  the  Infants 
Hospital  and  subsequently  at  other  hospitals.  Pri- 
marily for  job  security  and  better  pay,  he  joined  the 
army  in  1875. 

Reed’s  fifteen  years  of  duty  in  the  army  at  Frontier 
Post  are  recounted.  The  reader  accompanies  him  on 
his  frequent  moves,  suffers  the  isolation,  inadequate 


facilities,  and  physical  problems  of  Reed.  Despite  his 
isolated  surroundings,  Reed  published  several  arti- 
cles on  medical  subjects.  Because  of  this  he  was 
assigned  to  Johns  Hopkins  for  a year  of  study.  Sub- 
sequently, he  was  reassigned  to  Washington  by 
George  Miller  Sternberg,  Surgeon  General  of  the 
Army,  and  appointed  to  the  faculty  of  the  Army  Med- 
ical School,  which  began  in  1893.  Here  he  studied 
various  diseases  and  developed  a reputation  as  a com- 
petent investigator.  Reed  was  ready  for  further  chal- 

(continued  on  p 421 ) 


In  Memoriam 

1989 

Orville  McClure  Woodson,  MD 

May  11 

Robert  Sears  Davis,  Jr.,  MD 

May  13 

James  Richard  Riggall,  MD 

May  30 

Howard  Choice  Martin,  MD 

July  23 

D.  Evelyn  Miller,  MD 

July  30 

Nevin  Wilson  Dodd,  MD 

July  31 

Alwyn  Travers  Komblee,  MD 

August  7 

Edward  Keats  Norfleet,  MD 

August  13 

Wayman  Jackson  Thompson,  MD 

September  20 

Rheba  L.  Huff  Edwards,  MD 

September  30 

George  Harry  Garrison,  MD 

October  5 

Monroe  Ruework  Jennings,  MD 

October  27 

Edmund  Gordon  Ferguson,  MD 

November  17 

Don  Lee  Dycus,  MD 

December  6 

Sylvester  Robert  Shaver,  MD 

December  16 

Charles  Edwards  Leonard,  MD 

December  27 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

Powell  Everett  Fry,  MD 

January  28 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 

Vincel  Sundgren,  MD 

March  1 

Glen  Smith  Kreger,  MD 

March  25 

Martin  James  Fitzpatrick,  MD 

March  27 

David  Charles  Lowry,  MD 

March  30 

Robert  Alan  Johnston,  MD 

April  9 

Hervey  Adolph  Foerster,  MD 

April  15 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Ray  Maxwell  Wadsworth,  MD 

June  11 

David  Sprouse  Dycus,  MD 

June  28 
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These  physicians  and  their  staffs  enjoy  the  many  benefits  of  UPAL  membership  from  group  purchasing  of  supplies  to  a variety  of 
financial  services,  such  as  pension  and  nonpension  investment  options.  For  more  information  call  (918)  582-2567. 


Adelson,  Stephen,  M.D. 
Akers,  David,  M.D. 
Alexander,  John  R.,  M.D. 
Allred,  H.  William,  Jr.,  M.D. 
Andelman,  Sumner,  Y.,  M.D. 
Anderson,  Lloyd  T.,  M.D. 
Ashley,  Robert  E.,  M.D. 
Balyeat,  Ray  M.,  M.D. 
Barranco,  Vincent  P.,  M.D. 
Bass,  Haskell  H„  Jr.,  M.D. 
Basta,  Lofty,  M.D. 

Baumann,  Walter  E.,  M.D. 
Berkey,  Michael  H.,  M.D. 
Blankenship,  Robert  C.,  M.D. 
Brockman,  Todd  A.,  M.D. 
Brookby,  Bruce  K.,  M.D. 
Browning,  David,  Jr.,  M.D. 
Burns,  Dixon  N.,  M.D. 
Butcher,  Thomas,  M.D. 
Calhoon,  Harold  W.,  M.D. 
Campbell,  John  G.,  M.D. 
Cimonetti,  Thomas  C.,  M.D. 
Clendenin,  Michael  B.,  M.D. 
Cochran,  James  W.,  M.D. 
Cohen,  Eugene,  M.D. 

Cohen,  Randolph  D.,  M.D. 
Cohenour,  Steven  S.,  M.D. 
Cohlmia,  George  S.,  M.D. 
Collins,  Donald  D.,  M.D. 
Conley,  Patrick  L.,  M.D. 
Covington,  Christopher,  M.D. 
Covington,  Terrell,  Jr.,  M.D. 
Daley,  Patrick,  M.D. 

Day,  James  S.,  M.D. 
Dennehy,  Timothy  H.,  M.D. 
Dilger,  J.  Thomas,  Jr.,  M.D. 
Dillman,  Robert  E.,  M.D. 
Dixon,  Richard  E.,  M.D. 
Dolan,  C.  Terrence,  M.D. 
Doran,  C.K.,  M.D. 

Drabek,  Greg,  M.D. 

Dunaway,  Don,  D.O. 

Durick,  William,  J„  M.D. 
Easley,  James,  M.D. 

Edwards,  David  L.,  Jr.,  M.D. 
Edwards,  Jeanne,  M.D. 

Eisen,  Barry,  M.D. 

Emanuel,  David  L.,  M.D. 
Exon,  Walter,  M.D. 

Farmer,  Charles  A.,  M.D. 
Ferris,  Samuel,  M.D. 

Fielding,  Allan  S.,  M.D. 

Fitter,  William  F.,  M.D. 
Fleming,  Joseph  F.,  M.D. 
Fore,  Frank  N.,  M.D. 
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Forrest,  John  B.,  M.D. 

Frame,  Lynn,  M.D. 

Friend,  Jonathan  D.,  M.D. 
Frow,  David  F.,  M.D. 

Garber,  E.  Bradley,  M.D. 
Gawey,  Steve,  M.D. 

Geffen,  William,  M.D. 
Giddens,  Jimmy  D.,  M.D. 
Gilliland,  Stephen  R.,  M.D. 
Gist,  Joel  K„  M.D. 

Given,  Richard  J.,  M.D. 

Goen,  Rayburne  W.,  Sr.,  M.D. 
Gold,  Robert  M.,  M.D. 
Goldenstern,  Linda,  M.D. 
Gordon,  Richard,  M.D. 
Graham,  H.C.,  Jr.,  M.D. 
Graham,  H.  Vondale,  M.D. 
Gray,  J.  Robert,  M.D. 

Green,  James  D.,  M.D. 
Greenberg,  Lewis,  M.D. 
Gregg,  Lawrence  J.,  M.D. 
Griffin,  James  L.,  M.D. 
Haglund,  Roger  V.,  M.D. 
Haines,  Joseph,  Jr.,  M.D. 
Hale,  Arthur  E.,  Ill,  M.D. 
Harper,  C.A.,  Jr„  M.D.,  P.C. 
Harper,  David  L.,  M.D. 
Harrison,  Thomas  L.,  D.O. 
Harrison,  William  E.,  Jr.,  M.D. 
Haswell,  Glenn,  L.,  M.D. 
Heaver,  Holly,  M.D. 
Hendricks,  James  W.,  M.D. 
Hendrix,  Paul  G.,  M.D. 
Hoffman,  Kenneth  C.,  M.D. 
Holland,  William  T.,  M.D. 
Horowitz,  Leon,  M.D. 

Hudson,  Robert  J.,  M.D. 
Hunter,  Gerard  J.,  M.D. 

Hunt,  Shirlene,  M.D. 

Hurewitz,  David  S.,  M.D. 
Hutton,  James  P.,  M.D. 
Jacobs,  Lawrence,  M.D. 
Jenkins,  David  W.,  M.D. 
Jennings,  John,  M.D. 

Johnson,  Gail  I.,  M.D. 
Johnson,  James  A.,  M.D. 
Jones,  Dwayne  D.,  M.D. 
Josephson,  John  F.,  M.D. 
Karasek,  Dennis,  M.D. 
Kasprisin,  Duke,  M.D. 

Katz,  Stewart,  M.D. 

King,  Gregory 
Knox,  C.  Frank,  M.D. 

Kramer,  John,  M.D. 
Krietmeyer,  George,  M.D. 


Kugler,  Kenyon  K.,  M.D. 
Lackey,  J.D.,  M.D. 

Laing,  V.O.,  M.D. 

Lamar,  Walter,  M.D. 
Landgarten,  Steven,  M.D. 
Lantz,  Gordon  D.,  M.D. 
Larson,  Lora,  M.D. 

Laughlin,  Brent  W.,  M.D. 
Leach,  James  R.,  M.D. 
Ledford,  Keith,  M.D. 

Lewis,  C.S.,  Jr.,  M.D. 
Liebendorfer,  Richard  A.,  M.D. 
Lind,  Timothy  A.,  M.D. 
Loughridge,  B.P.,  M.D. 

Lubin,  Robert  I.,  M.D. 
Marberry,  Tom  A.,  M.D. 
Marino,  Gregory,  M.D. 

Martin,  Fred  R.,  M.D. 

Mask,  Neal  A.,  M.D. 

Mayfield,  J.  Donald,  M.D. 
McCauley,  Michael  P.,  M.D. 
McCoy,  Kenneth  A.,  M.D. 
McDonald,  Joseph  L.,  M.D. 
McDowell,  R.E.,  M.D. 
McShane,  William  R.,  M.D. 
Medina,  Jose  R.,  M.D. 
Melichar,  Robert,  M.D. 
Merifield,  David  O.,  M.D. 
Mihelich,  Thomas  D.,  M.D. 
Miller,  Archibald  S„  M.D. 
Miller,  G.  Lance,  M.D. 

Miller,  J.  Steve,  M.D. 

Minielly,  John  A.,  M.D. 

Minor,  David  B.,  M.D. 

Minor,  Dwane  B.,  M.D. 

Mowry,  John  D.,  M.D. 

Murphy,  Arthur  J.,  M.D. 
Murphy,  Linda,  M.D. 

Myers,  Rodney  L.,  M.D. 

Nash,  Charles  H„  M.D. 

Neal,  R.  Wayne,  M.D. 

Nelson,  Franklin  S.,  M.D. 
Newsome,  Susan  L.,  M.D. 
Niebergall,  Robert,  M.D. 

Olson,  Darwin  D.,  M.D. 

Pagel,  Warren,  M.D. 

Palik,  Emil,  M.D. 

Palmer,  James  O.,  M.D. 
Perryman,  Philip  W.,  Jr.,  M.D. 
Pfanstiel,  Carl  E.,  Jr.,  M.D. 
Phillips,  John  W.,  Jr.,  M.D. 
Plost,  Gerald  N.,  M.D. 

Powell,  Jack  D.,  M.D. 

Powell,  Terry  D.,  M.D. 

Raines,  Richard  D.,  M.D. 


Ray,  Fred  A.,  M.D. 

Redding,  Ralph,  M.D. 

Reid,  Richard  H.,  M.D. 

Ribak,  Brian,  M.D. 

Richter,  Ralph  W„  M.D. 
Robards,  Victor  L.,  Jr.,  M.D. 
Sarfatis,  Peter,  M.D. 

Say,  Burhan,  M.D. 

Schwartz,  David  L.,  M.D. 
Searcy,  R.A.,  M.D. 

Setter,  Kenneth,  R.,  M.D. 
Sevier,  Bill  R.,  M.D. 

Sheehan,  William  W.,  M.D. 
Shellabarger,  Paul,  M.D. 

Shildt,  Richard  A.,  M.D. 
Shunatona,  Bat  B.,  M.D. 
Simmons,  Terrill,  M.D. 

Simon,  Norman,  M.D. 

Sisler,  Jerry,  M.D. 

Smarinsky,  Richard,  M.D. 
Smith,  Gregory  A.,  M.D. 
Snipes,  James  J.,  M.D. 
Starkweather,  George  A.,  M.D. 
Steichen,  Kevin,  M.D. 

Stoesser,  Bruce,  M.D. 

Stolow,  Joshua  B.,  M.D. 

Stout,  Donald  R.,  M.D. 

Strange,  Jimmy  R.,  M.D. 
Stratton,  H.L.,  M.D. 

Swafford,  Melvin  R.,  M.D. 

Tate,  Emmett,  M.D. 

Tatum,  Harvey  A.,  M.D. 

Taylor,  Oneita,  M.D. 

Tenney,  Richard  F.,  M.D. 
VanSchoyck,  Patrick,  M.D. 
Venugopal,  Annie,  M.D. 
Vonhartitzsch,  Barry,  M.D. 
Vosburgh,  John  M.D. 

Ward,  John  W.,  M.D. 

Watt,  Richard  H.,  M.D. 

Weiss,  Mark  J.,  M.D. 

Wenger,  Bruce  E.,  M.D. 

West,  Randal  M.D. 

Wetzel,  Fred,  M.D. 

Whitlock,  Boyd  O.,  M.D. 
Wilkerson,  Mike,  M.D. 

Wiemar,  Kenneth,  M.D. 

Yeary,  Edwin  C.,  M.D. 

Young,  Timothy  R.,  M.D. 
Zanetakis,  Ellen  I.,  M.D. 
Zanovich,  Terry  L.,  M.D. 
Zekauskas,  Raymond  A.,  M.D. 
Zoller,  Robert  P.,  M.D. 
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Book  Shop  (continued) 

lenges  when  the  Spanish-American  War  broke  out  in 
1898. 

Reed’s  name  is  associated  with  two  studies  in  par- 
ticular. The  one  dealing  with  yellow  fever  is  better 
known.  However,  his  study  on  typhoid  fever  in  recruit 
camps  is  equally  as  important.  Reed  directed  an  in- 
vestigating team  made  up  of  Victor  C.  Vaughan  and 
E.O.  Shakespeare  in  defining  the  epidemiology  of 
typhoid  and  establishing  proof  of  a carrier  state.  The 
work  laid  the  foundation  for  elimination  of  this  dis- 
ease. 

About  half  of  the  book  is  devoted  to  the  story  of 
the  conquest  of  yellow  fever.  Reed  again  directed  an 
investigating  team  which  eventually  came  to  test  the 
hypothesis  that  yellow  fever  was  transmitted  by  mos- 
quitos. All  of  the  ups  and  downs  of  this  work  (and  con- 
troversies) proving  that  the  mosquito  Aedes  aegypti 
transmitted  yellow  fever  is  provided.  This  finding, 
which  was  a landmark  in  public  health,  is  generally 
regarded  as  the  greatest  American  contribution  to 
medicine  to  that  time.  Reed’s  demand  for  rigid  experi- 
mental design  stands  out. 

Throughout  all  this  we  see  Reed  not  only  as  an 
army  medical  officer  but  also  as  an  administrator, 
husband,  father,  and  man.  Reed’s  death  on  November 
23  1902,  at  the  age  of  51  was  untimely;  he  probably 
died  from  an  amoebic  infection  of  the  cecum. 

The  book  provides  delightful,  smooth-flowing 
reading.  It  brings  back  an  important  American.  The 
regret  is  that  the  enormous  amount  of  primary  and 
secondary  material  assembled  by  the  author  is  not 
identified.  There  are  no  bibliographic  references  to 
the  author’s  extensive  research.  This  is  due  in  part 
to  a dispute  with  the  publisher.  It  is  hoped  that  the 
results  of  Dr  Bean’s  long  and  extensive  labors  will  be 
made  available  to  historical  and  medical  scholars  in 
the  future. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Carbine  and  Lance.  The  Story  of  Old  Fort  Sill. 

By  Colonel  W.S.  Nye.  Norman:  University  of  Okla- 
homa Press,  1983,  pp  384,  illus,  paperback,  $14.95. 

This  attractive  paperback  (also  available  in  cloth) 
represents  the  third  edition  and  the  eleventh  print- 
ing of  this  well-known  book  first  published  in  1937. 
It  is  issued  by  the  University  of  Oklahoma  Press  and 
presents  the  history  of  Fort  Sill,  now  the  United 
States  Army  Field  Artillery  Center.  Thousands  of 
men  trained  there  during  two  world  wars,  and  many 


more  passed  through  the  camp’s  reception  center  be- 
fore being  permanently  assigned  to  their  military 
unit. 

Fort  Sill,  established  by  General  Phillip  Sheridan 
in  1869,  was  the  focal  point  of  Indian  warfare  on  the 
southern  plains.  It  is  located  in  the  heart  of  the  old 
Kiowa-Comanche  Indian  country  in  southwestern 
Oklahoma.  The  author,  Colonel  Wilber  S.  Nye,  began 
the  research  that  led  to  the  writing  of  this  book  while 
he  was  a student  in  the  advanced  course  of  the  Field 
Artillery  School  at  Fort  Sill  in  1933.  He  obtained  his 
materials  from  old  military  files,  from  a few  printed 
sources,  and  by  word  of  mouth  from  Indians  who  took 
part  in  the  events  he  reports.  It  is  a comprehensive 
and  colorful  story  of  the  contacts  and  conflicts  be- 
tween the  Indians  and  the  white  man  in  what  is  now 
Oklahoma  and  north  Texas. 

Carbine  and  Lance  has  been  enlarged  in  this  edi- 
tion to  include  64  pages  of  excellent  illustrations 
printed  from  new  plates  as  well  as  three  new  maps. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 
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Alzheimer’s 

The  people  who  suffer  most 
aren’t  always  the  ones  who  have  it. 

At  Four  Seasons,  we  understand  how  painful  it  can  be  when  someone  you 
love  has  Alzheimer’s  Disease.  That’s  why  we  developed  our  Arcadia  Wing. 

This  wing  is  a special  part  of  our  nursing  center  — just  for  people  with 
Alzheimer’s  and  similar  disorders.  Our  family  support  groups  and 
counseling  sessions  help  make  this  difficult  time  a little  easier. 

Call  today  to  arrange  a visit. 

We’re  here  when  you  need  us. 

FOUR  SEASON’S 

Nursing  Center 

5600  So.  Walker  • Oklahoma  City 

632-7771 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


FAMILY  PRACTICE  — INTERNAL  MEDICINE.  Seeking 

physician  to  join  M.D.,  D.O.,  N.P.,  in  a rural  community,  one  hour 
from  Oklahoma  City.  Join  a busy,  fully-equipped  modem  medical 
clinic.  Beginning  salary  75,000+,  paid  3 wk.  vacation,  malprac- 
tice insurance,  health/life  insurance,  pension/profit  sharing  plan. 
Option  for  additional  income  in  local  emergency  department.  For 
more  information  call  Tricia  405-382-3650. 


INTERNAL  MEDICINE  BC/BE  Oklahoma  metropolitan 

hospital  seeks  two  generalists  with  many  skills  (outpatient  to 
ICU),  must  be  ACLS  certified.  Experience  in  alcohol/drug  treat- 
ment, Rehabilitation  Medicine  and  CME  useful,  limited  night/ 
week-end  call.  Excellent  opportunity  in  a progressive  community. 
Submit  CV  to  Journal  Box  39,  c/o  OSMA. 


LaJunta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


NEW  YORK:  Finger  Lake  Region  — Seeking  Director  and 

full-time  emergency  department  physicians.  Excellent  compensa- 
tion, paid  malpractice  insurance,  signing  bonus,  and  optional  be- 
nefit package.  Contact:  Karen  Remai,  Emergency  Consultants, 
Inc.,  2240  South  Airport  Road,  Room  54,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800-632-3496. 


Occupational  Physician  — Position  available  in  hospital 

based  Occupational  Medicine  Program.  Requires  experience  in 
care  of  Worker’s  Compensation  patients  and  interface  with  indus- 
trial clients.  Contact  Andrew  John,  M.D.,  3500  N.  Coltrane  Rd., 
Oklahoma  City,  OK  73121,  (405)  427-7030. 


OHIO  (Northeast  and  Central  Locations):  Full-time  oppor- 
tunities for  career  oriented  Emergency  Department  physicians. 
Directorships  available.  Attractive,  moderate  volume  facilities. 
Competitive  hourly  rates,  malpractice  insurance  and  flexible 
scheduling.  Benefit  package  available  to  full-time  physicians.  For 
more  information  contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


Progressive  group  of  young  general  and  subspecialty  in- 
ternists seek  associates  with  expertise  (BC-BE)  in  endocrinology 
and  gastroenterology.  Large  established  patient  population  and  re- 
ferrals. Well  equipped  spacious  office  with  management  staff;  at- 
tached to  large  teaching  hospitals.  Reply  Journal  Box  40,  c/o 
OSMA. 


TEXAS:  Full-time  and  part-time  emergency  department 

positions  available  at  224  bed  hospital.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insurance. 
Benefit  package  available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  54, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 
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OKLAHOMA  UROLOGY  CENTER 


CHARLES  L.  REYNOLDS,  JR..  MD.  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


Physicians  Wanted  (continued) 


EMERGENCY  MEDICINE  — SW  KANSAS  AND  IOWA  — 

Career  opportunities  in  Emergency  medicine  with  company  pro- 
viding Emergency  Physician  services  to  17  hospitals.  Physicians 
work  as  independent  contractors,  receive  guaranteed  hourly  com- 
pensation, excellent  benefit  package,  and  paid  malpractice  insur- 
ance. Total  compensation  exceeds  $110,000.  Physicians  must  be 
certified  in  ACLS  and  have  experience  in  Emergency  Medicine. 
Part-time  positions  also  available.  Please  contact  Lowell  Sisson, 
Emergency  Practice  Associates,  P.O.  Box  1260,  Waterloo,  Iowa 
50704  or  call  1/800/458-5003. 


Emergency  Physician  — Position  available  for  Board  Cer- 
tified Emergency  Physician  in  busy  Oklahoma  City  Emergency 
Department.  Excellent  employment  benefits.  Contact  Andrew 
John,  M.D.,  3500  N.  Coltrane  Rd.,  Oklahoma  City,  OK  73121,  (405) 
427-7030. 


Other 


Do  in-office  CBCs  with  a QBC-II  from  Becton-Dickinson. 

This  unit  is  cosmetically  and  functionally  like  new,  with  approx- 
imately half  of  the  lease  payments  remaining.  I have  closed  my  of- 
fice and  no  longer  require  the  equipment  and  will  give  it  to  the 
first  person  willing  to  simply  take  up  the  payments  of  the  lease. 
I do  not  require  any  buy-out  of  equity,  but  must  dispense  of  this 
lease  immediately.  Also  have  available  a single  channel  ECG  with 
cart  by  Burdick,  and  a beautiful  oak  executive  desk  with  matching 
2-drawer  lateral  file  for  sale.  No  reasonable  offer  refused.  Call  Will- 
iam Hall  at  918-456-2124  or  write  P.O.  Box  1095,  Tahlequah,  OK, 
74465. 


A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 


SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 

Ada,  Oklahoma 


MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 


FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 

Ponca  City,  Oklahoma 


PATHOLOGY  ASSOCIATES 
OF  LAWTON 

Lawton,  Oklahoma 


SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 

McAlester,  Oklahoma 


MIDWEST  CITY 
PATHOLOGY,  INC. 

Midwest  City,  Oklahoma 


PATHOLOGY,  INC 

Stillwater,  Oklahoma 


Medical  Arts  Laboratory 
Associated  Regional 
and 

University  Pathologists,  Inc. 

For  Information  Call 
(405)  239-7111  or 
1 (800)  REF-LAB  1 
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HOUSHANG  Seradge,  md,  fics 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  P.C. 

A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Chickasha 
2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel,  M.D. 

JO  Wood,  Jr,  M.D. 

INTERNAL  MEDICINE 
W.S.  Harrison,  M.D 
D.L.  Stehr,  M.D. 

Don  R.  Hess,  M.D. 

R.L.  Jenkins,  M.D. 

L.V.  Deck,  M.D 
R.C  Talley,  M.D. 

CARDIOLOGY 
Joe  T.  Bledsoe.  M D. 

GASTROENTEROLOGY 
C.K  Su.  M D 

PEDIATRICS 
R E Herndon,  M.D 
E Ron  Orr,  M.D 
J.E.  Freed,  M.D. 

Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 
GYNECOLOGY 
Nancy  W.  Dever,  M.D. 
Alan  J.  Weedn,  M.D. 
David  Rumph,  M.D. 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M.  Johnson,  M.D. 
Virginia  L.  Harr,  M.D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M.D. 

OPHTHALMOLOGY 
John  R Gearhart,  M D 

ANESTHESIOLOGY 
T.  Gowlikar,  M.D 
Gideon  Lau,  M D. 

M M Vaidya,  M D 

ACUTE  CARE  & 
OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Home,  Jr , M D 


UROLOGY 
K.T.  Varma,  M.D 

ORTHOPEDIC  SURGERY 
J.E.  Winslow.  M D 
Timeri  Murari,  M.D 
Bill  Ohl,  PA. 

CLINICAL  PSYCHOLOGY 
J.M.  Ross,  Ph  D 

RADIOLOGY 
T.J.  Williams.  M D. 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed.,  C.C.C 

DERMATOLOGY 
Linda  A.  Reinhardt,  M D. 

ALLERGY 

R.E.  Herndon,  M D 
W.S.  Harrison,  M.D. 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya.  M.D 

NEUROSURGERY  (Part-time) 
R E Woosley,  M.D 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E.C  Duus,  M.D. 

ONCOLOGY  (Part-time) 

R.G.  Ganick,  M D. 

L.M  Bowen,  M D 


FAMILY  PRACTICE 
Christopher  M Herndon,  M D 
Jeff  Jones.  M.D. 

ALLERGY  (Part-time) 

R.E.  Herndon,  M.D 

DERMATOLOGY  (Part-time) 
Mark  Roytman,  M.D. 
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SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 


ADMINISTRATION 
James  W Loy 
Daniel  N Vaughan 
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SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 
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Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
"Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
"J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Low,  MD,  FACS 
"Thomas  C.  Howard,  MD,  FACS 
"David  L.  Holden,  MD,  FACS 
"Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
"Jon  W.  Blaschke,  MD 
"R.  Eugene  Arthur,  MD 
"Larry  G.  Willis,  MD 
"Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

"Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

\ 

XT' Founded  1925 

adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MDt* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDf° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDf° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDt* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

John  S.  Irons,  MDf° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  f* 

Mercy  Doctors  Tower 
4200  W.  Memorial  Rd„  Suite  112 

James  R.  Claflin,  MDt° 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 

George  L.  Winn,  MDt 

3433  N.W.  56th,  Suite  870 

t Diplomate  American  Board  of  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

* Diplomate  American  Board  of  Internal  Medicine 

(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 

° Diplomate  American  Board  of  Pediatrics 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and 
one.  of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant 
program  in  Oklahoma  to  earn  government  Medicare  Certification. 


Nazih  Zuhdi,  MD 

DIRECTOR, 


CHIEF  TRANSPLANT  SURGEON 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
Dimitri  Novitzky,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 

Research 

Betti na  Mues 
Thomas  Snow,  PhD 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway/  Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N 

SARATOGA  / P O BOX  849  / SHAWNEE.  OKLAHOMA  74801  / Phone 

405-273-5801 

ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M.  Bell,  MD* 

Michael  W.  Butcher,  MD* 

T.  A.  Balan,  MD,  FAAOS* 

William  Phillips,  MD* 

Merle  L.  Davis.  MD 

R.  M Kamath,  MD,  MS*  (Ortho) 

Robert  G.  Wilson,  MD* 

Larry  D.  Fetzer,  MD 

S.  M Waingankar,  MD,  MS*  (Ortho) 

Cranfill  K.  Wisdom,  MD* 

GENERAL  SURGERY 

Eldon  V.  Gibson,  MD* 

Frank  H.  Howard,  MD* 

D.  A.  Mace,  MD 

Gary  D Myers,  MD" 

J.  B.  Jarrell,  MD* 

OTORHINOLARYNGOLOGY 

INFECTIOUS  DISEASE 

S.  P.  Shetty,  MD* 

S.  Rishi,  MD*,  MS,  FACS 

William  A.  Chapman,  MD 

INDUSTRIAL  MEDICINE 

A.  M Bell,  MD 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

R.  K.  Mohan,  MD 

David  L.  McBride,  MD* 

W.  J.  Birney 

OBSTETRICS 

PEDIATRICS 

’Board  Certified 

GYNECOLOGY 

A.  M.  Bell,  MD* 

Richard  E.  Jones,  MD* 

R.  K.  Mohan,  MD* 

Stephen  E.  Trotter,  MD* 

W.  A.  Chapman,  MD* 

Donald  E.  Loveless,  Jr.,  MD* 

ORTHOPEDIC  ASSOCIATES,  IIVIC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N-W-  50th 

Oklahoma  City,  Oklahoma  73112 
(405)947-0911 


David.  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 


General  Orthopedic  Services 
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s Va  d I o l o g y 
m Xssociates,  Inc. 

DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 

JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERICTAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MRI 

GARYG.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 
JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 
CAROL  K.  YATES,  M.D. 

PRACTICE  LOCATIONS 

BAPTIST  MEDICAL  PLAZA  NORTH 

206  NORTHWEST  MEDICAL  CENTER  BLDG. 

3433  N.W.  56TH,  SUITE  C-10 

3330  NORTHWEST  56TH  STREET 

TELEPHONE  (405)  945-4750 

TELEPHONE  (405)  945-4739 

BAPTIST  HOSPITAL 

DEACONESS  HOSPITAL 

TELEPHONE  (405)  949-3202 

TELEPHONE  (405)  949-6107 

CT  SCAN 

Head 
Spine 
Total  Body 


nivPI 

MEDICAL  PLAZA  IMAGING 

State  of  the  Art 


MRI 

(1.5  Tesla  GE  Magnet) 

Head 

Spine 

Total  Body 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


OKLAHOMA  HAND 
SURGERY  CENTER,  INC.  LN 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 


Kenneth  A.  Hieke,  MD 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton.  MD,  FACS  Paul  Sllversteln,  MD,  FACS 

J.  Michael  Kelly,  MD.  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Professional  card  listings  are  available  to 
OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 


ALLERGY 


ADULT  & ADOLESCENT  ALLERGY 

V.O.  LAING,  MD,  FACP  BOARD  CERTIFIED  ALLERGIST 

Children  & Adults  — Hay  Fever  — Asthma 
Blood  & Skin  Testing 

253  Utica  Square  Medical  Bldg  • 21st  and  Utica 
Tulsa,  OK  74114  • (918)  747-8775 


JAMES  A MURRAY,  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY,  MD 
Fellow  Amencan  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


OKLAHOMA  ALLERGY  CLINIC,  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


Roberts  Ellis, MDf 
LyleW  Burroughs,  MDf 
Charles  D Haunschild.  MDf 
James  H Wells,  MDf 


John  R Bozalis,  MDf 
John  S Irons,  MDf 
Warren  V Filley,  MDf 
James  R Claflin,  MDf 


Senior  Consultants:  George  S Bozalis,  MD;  George  L Winn,  MDf 


t Diplomate  American  Board  of  Allergy  and  Immunology 
• Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St  3433  NW  56th 

Okla  City.  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service),  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 
•G  L Homck.  MD,  FACC  943-8428  "J  Voda,  MD.  FACC  947-1297 

'J  L Bressie,  MD.  FACC  946-0568  G.L  Worcester,  MD  943-4134 

A F Elliott,  MD.  FACC  943-8421  K.J  Kassabian,  MD,  FACC  272-8397 

A S Dahr,  MD,  MS  947-2321 

'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N W 56th  Oklahoma  City,  Oklahoma  73112 


CARDIOVASCULAR  CLINIC 


Galen  P Robbins.  MD  . William  J Fors,  MD  Fred  E.  Lybrand, 

Williams  S Myers,  MD  W.  H Oehlert,  MD  Mel  Clark, 

Lawrence  M Higgs,  MD  Charles  F.  Bethea.  MD  Jerome  L.  Anderson. 

Ronald  H White,  MD  Santosh  T.  Prabhu, 

Senior  Consultant:  Wm.  Best  Thompson,  MD 


MD 

MD 

MD 

MD' 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  antenography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 


BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W.  Memorial.  Suite  704,  Oklahoma  City,  OK  73120  Telephone  94.5-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS.  State  PPO  Accepted 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC,  INC 


John  L.  Davis,  M D 
3330  N.W  56th 

Oklahoma  City.  Oklahoma  731 1 2 
405  843-6619 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Suite  602 


RONALD  W GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


OSMA  toll-free  number 
1-800-522-9452 
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ENDOCRINOLOGY 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


M.  GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M.D.  Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  A ve„  #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC 
Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memonal  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


WM.  P.  TUNELL,  MD"  DAVID  W.  TUGGLE,  MD- 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
'American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  MD,  MAPA 
John  C.  Andrus,  MD,  MAPA 
Charies  E.  Smith,  MD,  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Shree  S.  Vinekar,  MD,  FAACP 
Diplomate  of  American  Board  of  Psychiatry  and 
Neurology  in  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  MD 
Cheryl  L.  Feigal,  MD 
CONSULTANTS 
Robert  J.  Outlaw,  MD,  FAPA 
Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Povl  Toussieng,  MD,  FAPA 

Thurman  E.  Coburn,  PhD,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


RAYMOND  J DOUGHERTY,  MD 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


OSMA  News 

Another  OSMA  member  service 
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NORMAN  K IMES,  MD 
JOHN  E HUFF.  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Infernal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56th  Street.  Suite  212  (405)  947-3335 

Oklahoma  City.  Oklahoma  73112 


KATHERINE  S.  LITTLE.  MD 
DENNIS  M PARKER.  MD 

Diplomates  Amencan  Board  of  Internal  Medicine 
American  Board  ol  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street.  Suite  208  (405)  949-2215 

Oklahoma  City.  Oklahoma  73112 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S BAJAJ.  MD.  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  Amencan  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  , Suite  304  13313  N.  Meridian,  Suite  A 

Oklahoma  City.  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 


RADIOLOGY 


WILLIAM  J FORREST.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway 

Oklahoma  City 


947-8760 


CHET  BYNUM.  MD  GLENNA  YOUNG.  MD 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

13301  N.  Mendian  Bldg  300  1125  N Porter 

Oklahoma  City.  Oklahoma  73120  Norman,  Okla  73071 

(405)  752-0186  (405)  364-1071 


RADIOLOGIC  SPECIALTIES,  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  73116 

Practice  Limited  To  CT  Scanning 

V.C  Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 
Diplomates  Amencan  Board  of  Radiology 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Lloyd  G.  McArthur.  PhD,  MD  Winfred  L.  Medcalf.  MD 

Robert  C.  Troop.  PhD.  MD 
207  C Street  NW  Ardmore,  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G.  M RAYAN,  MD.  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity.  Hand  & Microsurgery 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 


HERBERT  M KRAVITZ.  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 


UROLOGY 


A de  OUEVEDO,  MD,  Inc 
Diplomate  of  the  Amencan  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City.  Oklahoma  73103  232-1333 


BARNEY  J LIMES.  MD.  FACS 
1211  N Shartel.  Suite  208 
Oklahoma  City.  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr.  Suite  300 
Midwest  City.  Okla.  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 


JOSEPH  D PARKHURST.  MD.  FACS 
Diplomate  Amencan  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 


CHARLES  L REYNOLDS.  JR.,  MD.  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY.  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 
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BEAN 
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PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
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days  of  vacation  with 
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ronment and  a non-con- 
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ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


The  Last  Word 


■ Dermatologist  Dennis  A.  Weigand,  MD,  was 

recently  named  winner  of  the  first  James  F.  Ham- 
marsten  Physician  of  Excellence  Award.  The  award, 
presented  by  the  Veterans  Administration  Medical 
Center  (VAMC)  in  Oklahoma  City,  honors  local  VA 
staff  physicians  for  significant  contributions  to  re- 
search, education,  and  patient  care.  Dr  Weigand  is 
chief  of  dermatology  services  at  VAMC  and  also  pro- 
fessor and  vice  head  of  the  department  of  dermatol- 
ogy at  the  University  of  Oklahoma  Health  Sciences 
Center.  Dr  Hammarsten,  for  whom  the  award  is 
named,  was  chief  of  medical  service  at  VAMC  from 
1953  to  1962. 

■ Robert  B.  Zumwalt,  MD,  Tecumseh,  was  a par- 
ticipant in  the  Oklahoma  Bicycle  Society’s  Grand 
Tour  of  Colorado  in  June.  An  avid  cyclist  [see  “Con- 
fessions of  a Bicycle  Junkie,”  Journal,  Feb  1990],  Dr 
Zumwalt  estimates  that  at  age  63,  he  was  the  oldest 
of  32  riders  participating  in  the  grueling  one-week 
tour. 

■ Videotapes  on  the  risk  of  occupational  expo- 
sure to  blood-borne  pathogens  are  now  available  on 
one- week  loan  from  the  Oklahoma  State  Department 
of  Health  (OSDH).  Produced  by  Syntex  Laboratories, 
the  tapes  address  exposure  to  hepatitis  B and  HIV 
viruses  and  discuss  prevention  methods.  There  are 
three  20-minute  tapes  geared  for  physicians  and 
nurses,  housekeeping  and  laundry  personnel,  and 
laboratory  workers,  respectively.  For  information  call 
the  OSDH  Films  and  Publications  Division,  (405) 
271-5188. 

■ Resident  physicians  Philip  L.  Jones,  Jr.,  MD, 

Department  of  Urology,  and  Mary  L.  Stoffel,  MD,  De- 
partment of  Obstetrics  and  Gynecology,  at  the  Uni- 
versity of  Oklahoma  Health  Sciences  Center 
(OUHSC)  in  Oklahoma  City,  recently  were  awarded 
scholarships  from  the  Lloyd  and  Ruth  Rader  Trust. 
Scholarship  recipients  are  noted  for  their  excellence 
in  medicine  and  for  displaying  great  promise  for  an 
outstanding  career  in  medical  research  or  the  clinical 
care  of  children  or  adults.  Awards  are  based  on  nomi- 
nations from  the  OU  College  of  Medicine  faculty. 

Serving  on  the  selection  committee  this  year  were 
Donald  B.  Halverstadt,  MD,  chief  of  pediatric  urology 
at  Children’s  Hospital  of  Oklahoma;  Mark  Allen 
Everett,  MD,  chairman  of  the  OUHSC  Department 


of  Dermatology;  William  G.  Thurman,  MD,  president 
of  the  Oklahoma  Medical  Research  Foundation; 
Webb  M.  Thompson,  Jr.,  MD,  professor  emeritus  of 
pediatrics  at  OUHSC;  and  Jay  P.  Cannon,  MD,  gen- 
eral surgeon  at  the  Oklahoma  City  Clinic. 

■ Information  on  viral  hepatitis  is  now  available 

by  telephone  from  the  Hepatitis  Branch,  Centers  for 
Disease  Control  (CDC),  Atlanta.  The  automated  sys- 
tem provides  information  on  all  types  of  hepatitis  and 
includes  risks,  modes  of  transmission,  prevention, 
serologic  diagnosis,  and  infection  control.  The  system 
number  is  (404)  332-4555. 

■ Three  workshops  presented  by  the  AIDS  Divi- 
sion of  the  Oklahoma  State  Department  of  Health 
(OSDH)  have  been  scheduled  in  September.  The  fol- 
lowing workshops  will  be  conducted  in  both  Okla- 
homa City  and  Tulsa:  Certified  Educator  Skills  Work- 
shop, September  11  and  12;  HIV  Infection  Seminar, 
September  18  and  19;  and  Counseling  and  Testing 
Skills  Workshop,  September  25  and  27.  Preregistra- 
tion is  required.  For  registration  forms  and  informa- 
tion contact  the  AIDS  Division,  OSDH,  (405)  271- 
4636. 

■ The  11-minute  videotape  Milestones  in  Medi- 
cine, produced  by  the  American  Medical  Association 
(AMA),  is  now  available  to  hospital  medical  staffs. 
First  shown  in  February  at  the  AMA’s  National  Lead- 
ership Conference  in  Phoenix,  the  film  looks  at  the 
90-year  history  of  medicine  in  America.  A compli- 
mentary copy  of  the  Vfe-inch  VHS  program  may  be  ob- 
tained by  calling  the  AMA  TV,  Radio  and  Film  Ser- 
vices, (312)  645-5002. 

■ “New  Concepts  in  Headache  Management”  is 

the  title  of  a program  to  be  presented  Friday,  Sep- 
tember 7,  at  the  Saint  Francis  Hospital  Education 
Center  in  Tulsa.  The  program,  which  runs  from  8 am 
to  3:30  pm,  is  designed  to  provide  physicians  with 
state-of-the-art  information  on  headache  care  and 
management.  The  offering  meets  the  criteria  for  six 
hours  of  Category  I credit.  Advance  registration  is  re- 
quired and  must  be  made  by  August  31.  For  informa- 
tion write  Saint  Francis  Hospital,  Department  of 
Education,  6161  S.  Yale  Avenue,  Tulsa,  OK  74136,  or 
call  1-918-494-6490.  (J) 
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VASOTEC 


ENALAPRJL  MALEATE  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapnl  Maleate  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors  including  VASOTEC  In  such  cases  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
face  ana  lips,  the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  tali  Where  there  is  involvement  ot 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.  subcutaneous 
epinephrine  solution  11000  (0.3  ml  to  0 5 ml),  should  be  promptly  administered  See  ADVERSE 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  tirst 
dose  but  discontinuation  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
in  patients  at  rislx  lor  excessive  hypotension  who  are  able  to  tolerate  such  adiustmenls  (See  PRECAUTIONS  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  Inst  two  weeks  ol  treatment  and 
whenever  the  dose  ol  enaiapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  II  excessive  hypotension  occurs,  Ihe  patient  should  be  placed  in  the  supine 
position  and  it  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  lurther  doses  ot  VASOTEC  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  II  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia! Agranulocytosis  Another  ACE  inhibitor  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially 
il  they  also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  ol  enalapnl  are  insufficient  to  show  that 
enaiapril  does  not  cause  agranulocytosis  al  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enaiapril  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renm-angiotensm-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ot  Ihe  renm-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enaiapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
tirst  tew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  inpatients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  palients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5.7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  ol  patients  but  was  not  a cause  lor  discontinuation 
Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency  diabetes  mellilus.  and  the  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes  which 
should  be  used  cautiously,  it  al  all,  with  VASOTEC  (See  Drug  interactions ) 

Surgery/ Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension 
enaiapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  tor  Patients 


Angioedema  Angioedema  including  laryngeal  edema,  may  occur  especially  following  the  tirst  dose  ol  enalapnl 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  lace  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  lirsl  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 


All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tail  in  blood 
pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  palients  should  be  advised  to  consult  with  the  physician 


Heutropema  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g . sore  throat,  lever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enaiapril  is  warranted  This  information 
is  intended  to  aid  in  the  sale  and  effective  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy 
with  enaiapril  The  possibility  ol  hypotensive  effects  with  enaiapril  can  be  minimized  by  either  discontinuing  tne 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enaiapril  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  alter  ihe  initial  dose  tor  al  least  two  hours  and  until  blood  pressure  has 
stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore  if  concomi- 
tant use  ol  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  irequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Uthium  lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ot  sodiumjncludinq  ACE  inhibitors  A few  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  ol  both  drugs  it  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  if  enaiapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  lelotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enaiapril 
1333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapnl  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enaiapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day.  but  nol  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enaiapril  to  pregnant  hamsters. 
Jhere  are  no  adequate  and  well-controlled  studies  ol  enalapnl  in  pregnant  women  However,  data  are  available  that 


been  clearly  delmed,  VASOTEC*  (Enalapnl  Maleate,  MSD)  should  be  used  during  pregnancy  only  il  the  potential  ben- 
efit lustihes  the  potential  risk  to  the  letus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  tirst  trimester  ol  pregnancy  has  not  been  reported  to  afreet  fetaT outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perlusion  in  the  newborn  Oligohydramnios  in  The  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus  Intants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed 
lot  hypotension,  oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perlusion  with  Ihe  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactatmg  rats  contains  radioactivity  following  administration  ol  "C  enalapnl  maleate  It  is  nol 
known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established 


Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  in  more  than  10,000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  palients 

HYPERTENSION  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (14%).  rash  (1 4%).  cough  (13%).  orthostatic  effects  (12%)  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%),  hypotension  (67%),  orthostatic  effects  (2  2%)  syncope  (2.2%),  cough  (2  2%),  chest  pain  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  palients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (18%).  headache  (1  8%),  abdominal  pain  (1  6%).  asthenia  (1  6%).  orthosta- 
tic hypotension  (1 6%)  vertigo  (1 6%l  angina  pectoris  (1  5%)  nausea  (1  3%).  vomiting  (1  3%),  bronchitis  (1 3%). 
dyspnea  (1 3%),  urinary  tract  infection  (1  3%)  rash  (1  3%)  and  myocardial  infarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ol  patients  with  hypertension  or  heartlailure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  intarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high  risk  patients  (see  WARNINGS,  Hypotension ),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous/Psychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
lorme,  urticaria,  pruritus,  alopecia.  Hushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  Jnosmia.  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  lever  serosilis.  vasculitis,  leukocytosis,  eosmophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  palients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  latal  if  angioedema  ol  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  insfituteo  immediately  (See  WARNINGS  ) 
Hypotension  In  the  hypertensive  patients  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy m 01%  ol  hypertensive  patients  In  heart  failure  palients,  hypotension  occurred  in  67%  and  syncope  occurred  in 
2 2%  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  19%  ol  patients  with  heart 
failure  (See  WARNINGS  l 
Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine reversible  upon  discontinuation  ol  Iherapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  olher  concormlant  diuretic  therapy,  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  palients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1 0 vol  % respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  in  patienls  with  G6PD 
deficiency 

Uver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS ) If  the  palient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 


II  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  for  al  least 
INC  


two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU 
TIONS.  Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  iff  a ffngle  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  tfieendtol  the 


dosing  interval  In  such  patienls,  an  increase  in  dosage  or  twice-daily  administration  should  be  conSizTered.lt.  plopd 
. ■ ■■  - ....  " added 


pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  adi 


Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  < 
sparing  diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS) 


iites,  or  potassium/ 


Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enaiapril  is  rdtommfndefff 
patients  with  a creatinine  clearance  > 30  mlVmin  (serum  creatinine  ol  up  ftraoproximately  3 mg/dL)  For  pal 
with  creatinine  clearances  30  ml/min  (serum  creatinine  & 3 mg/dL),  the  lifet  dose  is^ipig  once  daily  *' 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg®] pQj-  -. 

Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recbfofnaftJbd'Sjattiqg 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  undef  mwliJal  j-, 
supervision  for  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARN-  1' 
INGS  and  PRECAUTIONS,  Drug  Interactions ) II  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may 
dimmish  the  likelihood  ol  hypolension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  ol  the  hypolension  The 
usual  therapeutic  dosing  range  for  the  treatment  ol  hear!  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
- — i. (he  — — : :“- 


this  study  were  given  40  mg.  tne  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 


twice-daily  dosing  In  addition,  in  ajilacebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 


severe  heart  failure  (NYHA  Class  IV),  patients  were  treated  with  2 5 to  40  mg  per  day 


igynarr. 

may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS 


:ed  mortality  i 
ol  VASOTEC, 


almost  always 


administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Elfects ) Dosage 


Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creat ‘ ' — 


i creatinine  >1.6  mg/dL,  therapy  should  be  initi- 


ated al  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Head 
Failure.  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 


bid.  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  lour  days  or  more,  il  al  the  time 
ol  dosage  adjustment  there  is  nol  excessive  hypotension  or  significant  deterioration  ol  renal  func- 
tion The  maximum  daily  dose  Is  40  mg 

For  more  detailed  information  consult  your  MSD  Representative  or  see  Prescribing  Information,  Merck 


MSD 


THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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For  busy  professionals  or  executives  like 
you.  a shortage  of  time  shouldn't  shortchange 
your  ability  to  take  care  of  your  financial 
needs.  Iliat's  why  First  Interstate  offers  Private 
Banking  — complete  banking  services  that  can 
be  provided  according  to  your  busy  schedule. 


Private  banker  Sue  Kyte  understands  the  impor- 
tance of  your  financial  matters  and  the  value 
of  your  time. 


Private  Banking  is  individual  banking 
at  its  best.  'With  our  personalized  approach 
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Banker  from  First  Interstate  Bank. 
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Professional  Office  Management  is  the 
practice  management  specialist,  combining 
medical  expertise  with  personalized  atten- 
tion to  restore  your  free  time  and  provide 
you  with  a cost  effective  alternative  to 
traditional  office  management. 
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Editorial 


Truth  or  Consequences  Encoded 

Recently,  the  Medicare  disruption  of  medical 
economics  has  evoked  a spate  of  questionable  prac- 
tices in  medicine.  Physicians  have  invented  devices 
that  are  aimed  at  increasing  the  cash  flow  but  are  un- 
tenable ethics.  Ante-Medicare,  most  physicians  built 
their  practices  through  availability  and  effective  ser- 
vice, but  the  new  fashion  is  to  increase  cash  flows  by 
a creative  study  and  manipulation  of  the  CPT  codes 
and  procedure  lists.  Now  organized  practice  manage- 
ment seminars  study  the  highways  and  byways  of 
successful  “upcoding”  of  procedures.  Considerable 
creative  writing  talent  goes  into  a new  style  of  opera- 
tive report  that  details  — and  charges  for  — every 
scalpel  stroke  of  the  operation.  Physician  services 
formerly  included  in  a procedure,  and  necessary  for 
its  proper  completion,  now  are  separately  billed. 
Novel  procedures  are  used  for  the  principal  purpose 
of  developing  CPT  codes  at  higher  prices.  Two  or 
three  “co-surgeons”  now  operate  on  cases  formerly 
done  by  one  surgeon  and  an  assistant. 

Nowadays,  certain  CPT  codes  “you  can  get  away 
with”  changing  to  a higher  paying  code.  Some  diag- 
nosis manipulation  “will  go  through  at  (certain  agen- 
cies).” “Unbundling”  or  procedure  splitting  “will  usu- 
ally get  by  at.  . . . ” “Polishing  up”  the  operative  re- 
port is  “hard  to  catch  by  the  insurance  clerks.” 

It  is  all  too  easy  to  project  blame  on  the  govern- 
ment for  these  questionable  practices,  but  unfortu- 
nately, they  also  signify  a serious  weakening  of  the 
moral  integrity  of  the  medical  profession.  The  in- 
creasing number  of  physicians  upgrading  pay  pro- 
files by  billing  all  the  third  party  payer  will  tolerate 
has  already  cost  our  profession  the  right  to  negotiate 
like  other  US  citizens.  Accountants  now  determine 
reimbursement  levels. 

Sadly,  an  even  more  devastating  effect  of  these 
practices  is  that  they  humiliate  the  sick  patient  into 
being  a hostage  to  illness.  With  the  pistol  of  an  illness 
pointed  at  the  head,  the  patient  must  pay  a kidnap- 
per’s ransom  for  the  needed  procedures  — and  then 
resent  the  physician  as  an  extortioner.  Some  physi- 
cians evade  the  moral  issue  by  asserting  the  money 


comes  from  insurance  or  government,  but  that  is  a 
self-centered,  self-serving  avoidance  ploy.  In  their 
heart,  everyone  knows  the  money  ultimately  comes 
from  the  patient’s  tax  or  premium  dollars. 

The  truly  ethical  and  moral  physician  does  not 
price  procedures  on  a commercial  concept  of  “what 
the  traffic  will  bear.”  When  using  this  mercenary 
idea,  the  learned  professional  is  transformed  into  an 
alley  mugger  saying,  “Your  money  or  your  life!”  to  a 
sick  human  being.  And  the  patients  defend  them- 
selves by  turning  fee  negotiations  over  to  the  govern- 
ment, or  an  insurance  company,  or  a union. 

An  ethical  test  is  to  price  each  procedure  on  the 
basis  of  the  revenue  produced  as  if  a 40-hour  week 
were  spent  repeatedly  doing  the  one  procedure,  and 
then  totaling  the  annualized  income  produced.  If 
that  annualized  total  — less  expenses  — is  near  the 
average  annual  income  for  the  physician’s  specialty, 
the  price  is  right.  But  if  it  makes  the  operator  a mil- 
lionaire in  a year,  patient  exploitation  is  present.  An 
occasionally  done  procedure  cannot  morally  be  ex- 
pected to  produce  a normal  income.  Most  patients 
would  grant  the  expert  physician  a good  living  from 
a full-time,  efficient  practice.  But  procedure  charges 
that  would  result  in  a million-dollar  income  on  a 40- 
hour  week  cause  significant  resentment  among  pa- 
tients and  US  politicians. 

Without  question,  a new  kind  of  reimbursement 
contract  between  patients,  physicians,  and  govern- 
ment must  now  be  negotiated  to  preserve  the  health 
care  system.  We  physicians  must  reoccupy  a moral 
position  in  the  forthcoming  evolution  and  deal  with 
free  citizens  whom  we  will  not  exploit.  “Upcoding” 
and  “unbundling”  and  “padding  the  bill”  are  illegal, 
immoral,  and  unethical.  We  must  live  without  them. 
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These  physicians  and  their  staffs  enjoy  the  many  benefits  of  UPAL  membership  from  group  purchasing  of  supplies  to  a variety  of 
financial  services,  such  as  pension  and  nonpension  investment  options.  For  more  information  call  (918)  747-5585. 
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One  Hundred  Days 


Since  the  Franklin  Roosevelt 
presidency,  new  administra- 
tions have  been  judged  in  part 
on  their  first  hundred  days.  All 
members  of  this  association  are 
at  least  as  deserving  of  a report 
from  the  OSMA  president  cover- 
ing the  same  time  period. 

On  the  national  front  we 
have  made  four  trips  to  Wash- 
ington addressing:  (1)  the  125%  cap  for  1991;  (2)  a 
single  statewide  reimbursement  zone  for  Oklahoma; 
(3)  an  80%  floor  on  Medicare  payment  adjustments 
under  the  RBRVS  practice  cost  adjustments;  and  (4) 
the  Clinical  Laboratory  Improvement  Act  (CLIA)  reg- 
ulations. Our  meetings  included  our  Congressional 
delegation,  their  staffs,  the  Rural  Health  Coalition  in 
the  House,  staff  of  the  Senate  minority  leader,  and 
HCFA  administrator  Gail  Wilensky.  We  reached  a 
tentative  agreement  with  Dr  Wilensky  on  the  reim- 
bursement zone  issue  and  all  members  of  our  Con- 
gressional delegation  have  written  her  in  support  of 
our  position.  Other  items  are  still  being  pursued. 

Our  association  also  was  represented  at  the  Na- 
tional Committee  for  Clinical  Laboratory  Standards 
(NCCLS)  consensus  conference  on  the  CLIA  regula- 
tions, and  presented  concrete  data  there  about  the 
enormous  access  problems  patients  would  face  in 
Oklahoma  under  the  proposed  rules.  We  have  filed 
formal  comments  on  the  regulations  on  behalf  of  the 
association  and  have  participated  actively  with  other 
concerned  national  groups  in  attempting  to  have  the 
proposed  rules  changed.  Our  association  is  only  as 
strong  as  its  members,  and  many  of  you  commented 
to  HCFA  and  to  Congress  — for  which  the  entire 
country  is  grateful.  While  it  is  extremely  difficult  to 
forecast  the  final  response  of  remote  (and  sometimes 
hostile)  bureaucrats,  I believe  we  will  achieve  our 
goals.  All  laboratories  may  be  regulated,  but  ways 
will  be  found  to  keep  them  open. 

Our  delegation  to  the  AMA  Annual  Meeting  was 
extraordinarily  successful,  reflecting  our  delega- 
tion’s numerical  strength,  the  quality  of  the  indi- 


vidual delegates  and  alternates,  and  the  leadership 
of  our  delegation’s  chairman,  Dr  Joe  Crosthwait.  We 
secured  clear  AMA  policy  to  seek  an  80%  floor  on 
geographic  cost  factors  under  the  RBRVS.  We  ob- 
tained authorization  from  the  House  for  patient- 
centered  public  relations  efforts.  In  fact,  all  of  our  res- 
olutions were  adopted  — an  impressive  change  from 
the  1970s!  Sherry  Strebel  of  Oklahoma  City  was  in- 
stalled as  president-elect  of  the  AMA  Auxiliary,  and 
your  president  was  honored  to  be  selected  as  vice- 
chairman  of  the  AMA’s  Council  on  Medical  Service. 
Clearly,  Oklahoma  has  developed  a major  role  in  the 
establishment  and  overseeing  of  AMA  policy. 

In  Oklahoma,  we  made  a number  of  organiza- 
tional changes  that  we  hope  will  benefit  each  of  you 
in  the  long  term. 

All  appointments  to  councils  and  committees 
were  carefully  reviewed  and  changes  made  in  light  of 
explicit  policy  considerations.  First,  as  always,  care- 
ful attention  was  given  to  an  appropriate  mix  of  indi- 
viduals from  every  geographic  area  of  the  state.  No 
voice  shall  go  unheard.  Second,  we  reviewed  the  ten- 
ure of  individuals  on  committees,  their  attendance 
records,  and  their  relative  contributions.  In  an  associ- 
ation, the  health  of  any  activity  depends  upon  a 
steady  influx  of  new  individuals  from  whom  the  fu- 
ture leadership  of  the  association  will  be  drawn.  To 
make  room  for  those  individuals,  some  physicians 
with  long  service  and  outstanding  contributions  were 
removed,  along  with  those  who  did  not  contribute. 
The  Council  on  Long  Range  Planning  and  Develop- 
ment will  be  charged  with  formulating  formal  tenure 
policies  so  that  this  relatively  painful  process  can  be 
approached  more  systematically.  Finally,  to  fill  open 
positions,  we  appointed  more  young  physicians  and 
women  physicians  than  the  organization  has  experi- 
enced historically.  We  wish  them  well  in  their  oppor- 
tunity for  service  — we  will  depend  upon  their  leader- 
ship in  the  years  to  come. 

After  considerable  discussion  and  a number  of 
false  starts,  we  have  created  a formal  “field  represen- 
tative” for  the  association.  This  position,  filled  by  the 
talented  Robert  Baker,  is  to  serve  both  as  a member 
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of  the  association’s  staff  for  general  and  representa- 
tional duties  and  as  the  association’s  representative 
to  unstaffed  county  societies  statewide. 

We  have  created  several  new  committees.  A Com- 
mittee on  Women  in  Medicine  will  explore  those  is- 
sues which  we  must  address  to  make  the  association 
as  important  to  women  as  they  are  to  our  future.  Dr 
Rebecca  Tisdal  is  the  chair  and  is  off  to  an  impressive 
start.  An  ad  hoc  committee  to  work  with  Aetna  on  the 
RBRVS  conversion  has  been  appointed.  Composed  of 
physicians  with  extensive  experience  in  coding,  med- 
ical payments,  and  Medicare  relations,  it  is  our  best 
hope  of  a reasonably  trouble-free  conversion  (unlike 
the  experience  suffered  nationally  by  radiologists  in 
their  conversion).  A new  subcommittee  of  the  Physi- 
cian Recovery  Committee  has  been  formed  to  place 
the  association  in  the  forefront  of  the  drug  abuse  ef- 
fort of  our  communities.  It  also  will  serve  as  the  focal 
point  of  activity  in  Oklahoma  for  the  joint  AMA/ABA 
drug  abuse  program.  Finally,  we  have  structured  a 
new  committee  to  investigate  and  potentially  imple- 
ment a statewide  communications  program  with  our 
state’s  citizens  dealing  primarily  with  Medicare  is- 
sues. 


We  are  investigating  possible  responses  to  two 
medical  problems  in  Oklahoma,  maternal  and  child 
health  in  various  locations  and  the  provision  of  med- 
ical services  to  the  aged  poor. 

Your  officers  and  staff  have  continued  meeting 
with  the  media  and  appearing  on  KTOK  opinion  seg- 
ments in  the  Oklahoma  City  radio  market.  We  were 
pleased  to  see  front  page  headlines  in  the  Daily  Ok- 
lahoman and  lead  editorials  in  Tulsa  papers  on  the 
clinical  laboratory  regulations.  These  had  impact!  We 
also  have  met  with  county  societies  in  the  state  and 
will  continue  to  do  so  when  asked. 

Throughout  all  of  this,  the  outstanding  services 
our  organization  provides  have  continued  nonstop, 
thanks  to  our  dedicated  and  capable  staff. 

Nothing  makes  time  go  by  more  rapidly  than 
being  busy.  The  first  hundred  days  have  disappeared 
in  a millisecond! 
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Human  Growth  Hormone  and 
Creutzfeldt-Jakob  Disease 

Susan  Zekauskas,  RN,  MSN;  Mary  Beth  Boggs,  RN;  Don  P.  Wilson,  MD 


For  more  than  20  years  cadaver-derived  human  growth 
hormone  (HGH)  was  used  successfully  to  enhance 
linear  growth  in  short  children.  In  1985  the  US  Food  and 
Drug  Administration  (FDA)  stopped  use  of  the  hormone 
in  response  to  reported  deaths  due  to  Creutzfeldt-Jakob 
(CJD)  agent  in  3 former  HGH  recipients.  To  date,  a total 
of  9 patients  have  been  identified  who  both  received 
HGH  and  became  infected  with  CJD  agent  (7  in  the 
United  States,  1 in  Britain,  and  1 in  New  Zealand).'  Cir- 
cumstances make  it  likely  that  HGH  contaminated  with 
a slow  growing,  viral-like  particle  may  have  been  re- 
sponsible for  these  fatalities. 

In  Oklahoma  at  least  60  children  and  adolescents 
previously  received  HGH  and  are  potentially  at  risk  of 
developing  CJD.  It  is  important  that  health  care  provid- 
ers responsible  for  the  care  of  these  individuals  be  aware 
of  this  fatal  illness  and  remain  informed  of  new  develop- 
ments in  the  field. 

What  Is  CJD? 

Creutzfeldt-Jakob  disease  is  a fatal  neurologic  dis- 
ease caused  by  a particle  similar  to  a virus.2  Unlike 
most  viral  infections,  however,  a person  exposed  to 
CJD  may  harbor  the  agent  for  many  years  before  be- 
coming ill.  Thus  the  disease  is  often  referred  to  as  a 
“slow  viral”  infection. 

The  disease  process  is  confined  to  the  central 
nervous  system  and  is  most  prevalent  in  the  cortical 
gray  matter.  Deeper  nuclei  of  the  basal  ganglion, 
the  hypothalamus  and  the  cerebellum  also  are  af- 


From  the  Department  of  Pediatrics.  University  of  Oklahoma  College  of  Medicine-Tulsa 
and  the  University  of  Oklahoma  Health  Sciences  Center,  Oklahoma  City. 
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fected.  The  corticospinal  pathways  degenerate.  In- 
flammatory cells  are  conspicuously  absent.  Astro- 
gliosis  becomes  prominent  within  areas  of  spongi- 
form degeneration.3 

The  morphologic  picture  of  CJD  is  quite  similar 
to  that  of  scapie,  a disease  of  sheep.  This  well-studied 
animal  model  is  transmitted  by  inoculation  of  in- 
fected tissue  followed  by  a prolonged  incubation 
period  of  a year  or  more. 

In  the  vast  majority  of  cases,  the  mode  of  trans- 
mission of  CJD  in  humans  is  unknown.  Potential 
sources  of  transmission  include  surgical  procedures, 
particularly  those  necessitating  tissue  grafts,  such  as 
corneal  transplants,  dural  grafts,  blood  transfusions, 
and  insertion  of  intracerebral  electrodes.  The  infec- 
tious agent  has  been  found  in  urine  and  other  body 
secretions  of  asymptomatic  individuals. 

Transmission  by  casual  contact  or  sexual  inter- 
course is  not  thought  to  occur.  Infected  suspensions 
of  human  brain  tissue  have  caused  prominent  neuro- 
logic abnormalities  10  to  14  months  after  intracere- 
bral inoculation  in  chimpanzees. 

Although  a protein  has  been  isolated  in  the  cere- 
bral spinal  fluid  of  symptomatic  individuals,  at  pres- 
ent there  is  no  test  that  can  determine  whether  a 
healthy  person  is  incubating  the  disease. 

CJD  is  characterized  by  a broad  spectrum  of  neu- 
rologic disturbances  affecting  both  cognitive  and 
motor  function.  Personality  changes  include  erratic 
and  aggressive  behavior,  confusion,  progressive  mem- 
ory loss,  and  dementia.  Loss  of  muscular  coordina- 
tion, tremor,  and  rigidity  are  often  present.  Vision 
may  be  diminished  and  speech  slurred.  Since  the 
signs  and  symptoms  of  CJD  are  severe  and  progres- 
sive, commonly  encountered  complaints  such  as 
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headaches,  transient  irritability,  clumsiness,  and 
forgetfulness  should  be  of  limited  concern.  In  most  af- 
fected individuals,  the  symptoms  of  CJD  are  rapidly 
progressive  over  a period  of  months.  Invariably  death 
ensues,  usually  within  a year  of  onset. 

The  Oklahoma  Experience 

Oklahoma  has  two  university-based  programs  that, 
in  the  past,  have  been  responsible  for  the  care  and 
treatment  of  a large  number  of  short  children.  Both 
institutions  previously  participated  in  treatment  and 
research  programs  sponsored  by  the  National  Hor- 
mone and  Pituitary  Agency,  a branch  of  the  National 
Institutes  of  Health.  As  a result  of  these  programs, 
several  children  and  adolescents  were  treated.  Com- 
mercial sources  of  human  growth  hormone  of  cadaver 
origin  were  available  as  well. 

Human  growth  hormone  was  obtained  from  pitu- 
itary glands  harvested  from  cadavers.  The  hormone 
was  extracted  from  batches  of  pituitaries  and 
purified.  The  lyophilized  powder  was  reconstituted 
with  bacteriostatic  water  and  administered  by  intra- 
muscular injections.  The  dose  and  frequency  of  ad- 
ministration varied. 

A retrospective  review  of  clinic  and  hospital  rec- 
ords identified  60  Oklahoma  children  and  adoles- 
cents who  previously  received  injections  of  human 
growth  hormone.  This  is  likely  an  underestimation  of 
the  population  at  risk  since  HGH  also  was  available 
through  commercial  sources.  Although  some  had 
hypothalmic  and/or  pituitary  destruction  secondary 
to  trauma  or  neoplasm,  the  majority  of  treated  chil- 
dren and  adolescents  had  idiopathic  growth  hormone 
deficiency.  Treatment  was  initiated  at  a mean  age  of 
10.7  years,  ranging  from  1.8  to  19  years.  The  period 
of  treatment  was  from  August  1969  until  the  drug 
was  withdrawn  in  1985. 

Notification 

Recipients  of  cadaver-derived  HGH  and  their 
families  have  been  notified  of  the  possible  contamina- 
tion. Individual  and  group  counseling  was  under- 
taken to  review  the  compiled  data  and  discuss  the  de- 
cision to  stop  production  and  distribution  of  the  drug, 
based  on  available  evidence.  All  patients  have  been 
enrolled  in  a nationwide,  long-term  follow-up  pro- 
gram under  the  auspices  of  the  Centers  for  Disease 
Control,  National  Institutes  of  Health,  and  the  Fed- 
eral Drug  Administration.  This  program  serves  to 
keep  each  individual  informed  of  recent  develop- 
ments and  is  attempting  to  document  additional 
cases. 


Recommendations 

No  changes  in  day-to-day  living,  health  habits,  in- 
teraction with  family  members,  or  sexual  activity  are 
currently  suggested  for  former  HGH  recipients.4 
These  individuals  should  be  prohibited  from  donat- 
ing organs  or  tissues  for  transplantation  because  of 
the  inability  to  test  for  infection  with  CJD.  Blood 
banks  do  not  accept  donations  from  former  HGH  re- 
cipients. Healthcare  workers  involved  in  the  care  of 
these  patients  should  observe  standard  precautions, 
protecting  themselves  from  exposure  to  body  fluids 
and  tissues. 

Growth  hormone  can  now  be  manufactured  using 
DNA  recombinant  technology,  eliminating  the  need 
for  human  sources.  Synthetic  growth  hormone  is  ap- 
proved for  use  and  currently  available  from  commer- 
cial sources.  Former  HGH  recipients  who  still  require 
treatment  and  all  new  patients  in  need  of  growth  hor- 
mone therapy  can  safely  be  treated  with  synthetic 
growth  hormone. 

Conclusion 

In  the  past,  human  growth  hormone  of  cadaver  origin 
was  successfully  used  to  enhance  the  linear  growth 
of  growth-hormone-deficient  children.  Because  HGH 
may  have  been  a vehicle  for  transmission  of  CJD,  its 
use  has  been  suspended.  Although  specific  risk  fig- 
ures are  not  known,  patients  previously  receiving 
injections  of  human  growth  hormone  are  at  risk  for 
developing  and/or  transmitting  this  fatal  disease. 
Diagnostic  tests  and  treatment  are  currently  not 
available.  Any  patient  presenting  with  symptoms  of 
CJD  and  a history  of  prior  use  of  HGH  should  be  in- 
vestigated. Autopsy  studies  may  help  document  addi- 
tional cases  and  contribute  to  our  knowledge  of  this 
catastrophic  event. 
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During  the  2-year  period  1987  through  1988,  124  pa- 
tients were  assessed  for  heart  or  heart-lung  transplanta- 
tion. Sixty  were  accepted  for  heart  transplantation,  of 
whom  49  received  transplants.  Nine  required  pretrans- 
plant intra-aortic  balloon  pump  support  ( + /—  positive- 
pressure  ventilation)  for  periods  ranging  from  2 to  15 
days  (mean  5 days).  One  patient  was  supported  success- 
fully by  a pneumatic  biventricular  assist  device  for  70 
days  pretransplant.  The  30-day  survival  in  this  group  of 
10  critically  unstable  patients  was  100%  and  the  6- 
month  survival  90%  (one  death).  This  experience  com- 
pares well  with  survival  rates  of  100%  at  30  days  and 
92%  at  6 months  in  the  39  patients  who  required  no 
form  of  pretransplant  circulatory  support.  The  biven- 
tricular assist  device  also  has  been  used  in  2 other  pa- 
tients; one  did  not  survive  to  transplant  and  the  other 
was  deemed  unsuitable  by  virtue  of  cerebral  injury.  Ex- 
tracorporeal membrane  oxygenation  supported  2 post- 
transplant patients  (one  heart  and  one  heart-lung)  with 
grossly  impaired  pulmonary  function  for  periods  of  5 
and  2 days  respectively,  but  both  died  before  lung  func- 
tion had  recovered. 

There  are  now  a number  of  mechanical  devices  for 
the  assistance  of  cardiac  and/or  respiratory  func- 
tion. Several  of  these  devices  have  proved  of  value  in 
heart  transplantation  programs. 

Positive-pressure  ventilation  is  clearly  standard 
therapy  in  the  early  postoperative  period,  and  may  oc- 
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casionally  be  essential  to  maintain  a potential  recip- 
ient before  a suitable  donor  heart,  becomes  available. 
The  intra-aortic  balloon  pump  (IABP)1  is  similarly 
now  well  established  in  supporting  a failing  heart 
while  a potential  recipient  awaits  a suitable  donor; 
it  also  may  be  of  value  in  the  early  posttransplant 
period  if  donor  heart  function  is  less  than  adequate 
or  if  severe  acute  rejection  intervenes.  There  is  a 
growing  experience  with  mechanical  biventricular 
assist  devices,2'4  as  there  is  with  the  total  artificial 
heart,  in  the  support  of  patients  awaiting  transplan- 
tation. Extracorporeal  membrane  oxygenation 
(ECMO)5  is  a form  of  cardiorespiratory  support  that 
has  been  used  on  a small  scale  over  a number  of 
years,  but  its  value  in  maintaining  patients  with  car- 
diorespiratory failure  either  before  or  after  trans- 
plantation remains  uncertain. 

We  briefly  report  our  experience  during  the  2- 
year  period,  January  1987  through  December  1988, 
in  heart  and  heart-lung  transplantation.  During  this 
period,  a total  of  124  patients  were  assessed  for  either 
heart  (n  = 110)  or  heart-lung  ( n = 14)  transplantation, 
of  whom  67  were  accepted  for  transplantation  (60  for 
heart  and  7 for  heart-lung). 

Patients 

Of  the  7 patients  accepted  for  heart-lung  transplan- 
tation, 5 were  transplanted  during  this  2-year  period, 
and  2 died  awaiting  a suitable  donor. 

Of  the  60  patients  accepted  for  heart  transplanta- 
tion, a total  of  49  underwent  transplantation  (Table 
1).  Of  the  remaining  11,  3 improved  to  the  point  that 
transplantation  was  no  longer  necessary  (with  prob- 


I Okla  State  Med  Assoc,  Vol  83,  September  1990 


449 


Table  1.  Outcome  of  60  Patients 
Accepted  for  Heart  Transplantation  from 
January  1987  through  December  1988 

Outcome 

n 

(%) 

IABP 

Support  (%) 

Transplanted 

49 

(82%) 

10 

(20%) 

Died  awaiting  donor 

5 

(8%) 

2 

(40%) 

Improved  without  transplant 

3 

(5%) 

1 

(33%) 

Complications  prevented 
transplant 

2 

(3%) 

1 

(50%) 

Awaiting  donor 

1 

(2%) 

0 

Total 

60 

(100%) 

14 

(23%) 

able  viral  myocarditis);  all  3 remain  alive  and  well  to 
date.  Seven  either  died  while  awaiting  transplanta- 
tion (n  = 5)  or  were  deemed  no  longer  suitable  after 
the  development  of  some  further  complication  (n  = 2). 
One  patient  was  still  awaiting  a suitable  donor  at  the 
end  of  the  period  of  study.  Of  these  11  patients,  4 re- 
quired IABP  support  for  periods  of  1 to  31  days,  one 
of  whom  recovered  and  3 of  whom  either  died  before 
transplant  or  were  deemed  unsuitable. 

Of  the  49  patients  who  underwent  transplanta- 
tion, 10  required  IABP  while  awaiting  a donor,  and 
3 of  these  required  additional  positive-pressure  ven- 
tilation. In  one  patient,  IABP  support  was  clearly  in- 
sufficient to  support  the  circulation,  and  she  went  on 
to  require  implantation  of  a biventricular  assist  de- 
vice. 

Two  further  patients,  not  yet  assessed  and  there- 
fore not  yet  accepted  for  transplantation,  had  implan- 
tation of  a biventricular  assist  device  when  de- 
teriorating extremely  rapidly;  neither  went  on  to 
transplantation  as  one  died  soon  after  and  the  other 
was  deemed  unsuitable  by  virtue  of  cerebral  injury. 

Two  donor  hearts  required  very  brief  periods  of 
IABP  support  immediately  after  transplant;  neither 
patient  had  required  such  support  before  transplant. 

Two  patients  (1  heart  and  1 heart-lung)  required 
respiratory  support  after  transplant  by  ECMO. 

Intra-Aortic  Balloon  Pump  Support 

Pretransplant.  Intra-aortic  balloon  pump  (IABP) 
support1  was  required  in  14  patients  who  were  ex- 
periencing increasing  left  or  biventricular  failure  de- 
spite maximal  inotropic  therapy  while  in  an  inten- 
sive care  unit.  One  patient  recovered  adequate 
myocardial  function  and  was  taken  off  the  transplant 
list.  Three  patients  died  or  became  unsuitable  for 
transplantation  by  virtue  of  complications,  eg,  renal 
failure.  Ten  patients  were  subsequently  trans- 
planted. One  of  these  10  patients  went  on  to  require 


pretransplant  biventricular  assist  device  implanta- 
tion after  3 days  of  IABP  support. 

The  length  of  IABP  support  in  the  remaining  9 pa- 
tients ranged  from  2 to  15  days  with  a mean  of  5 days 
(median  5 days).  There  were  no  pretransplant  compli- 
cations related  to  the  IABP  except  two  infectious 
episodes,  a staphylococcal  septicemia  and  a proteus 
infection  at  the  balloon  insertion  site.  Three  of  these 
patients  also  required  positive-pressure  ventilation 
for  periods  of  2 to  15  days,  with  a mean  of  7 days. 

Details  of  these  9 patients  are  shown  in  Table  2, 
together  with  similar  information  on  the  39  patients 
who  underwent  heart  transplantation  but  who  did 
not  require  prior  IABP  support.  There  are  no  signif- 
icant differences  between  these  2 groups  with  regard 
to  (1)  sex  ratio,  (2)  age,  or  (3)  incidence  of  previous 
cardiac  surgery;  there  was  a slightly  higher  inci- 
dence of  underlying  cardiomyopathy  in  those  requir- 
ing IABP  support. 

IABP  support  was  discontinued  at  the  time  of 
heart  transplantation  in  all  cases.  The  posttrans- 
plant hospital  stay  of  these  9 patients  ranged  from  15 
to  58  days,  with  a mean  of  24  days.  This  was  insig- 
nificantly different  from  the  hospital  stay  of  those  pa- 
tients who  had  not  required  IABP  support  (range  9 
to  87  days,  with  a mean  of  22  days)  (Table  2). 

The  30-day  survival  in  both  groups  was  100%.  The 
90-day  survival  was  89%  in  the  IABP  group  and  97% 
in  the  non-IABP  group  (Table  2).  The  six-month  ac- 
tual survival  remained  at  89%  in  the  IABP  group  and 
was  92%  in  the  non-IABP  group.  Three  of  the  9 pa- 
tients who  required  IABP  support  also  required  posi- 
tive-pressure ventilation,  and  it  was  one  of  these  who 
died  at  51  days  after  transplantation;  there  were  no 
other  deaths  in  this  group.  There  were  3 deaths 
within  the  first  6 months  in  the  non-IABP  group  (1 
at  87  days  and  2 between  4 and  6 months).  Survival 
in  the  2 groups  was  therefore  not  significantly  differ- 
ent^ 

Posttransplant.  In  2 patients,  neither  of  whom 
was  supported  by  an  IABP  prior  to  transplant,  donor 
heart  function  was  less  than  perfect  immediately 
after  transplantation,  and  IABP  support  was  pro- 
vided for  periods  of  one  and  6 hours  respectively,  dur- 
ing which  time  donor  heart  function  recovered  satis- 
factorily. Both  patients  remain  alive  and  well  one 
year  later. 

Ventricular  Assist  Device 

We  have  available  the  Thoratec  (Pierce-Donachy) 
mechanical  assist  device,  which  can  be  used  for  right, 
left,  or  biventricular  support,  for  which  we  are  one  of 
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Table  2.  Clinical  Details  of  9 Patients  Requiring  Intra-Aortic  Balloon  Pump  (IABP)  Support  and  1 Requiring 
Biventricular  Assist  Device  (BVAD)  Support  Before  Heart  Transplantation,  and  39  Patients  Not  Requiring  Such  Support 

Group 

n Sex 

Mean  Age 
(years) 

Previous 

Cardiac 

Surgery 

Underlying 

Pathology 

Mean 

Posttransplant 
Hospital  Stay 
(days) 

Actual  Survival 
(months) 

1 m/3m/6m 

IABP 

9 8M  (89%) 

51 

6 (67%) 

5 IHD  (56%) 

24 

9 (100%)  /8  (89%)  / 8 (89%) 

IF  (11%) 

4 CM  (44%) 

BVAD 

1 F 

20 

— 

CM 

84 

1/1/1 

No  IABP 

39  33M  (85%) 

53 

23  (59%) 

26  IHD  (67%) 

22 

39  (100%)  / 38  (97%)  / 36  (92%) 

6F  (15%) 

9 CM  (23%) 

4 Other  (10%) 

M = male;  F 

female;  IHD  = ischemic 

hear!  disease;  CM  c 

ardiomyopathy. 

20  FDA-approved  investigation  centers.  This  device 
has  been  well  described  previously.2  In  brief,  it  is  a 
pneumatically  powered  system  with  inflow  and  out- 
flow Bjork-Shiley  valves  that  ensure  blood  flow  from 
the  right  atrium  to  the  pulmonary  artery  and  from 
the  left  atrium  to  the  aorta.  A right-sided  or  left- 
sided  support  system  can  be  inserted,  though  most 
patients  require  both  systems  (Fig  1).  Our  experience 
with  this  device  has  been  limited  to  3 pretransplant 
patients. 

In  2 cases,  the  device  was  inserted  as  an  extreme 
emergency  measure  in  patients  who  were  deteriorat- 
ing rapidly;  it  was  hoped  that  they  could  be  hemo- 
dynamically  stabilized  to  allow  full  assessment  for 
transplantation.  One  had  undergone  aortic  valve  re- 
placement on  the  previous  day,  and  the  second  suf- 
fered sudden  circulatory  decompensation  following  a 
massive  myocardial  infarction.  In  the  former  case, 
the  device  functioned  satisfactorily,  but  uncontrolla- 
ble coagulopathy  developed  and  the  patient  died 
within  a few  hours.  On  the  second  occasion,  again  the 
device  functioned  well  but  the  patient  had  suffered  a 
brain  insult  during  the  period  of  low  cardiac  output 
before  and  during  insertion  of  the  device;  brain  death 
ensued  and  the  device  was  withdrawn. 

The  third  patient,  a 20-year-old  woman  with  post- 
partum cardiomyopathy,  had  already  been  assessed 
and  accepted  for  heart  transplantation,  but  showed 
steady  hemodynamic  deterioration  to  the  point  that 
it  was  necessary  to  insert  an  IABP.  After  3 days,  it 
was  clear  that  further  deterioration  was  occurring; 
the  IABP  was  not  providing  adequate  circulatory 
support  and  the  patient  was  beginning  to  develop  fea- 
tures of  renal  failure.  The  ventricular  assist  device 
was  inserted  and  functioned  extremely  satisfactorily 
for  a period  of  10  weeks,  at  which  time  a suitable 
donor  became  available;  the  patient  underwent  heart 
transplantation  with  removal  of  the  device.  The  great 
delay  in  obtaining  a suitable  donor  was  partly  a re- 


Figure  1.  The  Pierce-Donachy  Thoratec  ventricular  assist  device  being 
used  for  biventricular  assistance  with  cannulation  of  the  right  and  left 
atria  and  of  the  aorta  and  pulmonary  artery.  Blood  flow  is  from  the  right 
atrium  through  one  pump  to  the  pulmonary  artery,  and  from  the  left 
atrium  through  the  other  pump  to  the  aorta. 


suit  of  the  development  of  lymphocytotoxic  anti- 
bodies, thought  to  be  related  to  multiple  blood  trans- 
fusions that  were  required  to  maintain  an  adequate 
hemoglobin  during  this  10-week  period,  the  recur- 
rent fall  in  red  cell  mass  being  due  to  hemolysis. 
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CARDIORESPIRATORY  SUPPORT  DEVICES 


The  patient’s  posttransplant  progress  was  ini- 
tially complex  and  complicated.  She  clearly  suffered 
a small  cerebral  embolus  at  the  time  of  transplanta- 
tion, probably  as  a result  of  dislodgement  of  small 
thrombi  that  had  developed  within  the  assist  device; 
fortunately,  she  recovered  fully.  She  also  developed 
an  acute  abdomen  that  required  laparotomy,  and  the 
cause  of  which  was  never  completely  clear.  Gross 
ascites  of  unknown  cause  persisted  for  several  weeks, 
but  eventually  resolved.  She  was  discharged  from  the 
hospital  some  12  weeks  after  transplantation;  at  one 
year,  she  remained  active  and  well. 

Extracorporeal  Membrane  Oxygenation 

Extracorporeal  membrane  oxygenation  (ECMO)  can 
be  valuable  as  a short-term  means  of  respiratory  sup- 
port.5 We  have  used  such  a system  in  2 posttransplant 
patients  who  were  rapidly  developing  severe  respira- 
tory failure  despite  maximum  positive-pressure  ven- 
tilation. 

The  first  patient  had  undergone  a technically  suc- 
cessful heart-lung  transplantation  some  24  hours 
previously,  exhibited  initially  good  pulmonary  func- 
tion, and  was  able  to  be  weaned  from  the  ventilator 
within  this  period  of  time.  He  then  suffered  a severe 
reimplantation  response  of  the  lungs,6  developing 
complete  opacities  of  both  lungs  on  the  chest  radio- 
graph, with  rapidly  falling  Pa02  and  02  saturation 
and  increasing  C02  retention. 

In  the  hope  that  the  reimplantation  response 
would  resolve  within  a short  period  of  time,  the  pa- 
tient was  placed  on  ECMO,  which  satisfactorily 
oxygenated  him  for  5 days.  Unfortunately,  there  was 
no  significant  recovery  of  the  lungs  during  this  time, 
and  the  need  to  fully  anticoagulate  him  with  heparin 
led  to  increasing  bleeding,  particularly  from  the  gas- 
trointestinal tract  but  also  into  the  retroperitoneal 
space.  ECMO  had  to  be  discontinued;  the  patient  de- 
teriorated and  died  within  a few  hours. 

The  second  patient,  who  had  undergone  heart 
transplantation  for  cardiomyopathy  some  4 months 
previously,  developed  septicemic  shock  accompanied 
by  an  adult  respiratory  distress-like  condition  that 
was  thought  to  be  entirely  due  to  a proven  Gram- 
negative septicemia.  Maximal  ventilation  proved  in- 
adequate to  support  his  respiratory  function.  In  an  ef- 
fort to  support  him  while  antibiotic  therapy  overcame 
the  septicemia,  he  was  placed  on  ECMO,  but  he  con- 
tinued to  deteriorate  and  died  after  2 days’  support. 
At  autopsy,  a widespread  pneumocystis  pneumonia 
was  found,  which  had  not  been  suspected  or  diag- 
nosed. 


Discussion 

This  study  confirms  that  satisfactory  results  can  be 
obtained  from  heart  transplantation  in  patients  who 
are  in  severe  circulatory  decompensation  before 
transplantation,  and  who  require  IABP  support  to 
sustain  life.  The  early  (30-day)  survival  in  10  patients 
at  our  center  who  required  pretransplant  IABP  or 
BVAD  support  was  100%,  as  it  was  in  those  who  did 
not  require  such  support.  The  3-  and  6-month  survi- 
vals also  were  similar  in  both  groups  (90%  at  both 
time  intervals  in  the  supported  group,  and  97%  and 
92%  at  3 and  6 months  respectively  in  the  nonsup- 
ported group).  Despite  the  fact  that  their  status  prior 
to  transplant  was  critical,  the  supported  patients 
demonstrated  no  increased  early  or  late  mortality. 
Furthermore,  their  posttransplant  stay  in  the  hospi- 
tal was  no  more  complicated  or  prolonged  than  that 
of  patients  who  did  not  require  pretransplant  IABP 
support  (Table  2). 

An  example  of  what  can  be  achieved  by  an  aggres- 
sive approach  to  support  of  a patient  who  is  suitable 
for  transplantation  but  is  undergoing  rapid  circula- 
tory decompensation  is  provided  by  one  45-year-old 
patient  in  our  series.  This  man,  who  had  undergone 
a previous  myocardial  revascularization  procedure, 
was  admitted  by  a cardiological  colleague  as  an 
emergency,  having  suffered  a massive  myocardial  in- 
farction. In  an  effort  to  salvage  some  myocardium,  we 
performed  percutaneous  balloon  angioplasties  of  sig- 
nificant proximal  stenotic  lesions  in  the  left  anterior 
descending  (LAD)  and  circumflex  coronary  arteries. 
These  were  initially  successful,  but  within  a short 
period  thrombus  developed  in  the  tight  LAD  lesion, 
and  the  patient  suffered  circulatory  collapse.  Rapid 
insertion  of  femoral  artery  and  venous  cannulae  al- 
lowed pump-oxygenator  support  to  be  provided  in  the 
catheter  laboratory.  The  patient  was  stabilized  and 
transferred  immediately  to  the  operating  room, 
where  he  underwent  triple  coronary  artery  bypass 
grafts.  Subsequent  cardiac  function  remained  ex- 
tremely poor,  however,  and  he  could  only  be  weaned 
from  pump-oxygenator  support  with  the  help  of  an 
IABP  and  considerable  inotropic  agents.  He  returned 
to  the  intensive  care  unit  supported  by  the  IABP  and 
positive-pressure  ventilation. 

He  was  assessed  for  possible  heart  transplanta- 
tion and  found  to  be  an  acceptable  candidate  despite 
developing  adult  respiratory  distress  syndrome.  A 
suitable  donor  heart  was  not  obtained  for  15  days, 
during  which  time  the  patient  remained  dependent 
on  IABP  and  ventilator  support.  Immediately  after 
transplant,  the  IABP  was  withdrawn,  and  sub- 
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sequently  the  patient  was  weaned  from  the  ven- 
tilator. He  was  discharged  from  the  hospital  after  21 
days  and  returned  to  full-time  employment  2 months 
later.  He  remains  alive  and  well  almost  one  year 
later. 

The  study  also  draws  attention  to  the  continuing 
shortage  of  suitable  donors  even  for  those  patients 
who  are  critically  ill  prior  to  transplant.  Two  patients 
died  while  awaiting  transplantation  despite  IABP 
support,  even  though  they  were  classified  as  most  ur- 
gent in  the  national  organ  procurement  network 
(UNOS). 

Our  experience  with  the  biventricular  assist  de- 
vice is  clearly  limited,  but  the  one  patient  who  was 
satisfactorily  supported  for  a period  of  10  weeks 
demonstrates  that  this  device  can  be  of  immense 
value  in  highly  selected  patients  who  are  awaiting  a 
donor  heart.  Its  value  as  a means  of  support  in  pa- 
tients who  are  deteriorating  extremely  rapidly  re- 
mains less  certain,  but  it  might  provide  adequate 
support  while  the  patients  suitability  for  transplan- 
tation is  assessed  fully.  The  device  used  at  our  center 
(Pierce-Donachy  Thoratec  pump)  has  been  described 
in  detail  and  the  overall  national  results  documented 
elsewhere.2'4  Approximately  70%  of  patients  sup- 
ported by  this  device  have  been  able  to  undergo  trans- 
plantation, and  of  these,  the  one-year  survival  is  a 
further  70%;34  thus,  the  ultimate  overall  one-year 
survival  of  the  original  supported  patients  is  approx- 
imately 50%. 

Our  results  using  extracorporeal  membrane  oxy- 
genation following  transplantation  have  been  disap- 
pointing, though  again  our  experience  is  limited.  It 
would  seem,  nevertheless,  that  in  patients  with 
rapidly  developing  respiratory  failure  that  is  believed 
to  be  reversible,  ECMO  should  be  considered  as  a 
means  of  temporary  support.  The  problem  of  bleed- 
ing, however,  appears  to  increase  daily,  and  therefore 
the  length  of  time  that  can  be  obtained  with  this 
means  of  support  seems  to  be  limited.  Even  in  centers 
with  more  extensive  experience,  the  results  have 
been  mixed,  and  the  salvage  rate  of  such  patients  has 
been  limited.5 

A review  of  the  overall  results  of  patients  under- 
going heart  transplantation  at  our  center  during  this 


2-year  period  is  encouraging,  with  no  operative  mor- 
tality, and  no  mortality  at  30  days.  Actual  3-  and  6- 
month  survival  was  96%  and  92%  respectively.  Late 
deaths  were  related  mainly  to  infection  or  to  compli- 
cations of  conditions  that  were  present  in  the  patient 
before  transplantation.  The  overall  actuarial  1-year 
survival  of  89%  remains  above  the  national  and  inter- 
national average  of  78%  as  reported  by  the  Interna- 
tional Society  for  Heart  Transplantation.7-8 

As  a result  of  this  review,  we  believe  that  patients 
supported  by  an  intra-aortic  balloon  pump  or  a ven- 
tricular assist  device  are  acceptable  candidates  for 
heart  transplantation  as  long  as  their  other  essential 
organ  functions  remain  satisfactory.  The  early  and 
late  results  of  transplantation  in  such  patients  ap- 
pear to  be  good.  (J 
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News 


Desiderata:  Anesthesia 

PLICO  changes  anesthesia  rules  to  include  newest  techniques 


The  Physicians  Liability  Insurance  Company 
(PLICO)  Board  of  Directors  has  amended  its  anes- 
thesia desiderata  to  provide  for  pulse  oximeter  and 
end-tidal  CCL  analysis  monitoring,  reports  the  July 
issue  of  PLICO  News. 

Recent  policies  adopted  by  the  American  Society 
of  Anesthesiologists  prompted  the  change  in  section 
4 of  the  PLICO  desiderata,  which  apply  to  all  PLICO 
policyholders  regardless  of  their  specialty  or  the  loca- 
tion of  the  anesthetizing  site;  all  forms  of  managed 
anesthesia  and/or  sedation  techniques  are  included. 

The  PLICO  desiderata  on  anesthesia,  adopted  in 
1986,  now  read  as  follows: 

Desiderata:  Anesthesia 

In  order  to  promote  optimum  patient  care  to  improve  the  liability 
climate  in  the  practice  of  anesthesia,  the  PLICO  Board  of  Directors 
recommends  these  desiderata: 

1.  An  orderly  preoperative  anesthetic  risk  evaluation  is  to  be  done 
by  the  responsible  physician  and  recorded  on  the  chart  in  all 
elective  cases,  and  in  urgent  emergency  cases,  the  anesthetic 
evaluations  will  be  recorded  as  soon  as  feasible. 

2.  Every  patient  receiving  general  anesthesia,  spinal  anesthesia, 
or  managed  intravenous  anesthesia,  i ie,  local  standby  or  mon- 
itored anesthesia)  shall  have  arterial  blood  pressure  and  heart 
rate  measured  and  recorded  at  least  every  five  minutes  where 
not  clinically  impractical,  in  which  case  the  responsible  physi- 
cian may  waive  this  requirement  stating  the  clinical  cir- 
cumstances and  reasons  in  writing  in  the  patient’s  chart. 

3.  Every  patient  shall  have  the  electrocardiogram  continuously 
displayed  from  the  induction  or  institution  of  anesthesia  until 
termination  thereof,  where  not  clinically  impractical,  in  which 
case  the  responsible  physician  may  waive  this  requirement 
stating  the  clinical  circumstances  and  reasons  in  writing  in  the 
patient’s  chart. 

4.  During  all  anesthetics,  patient  oxygenation  will  be  continuously 
monitored  with  a pulse  oximeter,  and,  whenever  an  endotracheal 
tube  is  inserted,  correct  positioning  in  the  trachea  and  function 
will  be  monitored  by  end-tidal  C02  analysis  ( capnography ) 
throughout  the  time  of  placement. 

a.  Additional  monitoring  for  ventilation  will  include  palpation 
or  observation  of  the  reservoir  breathing  bag,  and  ausculta- 
tion of  breath  sound. 

b.  Additional  monitoring  for  circulation  will  include  at  least 
one  of  the  following:  Palpation  of  the  pulse,  auscultation  of 


heart  sounds,  monitoring  of  a tracing  of  intra-arterial  pres- 
sure, pulse  plethysmography,  or  ultrasound  peripheral  pulse 
monitoring. 

5.  When  ventilation  is  controlled  by  an  automatic  mechanical 
ventilator,  there  shall  be  in  continuous  use  a device  that  is  cap- 
able of  detecting  disconnection  of  any  component  of  the  breath- 
ing system.  The  device  must  give  an  audible  signal  when  its 
alarm  threshold  is  exceeded. 

6.  During  every  administration  of  general  anesthesia  using  an 
anesthesia  machine,  the  concentration  of  oxygen  in  the  pa- 
tient’s breathing  system  will  be  measured  by  a functioning  oxy- 
gen analyzer  with  low  concentration  audible  limit  alarm  in  use. 

7.  During  every  administration  of  general  anesthesia,  there  shall 
be  readily  available  a means  to  measure  the  patient’s  temper- 
ature. 

These  desiderata  apply  for  any  administration  of  anesthesia, 
including  general,  spinal,  and  managed  intravenous  anesthetics, 
lie,  local  standby  or  monitoring  anesthesia)  administered  in  desig- 
nated anesthetizing  locations. 

In  emergency  circumstances  in  any  situation,  immediate  life 
support  measures  can  be  started  with  attention  returning  to  these 
monitoring  criteria  as  soon  as  possible  and  practical. 

OKC  physician  graduates 

Child  abuse  prevention  course 
enlightens  several  professions 

Murray  Matthew,  MD,  Oklahoma  City,  was  among 
the  recent  graduates  of  a graduate-level  training  pro- 
gram designed  to  combat  child  abuse. 

The  Interdisciplinary  Training  Program  in  Child 
Abuse  and  Neglect  was  conducted  at  the  University 
of  Oklahoma  Health  Sciences  Center  through  the  De- 
partment of  Pediatrics.  Begun  in  1987  with  a 
$460,000  grant  from  the  National  Center  on  Child 
Abuse  and  Neglect,  it  is  one  of  only  ten  such  univer- 
sity-based programs  in  the  country. 

Dr  Matthew’s  class  of  16  included  students  from 
the  fields  of  medicine,  law,  public  health,  educational 
psychology,  and  social  work  and  brings  to  30  the 
number  of  graduates  in  the  last  two  years. 

Twenty-two  faculty  members  from  OU’s  three 
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field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 
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OUHSC  program  (continued) 

campuses  in  Norman,  Oklahoma  City,  and  Tulsa 
serve  as  instructors  for  the  program.  Students  attend 
evening  seminars  throughout  a nine-month  period 
during  which  they  are  provided  experiences  within 
specific  disciplines,  as  well  as  cross-discipline  train- 
ing to  help  them  become  aware  of  the  roles  of  other 
professionals  in  the  area  of  child  abuse  and  neglect. 

“The  program  is  designed  to  provide  future  lead- 
ers in  the  field  of  child  abuse  and  neglect  — in  clinical 
practice,  research,  administration,  and  prevention 
settings,”  says  Dr  Barbara  Bonner,  associate  pro- 
gram director  and  assistant  professor  of  psychiatry. 

For  enrollment  information,  call  (405)  271-8858. 
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Even  modest  reductions  useful 

Study  bolsters  case  for  reducing 
weight  to  lower  blood  pressure 

More  evidence  is  in  regarding  the  benefits  of  weight 
loss  in  overweight  men  and  women:  besides  other 
health  benefits,  a report  in  August’s  Archives  of  Inter- 
nal Medicine  says  weight  loss  also  leads  to  lower 
blood  pressure. 

David  E.  Schotte,  PhD,  and  Albert  J.  Stunkard, 
MD,  of  the  Baylor  College  of  Medicine,  Houston, 
found  those  patients  who  lost  a mean  of  22.8  pounds 
(plus  or  minus  8 pounds)  also  dropped  their  systolic 
and  diastolic  blood  pressures  significantly.  The  study 
of  301  obese  white  men  and  women  also  found  that 
the  patients  lost  the  most  amount  of  weight  (and  had 
the  greatest  decline  in  blood  pressure)  during  the 
first  half  of  their  diet  regimens,  the  authors  write. 
Overall,  patients  regained  at  average  of  6.8  pounds 
during  followup.  And  the  authors  found  those  who  re- 
gained weight  also  saw  their  blood  pressure  rise 
again.  The  patients  ranged  in  age  from  19  to  69  years 
and  all  were  at  least  20%  above  their  ideal  body 
weights. 

The  latest  study  confirms  findings  of  previous  in- 
vestigations. The  method  of  weight  loss  was  not  im- 
portant in  relation  to  blood  pressure  improvements, 
the  authors  wrote;  rather,  the  amount  of  weight  lost 
was  the  critical  factor. 

“The  rate  at  which  blood  pressure  decreased  was 
greater  during  the  first  half  of  weight  loss,  indicating 
that  blood  pressure  reductions  can  be  achieved 
rapidly  with  modest  reductions  in  weight,”  the  au- 
thors conclude.  (J) 
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• Unlike  a traditional  hospital,  Laureate 


is  a series  of  smaller,  related  buildings  on  a 47-acre  campus  which  provide  for  an  active,  healthy  approach  to 
treatment.  There  are  courtyards,  walking  trails,  and  even  a small  lake.  The  activities  building  offers  everything 


from  art  therapy  to  indoor  swimming  to  full  physical  fitness  equipment.  This  warm  and  inviting  environment  is 
crucial  to  the  healing  and  rehabilitation  of  psychiatric  and  chemical  dependency  patients. 

COMPREHENSIVE  CONTINUUM  OF  CARE.  Laureate  utilizes  an  intensive  multi-disciplinary  team  approach  for 
individualized  treatment  plans  in  a variety  of  settings.  Designed  for  the  specific  needs  of  adolescents,  adults  and 
older  adults:  acute  care;  stepdown  care  (transition  to  outpatient  care);  day/evening/weekend  partial  hospital; 
outpatient  care;  transitional  living  programs;  addictive  disorders  programs. 

For  more  information  about  Laureate  and 


LA  U R E ATE 


to  be  placed  on  our  mailing  list,  call  1-800-322-5173. 


LAUREATE  PSYCHIATRIC  CLINIC  AND  HOSPITAL 

6655  SOUTH  YALE  AVENUE.  TULSA,  OKLAHOMA  74136 
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Off  Duty 


Radio  controlled  helicopters  keep  physician's  spirits  flying  high 


When  it  is  a nice  day  for  flying,  you  probably  will 
find  Edward  A.  Abemethy  III,  MD,  flying  a 
helicopter.  But  the  Enid  general  surgeon  and  OSMA 
member  won’t  be  in  the  machine;  he’ll  be  on  the 
ground  and  in  control  of  the  helicopter  by  radio.  For 
Dr  Abemethy  flies  miniature  helicopters  and  air- 
planes by  radio  remote  control  as  a hobby. 

Ideal  flying  weather  is  above  50°F  with  no  wind, 
and  while  Enid  has  many  days  above  50°,  few  are 
windless.  So  Dr  Abemethy  has  had  to  learn  to  fly 
with  the  wind  blowing.  The  little  planes  and  helicop- 
ters are  difficult  to  fly  at  best,  and  Dr  Abemethy 
(often  called  Sandy  by  his  friends)  says  it  requires 
total  concentration.  Daily  cares  and  worries  are  put 
aside  for  the  time  of  flying,  and  Sandy  characterizes 
the  hobby  as  a “total  diversion.” 

Dr  Abemethy  is  a member  of  an  Enid  club  of 
model  flying  enthusiasts  that  leases  a plot  of  country 
land  northeast  of  town  for  the  sport.  On  weekends 
twenty  or  so  club  members  meet  informally  and  exer- 
cise their  flying  machines.  A complex  industry  has 
developed  to  supply  the  hobbyists  with  precision- 
engineered  machines  and  parts  and  the  radio  control 
gear.  Also,  there  are  many  similar  clubs  scattered 
about  the  country,  and  interclub  meets  and  “flyins” 
are  common. 

Dr  Abemethy’s  children,  17 -year-old  Amy,  13- 
year-old  Sarah,  and  9-year-old  David  only  rarely  go 
with  him  to  the  flying  ground.  The  flying  is  a difficult 
skill  to  master,  and  Sandy  says  it  “is  not  a spectator 
sport.”  His  wife,  Anne,  usually  accompanies  him,  and 
often  spends  the  time  reading. 

Dr  Abemethy  began  his  interesting  hobby  many 
years  ago  during  his  internship  and  has  found  it  so 
engaging  that  he  “goes  whenever  he  can.”  He  pres- 
ently has  two  different  models  of  helicopters,  the 
larger  weighing  11  pounds  with  a 54"  rotor  span  and 
the  smaller  weighing  4 pounds  with  a 40"  rotor.  The 
machines  will  fly  at  50  to  60  mph,  and  are  capable 
of  maneuvers  not  possible  with  real  helicopters.  For 
example,  the  model  helicopters  can  do  aerobatics, 


Dr  Edward  Abemethy  proudly  displays  one  of  his  favorite 
radio-controlled  helicopters. 


loops,  and  even  fly  upside  down.  While  the  radio  sig- 
nal has  a range  of  about  two  miles,  Sandy  notes  that 
it  is  necessary  to  remain  in  visual  contact  during 
flights,  and  this  limits  the  practical  range  to  about 
800  feet. 

When  the  weather  is  fit  for  flying,  and  Sandy 
Abemethy  is  off  duty,  you  may  find  him  figuratively 
up  in  the  air  with  one  of  what  he  calls  his  “fascinat- 
ing mechanical  marvels.”  $ 


Coming  next  month 

Manuscripts  being  prepared  for  publication  next  month  include 
a paper  on  adolescent  drug  and  alcohol  abuse,  an  overview  of  mental  retardation, 
and  another  commentary  by  Dr  William  P.  Truels. 
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In  A Lighter  Vein 


Single  Unit  Transfusions 

By  William  P.  Truels,  MD 


If  you  ever  want  to  get  into  hot  water  at  Holy  Chris- 
tian Hospital,  try  ordering  a single  unit  blood 
transfusion.  That  may  sound  like  a fairly  safe  thing 
to  do,  but  let  me  explain  the  problem. 

Dale  K.  was  in  a car  accident  and  was  admitted 
through  Holy  Christian  Emergency  Trauma  Center. 
He  was  placed  under  close  observation  to  rule  out 
signs  of  internal  bleeding.  The  next  day  his  hemoglo- 
bin was  9.1  grams  and,  even  though  he  wasn’t  ac- 
tively bleeding,  he  had  nevertheless  sustained  a sig- 
nificant blood  loss.  I ordered  a unit  of  blood  to  be 
given  that  morning.  About  an  hour  later,  I got  a call 
from  Dr  Taylor  Red,  the  blood  bank  director. 

“Bill,”  Taylor  begins,  “we’ve  got  a problem.”  Taylor 


Direct  correspondence  to  William  P.  Truels.  MD,  3400  NW  Expressway.  Suite  820, 
Oklahoma  City.  OK  73112. 


is  a very  diplomatic  sort  of  chap,  like  most  patholo- 
gists, and  whenever  Taylor  says  “we’ve  got  a prob- 
lem,” what  he  really  means  is  “you’ve  got  a problem!” 
“What’s  wrong,  Taylor?”  I asked.  “Does  my  pa- 
tient have  a rare  blood  type?” 

“No,  nothing  like  that,  Bill,”  Taylor  replied.  “It’s 
just  that  your  patient  has  a hemoglobin  of  9.1  grams, 
and  the  AABB  doesn’t  recommend  giving  blood  un- 
less the  hemoglobin  is  less  than  9.0  grams.” 

“Who’s  the  AABB?”  I asked. 

“The  American  Association  of  Blood  Banks,” 
Taylor  answered.  “With  all  the  problems  associated 
with  blood-borne  diseases  such  as  hepatitis,  malaria, 
and  AIDS,  the  AABB  recommends  not  giving  blood 
to  someone  whose  hemoglobin  is  above  nine  grams  — 
sort  of  a precaution,  I guess  you’d  say.” 

“Sounds  like  a good  idea  to  me,  Taylor,”  I re- 
sponded. “I’ll  hold  off  on  giving  any  blood  unless  the 
hemoglobin  drops  below  9.0  grams.” 

My  patient,  Dale  K.,  continued  stable,  and  next 
morning,  when  I made  rounds,  he  was  able  to  talk  to 
me  for  the  first  time,  despite  his  multiple  fractured 
ribs.  He  did  look  somewhat  pale,  however,  and  his 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.*  Paul  J.  Kanaly,  M.D.* 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
* Fellows  of  the  American  College  of  Surgeons 
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hemoglobin  that  morning  had  fallen  to  8.9  grams. 

I decided  to  discuss  the  problem  with  my  patient. 
“Dale,  you’ve  lost  about  one  fourth  of  your  blood  as 
a result  of  the  accident,”  I told  him.  “The  safest 
course  of  action  would  be  to  give  you  a blood  transfu- 
sion.” 

When  I mentioned  the  words  blood  transfusion, 
Dale’s  eyes,  which  were  almost  swollen  shut,  never- 
theless managed  to  open  widely. 

“Doc,”  Dale  pleaded.  “I  don’t  mind  getting  blood 
as  long  as  my  Aunt  Minnie  donates  it.  She’s  the  same 
blood  type  I am,  and  she’s  the  only  one  I trust.” 


In  Memoriam 

1989 

Howard  Choice  Martin,  MD 

July  23 

D.  Evelyn  Miller,  MD 

July  30 

Nevin  Wilson  Dodd,  MD 

July  31 

Alwyn  Travers  Komblee,  MD 

August  7 

Edward  Keats  Norfleet,  MD 

August  13 

Wayman  Jackson  Thompson,  MD 

September  20 

Rheba  L.  Huff  Edwards,  MD 

September  30 

George  Harry  Garrison,  MD 

October  5 

Monroe  Ruework  Jennings,  MD 

October  27 

Edmund  Gordon  Ferguson,  MD 

November  17 

Don  Lee  Dycus,  MD 

December  6 

Sylvester  Robert  Shaver,  MD 

December  16 

Charles  Edwards  Leonard,  MD 

December  27 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

Powell  Everett  Fry,  MD 

January  28 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 

Vincel  Sundgren,  MD 

March  1 

Glen  Smith  Kreger,  MD 

March  25 

Martin  James  Fitzpatrick,  MD 

March  27 

David  Charles  Lowry,  MD 

March  30 

Robert  Alan  Johnston,  MD 

April  9 

Hervey  Adolph  Foerster,  MD 

April  15 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Ray  Maxwell  Wadsworth,  MD 

June  11 

David  Sprouse  Dycus,  MD 

June  28 

Paul  Olden  Shackleford,  MD 

July  27 

“That’s  fine  with  me,”  I told  Dale.  “Where  can  I 
reach  your  Aunt  Minnie?”  I asked. 

“She’s  a waitress  at  the  Red  Dog,”  Dale  informed 
me.  “She’s  got  a nice  vein  just  under  the  tattoo  on  her 
left  arm.” 

“I’ll  tell  the  blood  bank,”  I replied.  “They’ll  be 
grateful  for  the  tip.” 

I managed  to  contact  Aunt  Minnie  and  ordered 
one  unit  of  blood  to  be  transfused  when  available.  I 
figured  Dale  would  be  able  to  make  up  the  rest  over 
the  ensuing  several  weeks. 

About  an  hour  later,  I got  another  call  from  Taylor 
Red.  I figured  he  was  probably  going  to  congratulate 
me  for  ordering  only  one  unit  of  blood  instead  of  two, 
cutting  in  half  the  patient’s  chances  of  acquiring  any 
blood-borne  diseases. 

“Bill,  we’ve  got  a problem,”  Taylor  began. 

“Another  problem?”  I asked.  “The  hemoglobin 
this  morning  on  Dale  K.  was  8.9  — that  falls  within 
the  AABB  guidelines  as  well  as  the  Holy  Christian 
Hospital  guidelines  for  giving  blood,”  I said  some- 
what defensively. 

“True  enough,”  Taylor  said  somewhat  sympathet- 
ically. “But  when  the  hemoglobin  falls  below  9.0 
grams,  you’re  better  off  giving  two  units  of  blood.” 

“Two  units?”  I asked.  “I’m  not  sure  Aunt  Minnie 
can  spare  that  much.  Why  two  units?” 

“Well,  if  the  patient’s  sick  enough  that  he  needs 
blood,  then  you’re  better  off  giving  two  units,”  Taylor 
replied.  “Besides,  giving  a single  unit  transfusion 
raises  a red  flag.” 

“A  red  flag?”  I asked,  all  the  while  getting  more 
confused. 

“Quality  assurance!”  Taylor  exclaimed.  “The 
Joint  Commission  wants  us  to  look  at  all  single  unit 
transfusions  and  determine  their  necessity.  We  can’t 
just  give  blood  willy-nilly  you  know.  Big  Brother  is 
watching.” 

“Why  can’t  I just  give  one  unit  of  blood?”  I asked. 

“Well,  you  can  give  one  unit  of  blood,”  Taylor  re- 
plied. “Lord  knows,  the  last  thing  we  want  to  do  is  in- 
terfere with  your  care  of  the  patient.  It’s  just  that 
you’ll  have  to  document  it  in  the  chart.” 

“What  should  I document?”  I asked,  trying  to 
keep  calm. 

“Well,  since  it’s  a single  unit  transfusion,”  Taylor 
responded,  “it  will  be  automatically  reviewed  by  the 
Quality  Assurance  and  Blood  Utilization  review  com- 
mittees. All  you  have  to  do  is  document  your  reasons 
for  giving  only  one  unit.  That  keeps  the  lawyers 
happy,  too,”  Taylor  added. 

“What  do  the  lawyers  have  to  do  with  it?”  I asked. 
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“Well,  this  part  gets  a little  tricky,”  Taylor  re- 
sponded. “If  you  give  a single  unit  transfusion,  and 
the  patient  contracts,  say  hepatitis,  then  the  pa- 
tient’s lawyer  might  argue  that  the  transfusion  was 
unnecessary,  since  you  only  needed  to  give  one  unit. 
That’s  why  you  need  to  document  your  reasons  for  a 
single  unit  transfusion!” 

“I  think  I’m  finally  catching  on,”  I replied.  “If  the 
patient  is  sick  enough  to  need  blood,  then  he  needs 
two  units,  even  though  that  doubles  his  chances  of 
contracting  hepatitis  or  AIDS.  No  jury  could  accuse 
me  of  giving  blood  unnecessarily,  since  I ordered  not 
one  but  two  units  of  blood  to  be  transfused.” 

“You’ve  got  it!”  Taylor  Red  responded  enthusiasti- 
cally. “What  I’ve  said  holds  everywhere  except  in 
Japan.” 

“Japan?”  I asked.  “What  happens  in  Japan?” 
“Well,  a unit  of  blood  in  Japan  is  only  half  the  size 
of  a unit  in  the  United  States,”  Taylor  explained. 

“So  a single  unit  transfusion  in  the  United  States 
is  considered  a double  unit  transfusion  in  Japan?”  I 
asked. 

“Exactly,”  Taylor  responded. 

“I’ve  just  got  one  more  question,”  I replied,  feeling 
more  and  more  sure  of  the  situation.  “What  happens 
if  the  patient  develops  a blood  reaction  at  the  begin- 
ning of  the  second  unit?” 

“That’s  easy,”  Taylor  responded.  “Stop  the  blood 
and  order  a blood  count.  If  it’s  above  9.0  grams,  you 
don’t  need  to  give  the  second  unit,  unless  you  think 
the  patient  is  still  bleeding!” 

“Why  not?”  I asked. 

“Because,  at  least  you’ve  documented  in  the  chart 
that  you  thought  the  patient’s  condition  was  bad 
enough  that  you  tried  to  give  two  units  of  blood,  even 
though  you  were  unsuccessful,”  Taylor  responded. 

“Now  I’m  totally  confused,”  I replied  as  I hung  up 
the  phone  in  frustration. 

I ended  up  transfusing  just  one  unit  of  Aunt  Min- 
nie’s donor-directed  blood  and  documenting  my 
reasons  in  the  chart.  Dale  K.  did  fine,  and  went  home 
on  the  tenth  day.  After  two  months  on  iron  therapy, 
his  blood  count  returned  to  normal. 

The  Quality  Assurance  and  Blood  Utilization  re- 
view committees  both  deemed  the  treatment  to  be  ap- 
propriate. Some  things  they  just  don’t  teach  you  in 
medical  school! 


The  Author 

William  P.  Truels,  MD,  an  Oklahoma  City  surgeon,  is  assistant 
editor  of  the  Oklahoma  County  Medical  Society’s  Bulletin. 


Oklahoma  State  Department  of  Health 

Mammography  facilities  in  state 
must  meet  OSDH  & ACR  guides 


The  Radiation  Protection  Division  of 
W £ ^ the  Oklahoma  State  Department  of 

W j Health’s  Consumer  Protection  Ser- 

■ » I vice  has  examined  x-ray  units  used 

in  mammography  since  1976.  Over 
the  course  of  some  14  years,  techno- 
logical advances  have  improved  the  quality  of  the 
image  and  reduced  the  risks  associated  with  the  radi- 
ation dose.  The  facilities  in  Oklahoma  have  voluntar- 
ily kept  pace  with  these  improvements. 

Image  quality  and  radiation  dose  are  the  two  pri- 
mary concerns  when  evaluating  a mammography 
unit.  Where  both  film/screen  and  xeromammography 
can  have  excellent  image  quality,  xeromammography 
units  give  a significantly  higher  radiation  dose.  Phy- 
sicians from  the  American  College  of  Radiologists 
(ACR),  specialists  in  interpretation  of  x-ray  images, 
recommend  that  a dose  of  less  than  one  rad  be  re- 
ceived for  any  two- view  mammography  examination. 
The  facilities  which  utilize  a film/screen  system  in 
Oklahoma  are  well  below  this  level.  The  majority  of 
these  facilities  could  take  eight  views  and  stay  within 
this  guideline.  Xeromammography  facilities  are  lim- 
ited to  a much  smaller  number.  The  Radiation  Protec- 
tion Division  continues  to  work  with  all  facilities  to 
minimize  the  dose  without  compromising  image 
quality. 

There  has  been  recent  interest  in  selecting  a 
mammography  facility  based  on  an  accreditation  by 
the  ACR.  The  process  of  becoming  accredited  consists 
of  sending  patient  files  and  films  to  the  ACR  to  be 
evaluated  by  other  physicians.  There  are  minimum 
requirements  regarding  education  for  the  person  who 
performs  the  examination  as  well  as  the  physician 
who  interprets  the  image.  Continuing  education 
must  be  documented  each  year. 

The  most  difficult  aspect  of  the  accreditation  pro- 
cess is  the  evaluation  of  a “phantom”  image.  This  is 
a test  tool  which  determines  the  ability  of  the  x-ray 
unit  to  distinguish  objects  which  are  similar  to 
cancer  or  precancerous  conditions.  The  unit  must  vis- 
ualize at  least  10  items  in  order  to  be  satisfactory.  The 
dose  is  measured  and  must  be  less  than  one  rad  per 
two-view  examination.  The  state  evaluation  of  mam- 
mography units  uses  the  same  criteria  for  dose  level 
and  image  quality  required  by  the  ACR.  (J) 
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Deaths 


Physicians  Wanted  t continued > 


Paul  Olden  Shackleford,  MD 
1920  - 1990 

Paul  0.  Shackleford,  MD,  longtime  Tulsa  der- 
matologist, died  July  27,  1990.  A native  of  Haskell, 
Okla,  Dr  Shackleford  was  graduated  from  the  Univer- 
sity of  Oklahoma  School  of  Medicine  in  1944.  He 
served  with  the  US  Navy  for  32  months  during  World 
War  II,  attaining  the  rank  of  lieutenant.  His  Tulsa 
medical  practice  was  interrupted  by  his  service  dur- 
ing the  Korean  conflict  as  a member  of  the  US  Naval 
Reserve  Medical  Corps. 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


FAMILY  PRACTICE  — INTERNAL  MEDICINE.  Seeking 

physician  to  join  M.D.,  D.O.,  N.P.,  in  a rural  community,  one  hour 
from  Oklahoma  City.  Join  a busy,  fully-equipped  modem  medical 
clinic.  Beginning  salary  75,000+,  paid  3 wk.  vacation,  malprac- 
tice insurance,  health/life  insurance,  pension/profit  sharing  plan. 
Option  for  additional  income  in  local  emergency  department.  For 
more  information  call  Tricia  405-382-3650. 


LaJunta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


TEXAS:  Full-time  and  part-time  emergency  department 

positions  available  at  224  bed  hospital.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insurance. 
Benefit  package  available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  54, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


NEW  YORK:  linger  Lake  Region  — Seeking  Director  and 

full-time  emergency  department  physicians.  Excellent  compensa- 
tion, paid  malpractice  insurance,  signing  bonus,  and  optional  be- 
nefit package.  Contact:  Karen  Remai,  Emergency  Consultants, 
Inc.,  2240  South  Airport  Road,  Room  54,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800-632-3496. 


Occupational  Physician  — Position  available  in  hospital 

based  Occupational  Medicine  Program.  Requires  experience  in 
care  of  Worker’s  Compensation  patients  and  interface  with  indus- 
trial clients.  Contact  Andrew  John,  M.D.,  3500  N.  Coltrane  Rd., 
Oklahoma  City,  OK  73121,  (405)  427-7030. 


OHIO  (Northeast  and  Central  Locations):  Full-time  oppor- 
tunities for  career  oriented  Emergency  Department  physicians. 
Directorships  available.  Attractive,  moderate  volume  facilities. 
Competitive  hourly  rates,  malpractice  insurance  and  flexible 
scheduling.  Benefit  package  available  to  full-time  physicians.  For 
more  information  contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


EMERGENCY  MEDICINE  — SW  KANSAS  AND  IOWA  — 

Career  opportunities  in  Emergency  medicine  with  company  pro-  J 
viding  Emergency  Physician  services  to  17  hospitals.  Physicians 
work  as  independent  contractors,  receive  guaranteed  hourly  com- 
pensation, excellent  benefit  package,  and  paid  malpractice  insur- 
ance. Total  compensation  exceeds  $110,000.  Physicians  must  be 
certified  in  ACLS  and  have  experience  in  Emergency  Medicine,  i 
Part-time  positions  also  available.  Please  contact  Lowell  Sisson, 
Emergency  Practice  Associates,  P.O.  Box  1260,  Waterloo,  Iowa 
50704  or  call  1/800/458-5003. 


Emergency  Physician  — Position  available  for  Board  Cer- 
tified Emergency  Physician  in  busy  Oklahoma  City  Emergency  j 
Department.  Excellent  employment  benefits.  Contact  Andrew  I 
John,  M.D.,  3500  N.  Coltrane  Rd.,  Oklahoma  City,  OK  73121,  (405)  I 
427-7030. 


Other 


HUNT  antelope,  bear,  deer,  elk,  and  mountain  lion  in  South 

Colorado  and  North  New  Mexico,  archery,  muzzleloader  or  rifle. 
Bear  Paw  Outfitters  (303)  883-2254. 


Tired  of  insurance  companies’  avoiding,  cutting,  and 

denying  your  valid  claims?  You  may  now  bring  suit  directly.  For 
legal  representation  paid  contingent  on  recovery,  contact  Attorney 
Katherine  Hine,  508  N.  Crabtree,  Muskogee,  Oklahoma  74403; 
Telephone  (918)  682-4226. 


Do  in-office  CBCs  with  a QBC-II  from  Becton-Dickinson. 

This  unit  is  cosmetically  and  functionally  like  new,  with  approx- 
imately half  of  the  lease  payments  remaining.  I have  closed  my  of- 
fice and  no  longer  require  the  equipment  and  will  give  it  to  the 
first  person  willing  to  simply  take  up  the  payments  of  the  lease. 
I do  not  require  any  buy-out  of  equity,  but  must  dispense  of  this 
lease  immediately.  Also  have  available  a single  channel  ECG  with 
cart  by  Burdick,  and  a beautiful  oak  executive  desk  with  matching 
2-drawer  lateral  file  for  sale.  No  reasonable  offer  refused.  Call  Will- 
iam Hall  at  918-456-2124  or  write  P.O.  Box  1095,  Tahlequah,  OK, 
74465. 


OSMA  TOLL-FREE  NUMBER 
1-800-522-9452 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


OSMA  Physician 
Recovery  Program 

(405)  360-4535 


Selling  or  Buying  a Practice? 


Practice  evaluation 
Practice  brokerage 


Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 
Office  (405)  360-9238  Home  (405)  329-2423 


OKLAHOMA  UROLOGY  CENTER 


CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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Pasteur  Medical  Bldg. 

Room  301  East 
1111  N.  Lee 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918)  747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LAB1 

ALL  OKLAHOMA  CITY  LOCATIONS 239-7111 


THE 

Independent 

FVXTHDLDBV 
INSTITUTE.  INC. 
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PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  tbe  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 


MULTI-SPECIALTY  CLINICAL  HEALTHCARE 
FOR  SOUTHEASTERN  OKLAHOMA 


INTERNAL  MEDICINE 

STACY  R.  HARDY,  M.D. 

R.  KERN  JACKSON,  M.D. 
KENNETH  R.  MILLER,  M.D. 
LEROY  M.  MILTON,  M.D. 

GASTROENTEROLOGY 

JAMES  A.  GOLLA,  M.D. 

OPHTHALMOLOGY 

ROBERT  G.  CASE,  M.D. 

PEDIATRICS 

DELTA  W.  BRIDGES,  M.D. 
PAUL  S.  THOMAS.  M.D. 

OTOLARYNGOLOGY 

(POSITION  AVAILABLE) 


SURGERY 

WILLIAM  G.  BLANCHARD,  M.D. 
DAVID  T MACMILLAN,  M.D. 

ALLERGY 

PAUL  S.  THOMAS.  M.D. 

RADIOLOGY 

BRUCE  H.  BROWN,  M.D. 

CARDIOLOGY 

(POSITION  AVAILABLE) 

NEUROLOGY 

(POSITION  AVAILABLE) 

UROLOGY 

(POSITION  AVAILABLE) 


FAMILY  MEDICINE 

BRUCE  W.  BENNETT,  M.D. 
JOHN  B.  COTTON,  M.D. 
LARRY  D.  LEWIS,  M.D. 
WILLIAM  E.  GUPTON,  M.D. 

OBSTETRICS-GYNECOLOGY 

DAVID  L.  DOYLE,  M.D. 

L.  DWAIN  DOYLE,  M.D. 

W.  RILEY  MURPHY,  JR„  M.D. 
STEPHEN  J.  RIDDEL,  M.D. 

ORTHOPEDICS 

(POSITION  AVAILABLE) 

ADMINISTRATOR 

PAUL  B.  BISHOP 


The  McAlester  Clinic,  Inc.  iwp 

1401  E.  VAN  BUREN  AVE.  • PO.  BOX  908  • McALESTER  OK  74502  • 918  426-0240  .1.  V 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
“Stephen  Tkach,  MD,  FACS 
“Joseph  F.  Messenbaugh  III,  MD,  FACS 
*}.  Patrick  Evans,  MD,  FACS 
“Edwin  E.  Rice,  MD,  FACS 
“Warren  G.  Low,  MD,  FACS 
“Thomas  C.  Howard,  MD,  FACS 
“David  L.  Holden,  MD,  FACS 
“Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
“Richard  J.  Hess,  MD,  FACP 
“Jon  W.  Blaschke,  MD 
“R.  Eugene  Arthur,  MD 
“Larry  G.  Willis,  MD 
“Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

“Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


®MEm r 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

n^i 

Zj  Founded  1925  -L 

adults  and  children. 

MAILING  ADDRESS:  P.O.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MD|* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDf° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

John  S.  Irons,  MD|° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  f* 

Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 

James  R.  Claflin,  MDf° 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 

George  L.  Winn,  MDt 

3433  N.W.  56th,  Suite  870 

t Diplomate  American  Board  of  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

• Diplomate  American  Board  ot  Internal  Medicine 

(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 

° Diplomate  American  Board  ot  Pediatrics 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and 
one  of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant 
program  in  Oklahoma  to  earn  government  Medicare  Certification. 


Nazih  Zuhdi,  MD 

DIRECTOR, 


CHIEF  TRANSPLANT  SURGEON 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
Dimitri  Novitzky,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.C.  Smith,  MD 
Paul  Donat,  MD 

Research 

Bettina  Mues 
Thomas  Snow,  PhD 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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The  (hind  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)  631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Chickasha 
2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J.W  McDoniel,  M.D. 

J.O  Wood,  Jr.,  M.D, 

INTERNAL  MEDICINE 
W.S  Harrison,  M D 

D. L.  Stehr,  M.D. 

Don  R Hess,  M.D 
R.L.  Jenkins,  M.D. 

L V.  Deck,  M.D 
R.C.  Talley,  M.D. 

CARDIOLOGY 
Joe  T Bledsoe,  M D 

GASTROENTEROLOGY 
C.K  Su,  M.D. 

PEDIATRICS 
R E Herndon,  M.D 

E.  Ron  Orr,  M.D. 

J.E.  Freed,  M D. 

Pilar  Escobar,  M.D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M D 
Alan  J Weedn,  M D. 

David  Rumph,  M.D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M.D. 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M.  Johnson,  M.D 
Virginia  L.  Harr.  M.D 
Myra  Campbell,  PA. 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D. 

OPHTHALMOLOGY 
John  R.  Gearhart,  M.D 

ANESTHESIOLOGY 
T.  Gowlikar,  M D 
Gideon  Lau,  M D 
M M Vaidya,  M D. 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C.R.  Gibson,  M D 
Edwin  Horne,  Jr . M D. 


UROLOGY 
K.T.  Varma,  M D 

ORTHOPEDIC  SURGERY 
J.E  Winslow,  M.D. 

Timeri  Murari,  M.D 
Bill  Ohl,  PA. 

CLINICAL  PSYCHOLOGY 
J.M.  Ross,  Ph  D 

RADIOLOGY 
T.J.  Williams,  M.D. 

SPEECH  PATHOLOGY 
Colette  Ellis,  M.  Ed.,  C.C.C. 

DERMATOLOGY 
Linda  A Reinhardt,  M D 

ALLERGY 
R E.  Herndon.  M D 
W.S.  Harrison,  M D. 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudim  Vaidya,  M D 

NEUROSURGERY  (Part-time) 
R E Woosley,  M.D 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C Duus,  M D 

ONCOLOGY  (Part-time) 

R.G  Ganick,  M D 
L.M  Bowen,  M D. 

SOUTHERN  PLAINS 

MEDICAL  CENTER  / Duncan 

2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon,  M D 
Jeff  Jones.  M D 

ALLERGY  (Part-time) 

R E Herndon.  M D 

DERMATOLOGY  (Part-time) 

Mark  Roytman,  M D 

SOUTHERN  PLAINS 

AMBULATORY  SURGERY  CENTER 

2222  Iowa  — Chickasha,  OK 

MEDICARE  Approved 

ADMINISTRATION 
James  W Loy 
Daniel  N Vaughan 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N 

SARATOGA  P O BOX  849  / SHAWNEE.  OKLAHOMA  74801  / Phone 

405-273-5801 

ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M Bell,  MD- 

Michael  W.  Butcher.  MD* 

T.  A.  Balan,  MD,  FAAOS* 

William  Phillips,  MD* 

Merle  L.  Davis,  MD 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

Robert  G.  Wilson,  MD* 

Larry  D.  Fetzer,  MD 

S.  M Waingankar,  MD.  MS*  (Ortho) 

Cranfill  K.  Wisdom,  MD* 

GENERAL  SURGERY 

Eldon  V.  Gibson,  MD* 

Frank  H.  Howard.  MD’ 

D A.  Mace,  MD 

Gary  D Myers.  MD* 

J.  B.  Jarrell,  MD* 

OTORHINOLARYNGOLOGY 

INFECTIOUS  DISEASE 

S.  P Shetty,  MD* 

S.  Rishi,  MD*,  MS.  FACS 

William  A.  Chapman,  MD 

INDUSTRIAL  MEDICINE 

A.  M.  Bell.  MD 

NEONATOLOGY 

PATHOLOGY  CONSULTANT 

ADMINISTRATOR 

R.  K.  Mohan.  MD 

David  L McBride,  MD* 

W.  J.  Birney 

OBSTETRICS 

PEDIATRICS 

'Board  Certified 

GYNECOLOGY 

A.  M.  Bell,  MD* 

Richard  E.  Jones,  MD* 

R.  K.  Mohan,  MD* 

Stephen  E.  Trotter,  MD* 

W.  A.  Chapman,  MD* 

Donald  E.  Loveless,  Jr.,  MD* 

• 

ORTHOPEDIC  ASSOCIATES,  IIMC. 

ARID 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12 
(405)  947-091 1 


David.  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 


General  Orthopedic  Services 


I Okla  State  Med  Assoc,  Vol  83,  September  1990 


469 


DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OR  RADIOLOGY 


Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MRI 
Radiation  Therapy 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P 
ROGER  B.  COLLINS,  M.D 
GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 

CAROL  K.  YATES,  M.D. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
TELEPHONE  (405)  945-4750 


204  MEDICAL  TOWER  BLDG 
3141  NORTHWEST  EXPRESSWAY 
TELEPHONE  (405)  848-7741 


400  PHYSICIANS  PROFESSIONAL  BLDG  206  NORTHWEST  MEDICAL  CENTER  BLDG 

3400  NORTHWEST  EXPRESSWAY  3330  NORTHWEST  56TH  STREET 

TELEPHONE  (405)  943-9646  TELEPHONE  (405)  946-8999 


BAPTIST  HOSPITAL  DEACONESS  HOSPITAL 

TELEPHONE  (405)  949-3202  TELEPHONE  (405)  949-6107 


ni^PI 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 
MRI 

(1.5  Tesla  GE  Magnet) 

Head 
Spine 
Total  Body 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


CT  SCAN 

Head 
Spine 
Total  Body 


OKLAHOMA  HAND «==— 
SURGERY  CENTER,  INCl^gJ 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 


Kenneth  A.  Hieke,  MD 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Sllverstein,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  o(  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


ANESTHESIOLOGY 

ROBERT  E KAPLAN,  M.D. 
— Anesthesiology  — 
Pain  Management 
3500  State  Street 

Telephone  918-333-4550  Bartlesville,  OK  74006 

Fax:  918-333-5886 

CARDIOVASCULAR 

CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service),  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 

'G.L  Homck,  MD,  FACC  943-8428  'J  Voda,  MD,  FACC  947-1297 
■J  L Bressie,  MD,  FACC  946-0568  G.L,  Worcester,  MD  943-4134 

A F Elliott,  MD,  FACC  943-8421  K J.  Kassabian,  MD,  FACC  272-8397 

A S.  Dahr.  MD.  MS  947-2321 

'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N W 56th  Oklahoma  City,  Oklahoma  73112 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $50.00  per  half  inch  per  year. 


ALLERGY 


JAMES  A MURRAY.  MD,  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


Galen  P Robbins,  MD 
Williams  S Myers.  MD 
Lawrence  M Higgs,  MD 
Ronald  H White,  MD 


CARDIOVASCULAR  CLINIC 
William  J,  Fors,  MD 
W.  H.  Oehlert,  MD 
Charles  F.  Bethea,  MD 


Fred  E.  Lybrand,  MD 
Mel  Clark,  MD 
Jerome  L Anderson,  MD 
Santosh  T Prabhu,  MD' 


Senior  Consultant:  Wm  Best  Thompson,  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


JAMES  A MURRAY.  MD 
Fellow  Amencan  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  Slate  PPO  Accepted 


Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwesl  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC 


John  L Davis,  M D 
3330  N W 56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 


Suite  602 


OKLAHOMA  ALLERGY  CLINIC,  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


Roberts. Ellis, MDf  John  R.  Bozalis,  MDf 

LyleW.  Burroughs,  MDf  John  S.  Irons,  MDf 

Charles  D.  Haunschild,  MDf  Warren  V Filley,  MDf 
JamesH.  Wells,  MDf  James  R Clafiin,  MDf 

Senior  Consultants:  George  S.  Bozalis,  MD;  George  L Winn.  MDt 
t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  Amencan  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


RONALD  W GILCHRIST,  JR„  MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC 
C Jack  Young,  MD 

Diplomate  Amertcan  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 
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ENDOCRINOLOGY 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


M GUDE,  MD.  MRCP  (UK).  FACP 
Diplomate,  American  Boards  of  Infernal  Medicine 
and  Endocrinology/ Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M D Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave.,  #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC. 

Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  . MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memonal  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


WM  P TUNELL,  MD-  DAVID  W.  TUGGLE.  MD‘ 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
‘American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M.D.,  MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M.D.,  FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M D.,  Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate.  American  Board  of  Psychiatry 
V.  Girijanand  Bhat,  M.D.,  MRCP  (UK) 
CONSULTANTS 
Robert  J.  Outlaw,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Povl  Toussieng,  M.D.,  FAPA 

Thurman  E.  Coburn,  Ph  D.,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


RAYMOND  J DOUGHERTY.  MD 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


OSMA  News 

Another  OSMA  member  service 
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NORMAN  K IMES,  MD 
JOHN  E HUFF,  MD 

Diplomates  American  Board  ol  Internal  Medicine 
American  Board  ol  Internal  Medicine  • Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56th  Street.  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S LITTLE,  MD 
DENNIS  M PARKER.  MD 

Diplomates  American  Board  ol  Internal  Medicine 
American  Board  ol  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  ot  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W  56th  Street.  Suite  208  (405)  949-2215 

Oklahoma  City,  Oklahoma  73112 


RADIOLOGY 


CHET  BYNUM.  MD  GLENNA  YOUNG,  MD 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

13301  N Mendian  Bldg  300 
Oklahoma  City.  Oklahoma  73120 
(405)  752-0186 


RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City.  Oklahoma  73116 

Practice  Limited  To  CT  Scanning 

V.C.  Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 
Diplomates  American  Board  of  Radiology 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Lloyd  G.  McArthur,  PhD.  MD  Winfred  L.  Medcalf,  MD 

Robert  C.  Troop,  PhD,  MD 
207  C Street  NW  Ardmore.  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G.  M.  RAYAN.  MD.  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 


HOUSHANG  SERADGE.  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S BAJAJ.  MD.  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  , Suite  304  13313  N.  Meridian,  Suite  A 

Oklahoma  City.  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 


WILLIAM  J FORREST,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


HERBERT  M KRAVITZ,  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 


UROLOGY 


A de  QUEVEDO,  MD.  Inc. 

Diplomate  of  the  Amencan  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City.  Oklahoma  73103  232-1333 


BARNEY  J LIMES.  MD.  FACS 
1211  N Shartel.  Suite  208 
Oklahoma  City,  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr  , Suite  300 
Midwest  City,  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 


JOSEPH  D.  PARKHURST,  MD.  FACS 
Diplomate  American  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany,  OK  73008  495-6134  Yukon,  OK  73099 


CHARLES  L.  REYNOLDS,  JR  . MD,  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY.  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 


1125  N Porter 
Norman.  Okla  73071 
(405)  364-1071 
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Perry  A.  Lambird,  MD,  President; 
Billy  D.  Dotter,  MD,  President- 
Elect;  Michael  J.  Haugh,  MD,  Vice-President;  James  D.  Funnell,  MD, 
Secretary-Treasurer;  Larry  L.  Long,  MD,  Speaker,  House  of  Delegates; 
Victor  L.  Robards,  Jr.,  MD,  Vice-Speaker,  House  of  Delegates;  Sara  Reed 
DePersio,  MD,  Chair,  Board  of  Trustees;  Jay  A.  Gregory,  MD,  Vice-Chair, 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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Auxiliary 


"The  time  has  come,  the  Walrus  said, 
to  talk  of  many  things 
of  shoes  and  ships  and  sealing  wax 
of  cabbages  and  kings 
And  why  the  sea  is  boiling  hot 
and  whether  pigs  have  wings" 

— Lewis  Carroll 

So  let’s  talk  — let’s  talk  about  the  beginning  of  this 
new  decade,  the  last  of  the  twentieth  century. 
Hasn’t  it  been  a wonderful  start?  A new  president  is 
in  the  White  House,  the  Berlin  Wall  is  coming  down 
and  Communism  appears  to  be  losing  its  foothold 
throughout  Eastern  Europe,  and  again  there  may  be 
hope  for  the  hostages. 

Let’s  talk  about  medicine.  This  is  an  exciting  time 
for  medicine  — multiple  organ  transplant  surgeries, 
laser  surgeries,  new  and  more  effective  treatments 
for  cancer,  high  cholesterol  and  blood  pressure,  im- 
proved neonatal  care,  successful  bone  marrow  trans- 
plants, better  diagnostic  techniques,  and  the  list  goes 
on.  Will  Jonas  Salk  do  for  AIDS  what  he  did  for  polio? 

And  let’s  talk  about  medicine  — it  is  alive  and 
functioning,  but  it  is  not  well.  It  is  suffering  from 
many  ills  — tort  reform,  physician  reimbursement, 
apathy,  dissension,  access  to  care,  third  party  reim- 
bursement, and  managed  care  programs,  to  name 
just  a few.  There  is  no  immediate  cure,  but  there  is 
help,  and  that  help  is  the  auxilian,  the  volunteer,  the 
one  single  most  important  resource  of  the  medical 
auxiliary. 

So,  let’s  talk  about  medical  auxiliary  — it  is  an 
organization  of  physician  spouses  dedicated  to  ad- 
dressing the  specific  concerns  facing  the  medical  fam- 
ily and  to  working  toward  a better  quality  of  life  for 
all.  Auxilians  have  been  and  will  continue  to  be  very 
effective  in  areas  such  as: 

Legislation  — This  is  an  election  year,  and  it  is 
our  challenge  to  become  involved  in  political  cam- 
paigns with  our  time  and  money.  We  must  have 
knowledge  of  the  candidates.  We  must  know  how  they 
feel  about  medical  issues.  How  have  they  voted  in  the 
past?  Many  of  us  belong  to  AMPAC-OMPAC,  but 
more  of  us  should,  so  we  actively  solicit  dues.  We  are 
aware  that  it  is  through  these  PACs  that  the  AMA 
and  OSMA  are  able  to  contribute  financially  to 
friends  of  medicine. 

Health  Education  — The  auxiliary  will  con- 
tinue to  promote  health  education  through  projects 
at  the  national,  state,  and  county  levels.  This  year  on 
a state  level  our  plans  are  to  encourage  a comprehen- 
sive health  program  for  grades  K through  8.  A new 


program  from  the  AMA  utilizing  the  services  of  a 
physician  and  an  attorney  to  speak  to  students  about 
the  medical  and  legal  consequences  of  drug  use  will 
be  taken  to  all  auxiliaries  in  the  state  to  be  im- 
plemented. We  also  will  ask  counties  across  the  state 
to  begin  a metal  implant  bank  for  orthopedic  surgical 
hardware  and  supplies  to  be  gathered  and  sent  to 
Mexico  and  Central  and  South  America.  On  county 
levels,  the  auxiliary  will  continue  with  AIDS  educa- 
tion; teen  health  symposiums;  health  and  science 
fairs;  puppet  shows  on  tobacco,  alcohol,  and  drug 
abuse;  parenting  classes;  blood  donor  drives;  eye 
glasses  for  the  needy;  anti— drunk  driving  campaigns; 
“Learn  About  Your  Heart”  kits  for  elementary  school 
students;  infant  car  seat  loans  to  needy  parents;  hear- 
ing and  vision  testing;  “Emergency  First  Aid”  video 
for  use  of  various  organizations;  support  and  staff  day 
centers  for  the  homeless;  literacy  programs;  clothes 
drives  for  the  needy;  RN  health  care  for  the  homeless; 
and  many,  many  fund  raisers  to  help  medical  causes. 

AMA-ERF  — This  year  auxilians  across  the  na- 
tion raised  over  two  million  dollars  for  AMA-ERF. 
Auxiliaries  will  continue  to  come  up  with  new  and  in- 
novative ideas  to  raise  even  more  funds  this  year.  On 
a state  level,  “K”  Caldwell  has  come  up  with  an  excit- 
ing idea  which  will  be  presented  to  all  through  the 
mail.  I ask  that  you  please  respond  to  her  letter.  Con- 
tributions to  medical  schools  for  research  and  low- 
interest  loans  to  deserving  medical  students  are  an 
absolute  must  as  medicine  must  continue  to  attract 
the  brightest  minds  for  the  future  of  medical  excel- 
lence. 

And  now  let’s  talk  about  auxiliary  membership. 
It  is  of  vital  concern  to  me  as  state  president  because 
without  members  we  cannot  accomplish  our  goals. 
Auxiliary  offers  many  opportunities  for  personal 
gratification  at  all  levels,  for  friendships,  for  fun,  and 
for  involvement.  Please  encourage  your  spouse  to  join 
us,  to  take  part  in  what  can  be  done  to  help  medicine, 
to  help  stop  legislation  which  directly  and  adversely 
affects  medicine  and  our  physician  spouse  and  there- 
fore our  life  and  that  of  our  family.  Encourage  your 
spouse  to  become  an  auxilian,  to  reach  out,  show  con- 
cern, and  help  when  called  upon  in  the  community. 
Auxilians  are  prepared  to  meet  the  challenges  facing 
the  medical  community  and  families.  We  are  ready  to 
be  a part  of  the  many  exciting  changes  in  medicine 
and  the  world  about  us.  We  can  make  a difference, 
and  together  we  will  make  a difference. 

—Nora  H.  White 
OSMAA  President 
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The  Last  Word 


■ The  location  of  the  1991  Annual  Meeting  of  the 

Oklahoma  State  Medical  Association  (OSMA)  House 
of  Delegates  has  been  changed.  Persons  planning  to 
attend  the  meeting  should  note  that  the  May  9-11 
meeting  will  be  at  the  Sheraton  Century  Center 
Hotel  in  Oklahoma  City.  Plans  originally  called  for 
the  meeting  to  be  at  the  Shangri  La  Resort  near 
Afton. 

■ Roger  E.  Sheldon,  MD,  Oklahoma  City,  has  re- 
ceived the  1990  Paragon  Award  from  Leadership 
Oklahoma  City  for  his  work  in  leading  the  Institute 
for  Child  Advocacy.  Dr  Sheldon  is  a neonatologist  at 
Children’s  Hospital  of  Oklahoma,  chief  of  the  Neo- 
natal Section  at  the  University  of  Oklahoma  Health 
Sciences  Center,  and  chief  of  the  Pediatric  Service  at 
Oklahoma  Memorial  Hospital.  The  annual  award 
honors  Leadership  Oklahoma  City  alumni  for  out- 
standing leadership  qualities  and  activities. 

■ Sherry  Strebel  (Mrs  Gary  F.),  Oklahoma  City, 
has  been  named  president-elect  of  the  American 
Medical  Association  Auxiliary  (AMAA).  Mrs  Strebel 
was  elected  in  June  during  the  Annual  Session  of  the 
AMAA  House  of  Delegates  in  Chicago  and  will  serve 
for  one  year  before  assuming  the  office  of  AMA  Aux- 
iliary president.  She  has  been  active  in  the  AMAA 
for  many  years,  having  served  as  secretary,  vice- 
president  of  the  southern  region,  director,  and 
member  of  the  Finance  and  Long-Range  Planning 
committees.  She  has  also  served  as  AMA  Auxiliary 
Legislation  Committee  chair  and  auxiliary  represen- 
tative to  the  AMA  Council  on  Legislation. 

Mrs  Strebel  was  state  auxiliary  president  and 
Legislation  Committee  chair  for  two  years  and  con- 
tinues to  serve  on  the  board  of  the  Oklahoma  County 
Medical  Society  Auxiliary,  of  which  she  was  presi- 
dent. 

■ The  Fifteenth  Annual  Fall  Educational  Meet- 
ing, Current  Concepts  in  Occupational  Medicine, 
will  be  held  Friday  and  Saturday,  November  2 and  3, 
at  the  Seasons  Inn  in  Edmond,  Okla.  The  meeting  is 
sponsored  by  the  Oklahoma  College  of  Occupational 
Medicine,  a component  society  of  the  American  Col- 
lege of  Occupational  Medicine.  For  details  and  regis- 
tration information,  contact  William  R.  Gillock,  MD, 
6964  South  69th  East  Avenue,  Tulsa,  OK  74133,  (918) 
493-6544. 


■ The  National  Practitioner  Data  Bank  is  sche- 
duled to  begin  operation  this  month.  The  bank  is  a 
computerized  clearinghouse  of  information  on  mal- 
practice awards  and  settlements,  adverse  profes- 
sional society  actions,  and  professional  review  actions 
that  result  in  revocation  or  suspension  of  clinical 
privileges  by  hospitals  or  other  health  care  entities 
for  more  than  30  days  — all  of  which  must  be  reported 
to  the  data  bank.  A booklet  entitled  “National  Prac- 
titioner Data  Bank,”  which  explains  the  program  in 
detail,  is  available  from  the  American  Medical  As- 
sociation at  no  charge  to  its  members.  To  order,  call 
the  AMA’s  toll-free  number,  1-800-AMA-3211.  The 
data  bank  also  offers  a toll-free  help  line  to  answer 
questions:  1-800-767-6732. 

■ Physicians  insured  by  the  Physicians  Liabil- 
ity Insurance  Company  (PLICO)  have  just  seven 
more  opportunities  to  attend  a loss  prevention  semi- 
nar this  year.  Attendance  at  such  a seminar  at  least 
once  every  three  years  is  mandatory  for  continued 
PLICO  coverage. 

Seminars  scheduled  for  the  remainder  of  1990  are 
as  follows:  Tulsa,  October  2,  6:30-9:30  pm,  Breast 
Cancer  Loss  Prevention  Seminar,  Sheraton  Ken- 
sington Hotel;  Oklahoma  City,  October  4,  6:30-9:30 
pm,  Breast  Cancer  Loss  Prevention  Seminar,  Mar- 
riott Hotel;  Norman,  October  5,  2-5  pm,  Loss  Preven- 
tion for  Psychiatric  Residents,  Central  State  Hospi- 
tal; Oklahoma  City,  November  3,  1:30-4:30  PM, 
Oklahoma  Academy  of  Pediatrics,  Lincoln  Plaza 
Hotel. 

Other  programs  are:  Tulsa,  November  2,  9 AM- 
4 pm,  Physicians’  Rights  and  Medical  Ethics  Semi- 
nar, Hillcrest  Hospital;  Oklahoma  City,  November 
4, 1-4  pm  OSMA/PLICO-sponsored,  Hilton  Inn  North- 
west; Oklahoma  City,  November  16,  9 am-4  pm, 
Physicians’  Rights  and  Medical  Ethics  Seminar,  Bap- 
tist Hospital. 

The  November  2 and  16  seminars  require  a full 
day’s  attendance  and  a registration  fee.  Information 
on  all  seminars  is  available  from  the  OSMA,  601 
Northwest  Expressway,  Oklahoma  City,  OK  73118, 
(405)  843-9571  or  1-800-522-9453.  (J) 
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Always  on  call. 


For  over  20  years.  C.  L.  Frates  and  Company  has  been  recognized  as 
"Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.”  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY 

INTERNATIONAL  INSURANCE  FACILITIES 


Insurance  Counselors  to  the  OSMA 


P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 


Good  Cents  Doesn't  Cost,  It  Pays! 

“With  over  20,000  square  feet  and  a heated  pool,  we  have  unusual  energy 
needs.  But,  with  Good  Cents  and  our  heat  pumps,  the 
savings  and  ease  of  maintenance  have  been  fantastic.” 

Jim  Seawright  — Council  Oaks  Learning  Campus 
Broken  Arrow 

Bottom-Line  Benefits  Fop  Any  Building  Owner. 

For  buildings  of  any  size  or  type,  PSOs  Good  Cents 
energy  efficiency  programs  mean  lower  energy  bills, 
reduced  operating  costs,  and  increased  property  values. 

To  put  our  cost-cutting  Good  Cents  Programs  to 
work  for  you,  call  your  Good  Cents  Commercial 
representative  at  PSO. 


Good  Cents 

Commercial 

Public  Service  Company  of  Oklahoma 


JOURNAL 

OKLAHOMA  STATE  MEDICaTAsSOCIATION 
OCTOBER  1990 


Oklahoma  City  Clinic 


Multiple  Specially  Clinics 


Ambulatory  Care 

271-2728 

Internal  Medicine 

271-2717 

Charles  A.  (Tony)  Leveridee,  M.D. 

Kent  C.  Hensley,  M.D. 
Leslie  A.  Arneson,  M.D. 

Aviation  Medicine 

271-2728 

Donald  G.  Preuss,  M.D. 
Earl  S.  Elliott,  M.D. 

Brian  P.  Levy,  M.D. 
Charles  D.  Arnold,  M.D. 

David  H.  Cheatham,  M.D. 
Andrea  L.  Key,  M.D. 
Robert  W.  Nickeson,  M.D. 
Martha  A.  Brehm,  M.D. 

Leslie  A.  Arneson,  M.D. 
Behavioral  Medicine 

271-2453 

James  C.  Lorentzen,  M.D. 
Michael  K.  Crawford,  M.D. 
Gregory  M.  Spencer,  M.D. 
David  w.  Rader,  M.D. 

Maribel  Diaz-Esquivel,  M.D. 
Carol  G.  Lawrence,  M.D. 

Lucien  D.  Rose,  Ph.D. 
William  J.  Shaw,  Psy.D. 

Cardiology 

Pediatric  Rheumatology 

271-2788 

271-2733 

Terry  N.  Copeland,  M.D. 
Peter  S.  Young,  M.D. 
James  E.  Goodwin,  M.D. 

Robert  W.  Nickeson,  M.D. 
Podiatry 

271-2513 

Charles  W.  Robinson,  M.D. 
Thomas  R.  Russell,  M.D. 
Paul  C.  Houk,  M.D. 

Alan  R.  Puls,  M.D. 

Neonatologv 

271-2788 

W.  Bradley  Johnston,  D.P.M. 

Sylvia  Lopez,  M.D. 
Anand  B.  Mahajan,  M.D. 

Neurology 

Pulmonary  Disease/ 
Critical  Care 

271-2933 

271-2500 

William  W.  Cook,  M.D. 
Mark  S.  Fixley,  M.D. 
Steven  R.  Smith,  M.D. 

Cardiovascular- 
Thoracic  Surgerv 

271-2733 

Robert  W.  Dow,  M.D. 

R.  Mark  Bodenhamer,  M.D. 
Brian  R.  Boggs,  M.D. 

Endocrinology 

Obstetrics  and  Gvnecologv 

271-2771 

Radiology 

271-2755 

271-2717 

Roger  D.  Quinn,  M.D. 
Thomas  R.  Bryant,  M.D. 
John  D.  Dachauer,  M.D. 

Alan  M.  Effron,  M.D. 
Carol  V.  Sheldon,  M.D. 
Thomas  W.  White,  M.D. 

James  L.  Males,  M.D. 
Ronald  P.  Pain  ton,  M.D. 
Jonathon  L.  Davis,  M.D. 

Robert  S.  Ryan,  M.D.,  Ph.D. 
Jana  Turner  Karim,  M.D. 

Ophthalmology 

271-2858 

Clark  A.  Ward,  M.D. 

Ruth  G.  Brush,  M.D. 

Nancy  R.  Pennington,  M.D. 

Familv  Medicine 

271-2717 

David  K.  Linn,  M.D.,  Ph.D. 

Urology 

271-2725 

Steven  A.  Crawford,  M.D. 
James  R.  Kimball,  M.D. 
Robert  E.  Terrell,  M.D. 
Paul  D.  Johnson,  M.D. 
Jeffrey  B.  Cruzan,  M.D. 
Constance  A.  Smiley,  M.D. 
Charles  W.  Lunn,  M.D. 

T.  Wade  Toalson,  M.D. 

Gastroenterology 

Orthopedic  Surgerv 

271-2766 

William  F.  Barnes,  M.D. 
Richard  E.  Herlihy,  M.D. 
John  P.  Ross,  M.D. 

Family  Medicine-Elk  City 

Dennis  J.  Friesen,  M.D. 

John  R.  Perkins,  M.D. 

J.  Pat  Livingston,  M.D. 
John  R.  Hunter,  M.D. 

Otolaryngology 
Head  and  Neck  Surgery 

271-2791 

225-8131 

271-274 7 

C.  Joseph  Wine,  M.D. 
Joseph  E.  Leonard,  M.D. 
Willard  B.  Moran,  Jr.,  M.D. 

Craig  A.  Phelps,  M.D. 

David  A.  Neumann,  M.D. 
Robert  S.  McFadden,  M.D. 
Joe  C.  Zuerker,  M.D. 
Leann  C.  Serbousek,  M.D. 

General  Surgery 

Pediatrics 

271-2788 

Executive  Director 
A.  Wayne  Coventon 

271-2749 

Hal  B.  Vorse,  M.D. 

William  J.  Kruse,  M.D. 
Gary  D.  McGann,  M.D. 
Mickey  E.  Crittenden,  M.D. 

Diabetes  Management  Center  271-2604 

Jay  P.  Cannon,  M.D. 
Teresa  M.  Shavney,  M.D. 

Don  L.  Wilber,  M.D. 
(Continued  on  next  column) 

Oklahoma  Arthritis 
Care  Center 

271-CARE 

Hematologv-Oncologv 

271-2744 

Sexual  Health  Center 

271-7553 

Ralph  G.  Ganick,  M.D. 

L.  Michael  Bowen,  M.D. 
Gregory  A.  Parker,  M.D. 

Hepatology 

271-2747 

701  N.E.  10th 

Oklahoma  City,  OK  73104 

Nutrition  Counseling  and 
Weight  Control  Programs 

m-im 

Robert  S.  McFadden,  M.D. 

1-800-522-0224 

Accredited 

Accreditation  Association 

Infectious  Diseases 

271-2717 

for  Ambulatory  Health  Care  Inc. 

Clifford  G.  Wlodaver,  M.D. 
James  L.  Kirk,  M.D. 

6 Locations  Across  The  State 

A BRIGHT  IDEA... 

IN  MILD  TO  MODERATE 
HYPERTENSION 

180-mg  Calan  SR...once-daily,  single-agent  therapy 

• Efficacy  proven  comparable  to  240  mg1 

• 24-hour  control  with-once-daily  dosing1* 

• Low-dose,  well-tolerated1  therapy1 

A more  economical  choice* 


ILY 


180mg 

lane^ 


SUSTAINED-RELEASE  CAPLETS 


"Total  daily  dosages  above  240  mg  should  be  administered  in  divided 
doses.  Calan  SR  should  be  administered  with  food. 

'Constipation,  which  is  easily  managed  in  most  patients,  is  the  most 
commonly  reported  side  effect  of  Calan  SR. 

’Price  comparison  versus  240-mg  Calan  SR. 

Please  see  next  page  of  this  advertisement  for  references  and  a brief 
summary  of  prescribing  information 


SEARLE 


Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."2 


References: 

1.  Data  on  file,  C.D.Searle&CO-  2. 1988  Joint  National  Committee: 

The  1988  report  of  the  Joint  National  Committee  on  Detection, 

Evaluation,  and  Treatment  of  High  Blood  Pressure.  Arch  intern  Med 
1988:148  1023-1038. 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings ),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%)  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility:  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits  The  combination  should  be  used  only 
with  caution  and  close  monitoring  Decreased  metoprolol  clearance  may  occur  with  combined 
use  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxm  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration 


Concomitant  use  of  flecamide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolarization  Combined  verapamil  and  quimdine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully 
Verapamil  may  increase  carbamazepme  concentrations  during  combined  use  Rifampin  may  reduce 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosage  reduction 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed  One  study 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed 
Verapamil  is  excreted  in  breast  milk:  therefore,  nursing  should  be  discontinued  dunng  verapamil 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2  5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (18%),  fatigue  (1.7%),  dyspnea  (14%) 
bradycardia:  HR  < 50/min  (14%),  AV  block:  total  r,2",3°  (1.2%),  2°  and  3°  (0  8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes  The  following  reactions,  reported  in  10%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain  angina 
pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibnum  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens-Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  unnation,  spotty  menstruation, 


impotence 

12/21/89  - P90-W198V 

SEARLE 

G D Searle  & Co 

Box  5110.  Chicago.  IL  60680 

Address  medical  inquiries  to: 
G.D  Searle  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  6 0077 

®1990,  G D Searle  & Co 
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Make  Y)ur  Building 
ASiteToBeSeen. 


Beauty.  Increased 
Enhanced  community 
Thanks  to 
CityLights,  PSO’s 
facade  and  landscape 
lighting  program,  the 
benefits  of  exterior 
lighting  are  within 
easy  reach  for  any 
building  owner. 

PSO  can  help  you 
select  a lighting 


safety.  design  that  makes  sense  for  your 


pride. 


building 


“CityLights  helped 
us  put  Towne  Centre 
on  the  map.  Its 
been  a great 
investment.  ” 


Michael  Nalley 
Property  Manager 
The  Trammell  Crow 
Company 


and  your  budget. 

We’ll  even  pay  you 
$100  for  each  qualify- 
ing kilowatt  of  facade 
or  landscape  lighting 
you  install. 

Just  give  us  a call 
at  PSO.  We’ll  help 
you  make  your  build- 
ing a site  to  be  seen. 
Even  at  night. 


CityLights 

BUILDING  PRIDE  IN  OKLAHOMA 

Public  Service  Company  of  Oklahoma 
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"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  information 
Indication:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae. 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A /r-hemolytlc  streptococci! 

Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  In  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  diiect  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Although 
dosage  adjustments  In  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made 

• Bioad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old  Ceclor  penetrates  mother's  milk  Exercise  caution 
in  prescribing  for  these  patients 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs' 
tests  each  occur  in  less  than  1 1n  200  patients  Cases 
of  serum-sickness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  Is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0  5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0 055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  ol  therapy  and  subside 
within  a few  days  after  cessation  of  therapy,  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies)  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children  Antihistamines  and  glucoconicoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms  No 
serious  sequelae  have  been  reported 
■ Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy 

• Gastrointestinal  (mostly  diarrhea):  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely 

• Rarely  reversible  hyperactivity,  nervousness.  Insomnia 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other  eosinophilia,  2%:  genital  pruritus  or  vaginitis 
less  than  1%  and  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and.  rarely, 
hemolytic  anemia  and  reversible  neutropenia 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehlmg's  solution  and  Cllnitest'  tablets  but  not  with 
Tes-Tape'  (glucose  enzymatic  test  strip.  Lilly). 
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The  Greatest  Virtue 

In  the  darkened  theater  of  human  history,  the  display 
of  charity  has  been  an  erratic  candle  sometimes  flar- 
ing brightly,  and  sputtering,  then  dimly  glowing  and 
at  times  blazing  brightly  again.  In  ancient  times 
charity  was  believed  to  be  God’s  love  given  through 
a human  intermediary  to  another  human  being. 

With  time,  this  spiritual  concept  of  charity  evoked 
a host  of  material  applications,  notably  the  provision 
of  food,  clothing,  and  shelter  to  unfortunates  unable 
to  fend  for  themselves.  And  as  medical  care  developed 
into  a useful  commodity,  medical  services  also  came 
to  be  provided  as  charitable  gifts.  Physicians  of  every 
historical  era  have  provided  charitable  services  to  un- 
fortunates as  often  as  has  any  profession,  and  more 
than  many. 

Always,  charity  has  been  considered  one  of  the 
cardinal  virtues,  and  a revered  apostle  rated  it  as  . . . 
“the  greatest.”  And  yet,  charity’s  erratic  expression 
signals  that  it  has  only  tentative  acceptance  into  the 
mores  of  most  people.  Perhaps  its  rarity  results  be- 
cause the  spiritual  value  is  less  when  charity  is  an 
episode  of  nonsacrificial  donation  of  an  unneeded 
surplus  from  those  secure  and  strong  to  an  unknown, 
faceless  recipient. 

In  frontier  America,  mutual  aid  and  personal 
charitable  initiatives  were  warp  and  woof  of  our  de- 
veloping social  fabric.  But  in  modem  times,  this  fab- 
ric has  been  blotched  by  a pattern  of  progressive  as- 
similation of  charitable  activities  by  government 
agencies.  As  town  councils  and  county  commission- 
ers came  to  supply  food,  shelter,  and  medical  care  to 
the  unfortunate,  a distancing  and  impersonalization 
resulted  that  cancelled  the  sense  of  personal  attone- 
ment  from  the  process. 

However,  this  general  pattern  of  local  govern- 
ment’s charitable  supply  of  basic  necessities  did  work 
for  a time,  as  local  knowledge  of  local  unfortunates 
led  to  a reasonable  use  of  charitable  resources.  But 
in  more  recent  times,  the  federal  government  has  in- 
stitutionalized the  dispensation  of  medical  care,  food, 
and  shelter.  Unfortunately,  these  federal  preemp- 
tions of  local  customs  have  replaced  the  previous 
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personal  charities  with  impersonal,  remotely  ad- 
ministered legalistic  rules  and  regulations  that  com- 
monly fail  to  fill  the  real  human  needs  of  the  charity 
recipients. 

So  charity,  the  greatest  virtue,  has  fallen  on  hard 
times  in  modem  America,  and  has  lost  its  spiritual 
effects,  as  more  and  more  charities  of  our  society  have 
been  subsumed  by  government.  Charity  by  govern- 
ment does  not  elevate  the  giver  nor  does  it  strengthen 
the  recipient.  But  the  idea  has  been  inserted  that  the 
charity  recipient  should  have  needs  met  without  con- 
dition, and  this  biologically  uncomfortable 
philosophy  is  now  widespread  in  America’s  political 
process. 

America  is  ensnarled  in  a deteriorating  and  bas- 
tardized medical  economics  system  that  must  be  re- 
vised if  quality  medical  care  is  to  continue.  With  vast 
numbers  of  uninsured,  unemployed,  and  indigent  pa- 
tients, and  a charity  “system”  preempted  by  a heart- 


With  vast  numbers  of 
uninsured , unemployed , and 
indigent  patients , and  a charity 
"system  " preempted  by  a 
heartless  bureaucracy  America 
must  now  reorganize  its  medical 
economics. 


less  bureaucracy,  America  must  now  reorganize  its 
medical  economics. 

One  of  the  needed  elements  in  reorganization 
must  be  a return  of  charitable  options  and  decisions 
to  local  — and  more  responsive  — agencies.  Since 
Medicaid  regulations  now  need  a major  overhaul, 
this  is  a good  time  to  dismantle  them,  and  to  return 
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both  the  funding  and  the  intake  decisions  to  the  local 
county  commissioners  and  state  legislatures.  Local 
elected  officials  should  be  the  decision  point  for  gov- 
ernment “charity”  choices  rather  than  a remote-con- 
trolled, unelected  social  worker. 

When  locally  controlled  funds  can  be  used  for 
charitable  medical  care,  we  will  be  able  to  reestablish 
the  county  commissioner-teaching  hospital  connec- 
tion. Then  the  medical  profession  would  revitalize 
the  relationship  between  the  Oklahoma  Legislature 
and  Oklahoma  Memorial  Hospital.  Then  the  Okla- 


homa State  Medical  Association  could  rediscover  the 
eloquence  to  extract  adequate  appropriations  from 
the  legislature  for  our  teaching  hospitals  and  medi- 
cal schools. 

It  has  been  said:  “charity  begins  at  home.”  It  also 
seems  true  to  say  “charity  ends  at  home,”  and  then 
conclude  that  the  Greatest  Virtue  exists  only  at  home. 

(f.  X X & 
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OMPAC  — Who  Needs  It 

In  the  midst  of  an  almost  unpre- 
cedented year  of  legislative  and 
regulatory  initiatives  affecting 
medicine,  let  us  consider  just 
how  your  AMA  and  OSMA  rep- 
resent you. 

Larry  Long’s  Council  on 
State  Legislation  and  Regula- 
tion and  Dick  Boatsman’s  Coun- 
cil on  Governmental  Activities 
are  the  front  lines.  Assisted  by  capable  staff,  these 
councils  identify  issues  at  an  early  stage,  analyze 
their  potential  effects,  draft  written  and  oral  re- 
sponses, and  make  innumerable  personal  contacts 
with  regulators  and  legislators  on  behalf  of  patients 
and  medicine.  Only  rarely  are  we  faced  with  the 
necessity  of  individual  physician  involvement  (as,  for 
example,  with  the  CLIA  regulations).  The  successes 
are  many,  the  losses  few. 

Have  you  considered,  however,  just  how  and  why 
these  efforts  are  so  unobtrusive?  While  logic,  righ- 
teousness, and  charisma  help,  in  the  last  analysis 
successful  efforts  are  grounded  in  financial  support 
of  candidates,  both  individually  and,  very  impor- 
tantly, through  political  action  committees.  One  does 
not  buy  votes,  but  consistent  support  and  warm  rela- 
tions can  be  absolutely  critical  to  gaining  the  ear  of 
a solon  when  the  chips  are  down. 


Which  brings  us  directly  to  OMPAC.  Have  you 
contributed?  Several  years  ago  your  House  endorsed 
unanimously  a resolution  stating  that  all  OSMA 
delegates  and  officers  and  all  OMPAC  directors 
should  be  $200-a-year  OMPAC  members.  As  of  last 
August,  only  35  had  contributed!  If  every  member  of 
OSMA  had  made  only  a token  contribution  of  $25  we 
could  have  made  a substantial  impact  on  critical 
primaries.  As  it  was,  OMPAC  was  only  half  funded 
and  many  deserving  candidates  received  either  no  or 
only  token  assistance.  I suspect  the  consequences 
may  be  felt  in  the  future. 

It  is  not  too  late  to  have  an  impact  on  the  general 
elections  if  you  send  a check  to  OMPAC.  The  AMA 
and  the  OSMA  can  do  much  for  patients  and  medi- 
cine, but  they  do  need  both  volunteers  and  money. 
Help  yourself  to  a better  future  by  sending  a check 
today  to: 

OMPAC 
PO  Box  54520 
Oklahoma  City,  OK  73154 
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Special 


Adolescent  Drug  and  Alcohol  Abuse: 
A Time  for  Physician  Response 


David  ).  Confer,  MD;  Robert  W.  Block,  MD 


As  community  leaders,  Oklahoma  physicians  are 
uniquely  qualified  to  provide  education  and  direction  in 
the  battle  against  adolescent  drug  and  alcohol  abuse. 

Alarming  numbers  of  teenagers  in  the  United 
States  are  being  referred  for  alcohol  and  drug  de- 
pendency treatment.  Children  admitted  represent 
only  a small  proportion  of  those  becoming  chemically 
dependent.  Parents  and  community  leaders  often 
turn  to  schools  for  a solution  to  the  drug  and  alcohol 
problem.  Whether  through  ignorance  or  apathy,  par- 
ents have  failed  to  come  together  to  solve  what  is  a 
community  problem,  not  just  a school  problem.  Physi- 
cian leadership  can  provide  education  and  direction 
so  parents  can  unite  with  schools,  law  enforcement, 
and  community  leaders  in  a directed  attempt  to  pre- 
vent their  children  from  becoming  involved  with 
what  is  our  nation’s  leading  public  health  dilemma. 

The  Oklahoma  State  Medical  Association 
(OSMA)  is  developing  a task  force  of  physician  volun- 
teers who  will  become  involved  in  their  communities. 
Support  for  the  physician  and  his  or  her  community 
will  be  provided  in  the  form  of  pertinent  information, 
educational  materials,  and  introduction  to  specific 
leaders  who  specialize  in  chemical  dependency  con- 
trol. 

Defining  the  Problem 

Across  the  nation  our  teenagers  have  been  given  lec- 
tures not  to  do  drugs,  but  they  continue  to  be  sur- 


Direct  correspondence  to  Robert  Block,  MD,  2815  South  Sheridan,  Tulsa,  OK  74129. 


rounded  by  “do  alcohol”  messages.  Adolescents  are  re- 
sponding to  the  messages.  Alcoholism  among  teen- 
agers is  a major  problem  in  the  state  of  Oklahoma. 

Big  teen  parties  happen  each  and  every  weekend. 
Photocopy  notices  are  passed  out  at  high  schools  de- 
tailing logistics  of  the  events.  These  are  often  all-you- 
can-drink  parties  in  apartment  complexes,  motel 
rooms,  or  private  homes  when  parents  are  out  of 
town.  There  are  instances  where  parents  provide  al- 
coholic beverages.  The  parties  are  frequented  by  the 
most  popular  kids  in  school:  football  players,  cheer- 
leaders, student  council  leaders,  etc.  If  younger  chil- 
dren (popular  eighth  and  ninth  graders)  are  lucky 
enough  to  be  invited,  they  may  say  no  to  the  drinking 
temptation  initially,  but  studies  show  85%  of  adoles- 
cents beyond  their  15th  birthday  are  drinking  regu- 
larly. 

Unfortunately,  only  about  15%  of  parents  think 
their  children  might  be  involved  with  drinking.  This 
is  a problem  particularly  in  large  school  districts 
where  parents  do  not  know  one  another.  They  are  re- 
luctant to  call  to  see  if  the  teenagers  are  where  they 
said  they  would  be,  and  if  there  are  responsible 
adults  monitoring  the  party. 

Along  with  alcohol,  other  drugs  continue  to  be  a 
problem.  Cocaine,  especially  “crack”  and  a new  form 
of  amphetamine  named  “ice”  are  concerns.  These 
drugs  are  inexpensive  and  are  appealing  to  teen- 
agers, who  can  rapidly  develop  addiction  after  only 
a few  uses.  Crack  houses  are  open  and  doing  booming 
businesses  in  many  areas  of  our  state.  Juvenile  drug 
dealers  are  a frequent  problem.  Sixteen  high  school 
students  were  arrested  in  Ponca  City  in  one  day  for 
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dealing  drugs.  Thirty-three  dealers  were  appre- 
hended in  Enid,  also  in  just  one  day.  The  relationship 
between  teen  pregnancy,  accidental  deaths,  suicides, 
and  other  health  hazards  with  drug  and  alcohol  use 
is  well  documented. 

Community  Involvement 

Parents  often  won’t  become  anxious  and  involved 
until  some  incident  occurs  to  local  teenagers.  This  is 
a good  time  for  a prepared  physician  to  come  forth  to 
offer  leadership  and  organize  a parents’  meeting  with 
school  and  community  leaders.  Law  enforcement  offi- 
cials and  students  should  be  involved  in  the  meeting 
to  explain  the  nature  of  the  problem.  At  one  such 
meeting  in  the  Tulsa  area,  parents  asked  school  per- 
sonnel why  fewer  students  were  attending  football 
games.  A student  leader  responded,  “Frankly,  kids 
would  much  rather  go  to  the  drinking  parties  than  to 
the  games.”  In  a survey  of  the  Fellowship  of  Christian 
Athletes  following  this  meeting,  72%  admitted  to 
being  involved  with  weekend  drinking  parties.  Par- 
ent, school,  and  student  response  to  the  problem  can 
be  dramatic  and  positive.  Drug-free  contracts  with 
students  can  be  signed,  drug  testing  programs  can  be 
instituted,  and  strict  law  enforcement  can  be  sup- 
ported by  parents,  as  can  appropriate  school  disci- 
pline. 

Drugs  and  alcohol  are  inseparable  from  other  is- 
sues concerning  values  and  ethics.  Children  raised  in 
a nurturing  environment  and  as  part  of  a healthy 
family  have  less  chance  of  becoming  dependent  on 
chemicals.  Basic  parenting  skills  such  as  active  lis- 
tening, building  the  child’s  self-esteem,  and  em- 
phasizing family  values  are  all  valuable  tools.  Chil- 
dren who  feel  good  about  themselves,  and  who  are 
motivated  to  seek  a successful  future  may  experi- 
ment with  alcohol  and  some  drugs,  but  usually  will 
not  risk  their  most  valuable  asset,  themselves,  by 
abusing  chemicals. 

Too  often,  when  children  run  into  problems,  the 
blame  is  placed  on  “peer  pressure.”  Just  as  parents 
must  teach  about  the  exploitation  of  commercialism, 
they  must  also  teach  about  how  peers  might  exploit 
each  other  just  to  have  company  in  an  illegal  and 
risky  behavior.  Children  can  be  taught  the  true  value 
of  themselves  as  individuals.  Parents  should  validate 


the  uniqueness  that  makes  each  child  special  and 
necessary  as  a contributing  member  of  the  family. 
Children  can  then  make  better  judgments  about  peer 
influences.  They  may  still  feel  compelled  to  go  along 
with  the  crowd  in  choice  of  music,  hairstyle,  trendy 
fashion,  and  other  harmless  issues,  but  can  “draw  the 
line”  and  resolutely  say  “NO”  when  it  comes  to  risk- 
taking behaviors. 

One  trap  often  catches  parents,  but  can  be  avoided 
by  most  skillful  adults.  Never  play  the  “Yes,  you  are 
. . . No,  I’m  not”  game  with  adolescents.  Rather  than 
argue  over  whether  or  not  a child  is  smoking,  drink- 
ing, or  doing  drugs,  parents  are  encouraged  to  look 
for  “markers.”  Examples  of  useful  markers  include 
dropping  grades  in  school,  choice  of  friends,  behaviors 
seen  at  home,  responsibility  level,  appearance,  lan- 
guage, and  interests,  among  others.  If  the  markers 
indicate  problems,  it  is  reasonable  to  suspect  chemi- 
cal dependency,  or  perhaps  poor  emotional  health, 
both  of  which  warrant  counsel  with  a skilled  profes- 
sional. Often  parents,  who  may  feel  embarrassed  or 
guilty,  are  unwilling  to  admit  problems  in  their  own 
children,  and  will  become  enablers.  An  enabler  is  a 
person  who  allows  another  to  continue  the  downward 
slide  of  chemical  dependency  by  ignoring  the  prob- 
lem, covering  for  the  disabled  child,  making  personal 
excuses,  and  hiding  from  reality. 

In  recent  years,  good  prevention  programs  have 
been  sponsored  by  the  Oklahoma  Alliance  Against 
Drugs  (OAAD).  This  nonprofit  organization  has  re- 
gional directors  in  several  parts  of  the  state.  Preven- 
tion efforts  can  be  increased  by  physicians  volunteer- 
ing to  work  with  the  OAAD  to  do  what  they  can  for 
teenagers  in  their  communities.  (J) 
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Mental  Retardation,  1990:  An  Overview 


Robert  B.  Kugel,  MD 


This  paper  presents  some  of  the  major  advances  that 
have  occurred  in  the  field  of  mental  retardation  over  the 
past  30  years.  Included  in  this  list  are  the  developments 
of  cytogenetics,  etiology  of  cerebral  palsy,  progress  in 
prevention  as  in  Tay-Sachs  disease  and  phenylketonuria, 
the  fragile  X syndrome,  and  the  influence  of  certain  as- 
pects of  diet  on  the  developing  fetus.  Also  included  is 
a discussion  of  some  of  the  areas  of  management  of  per- 
sons with  mental  retardation  which  remain  as  challeng- 
ing problems  for  the  future.  These  include  persons  who 
are  both  mentally  retarded  and  emotionally  ill,  persons 
who  are  in  penal  institutions,  and  persons  who  have  fam- 
ilial mental  retardation. 


During  the  past  30  years  there  has  been  a sub- 
stantial change  in  our  understanding  about 
mental  retardation  and  in  appreciating  better  ways 
to  manage  those  persons  who  have  mental  retarda- 
tion. It  is  the  purpose  of  this  paper  to  review  some  of 
the  major  accomplishments  of  this  period  and  to  de- 
scribe some  of  the  important  challenges  which  re- 
main. 

Research  workers,  stimulated  by  increased  socie- 
tal interest  in  the  subject  of  mental  retardation  and 
provided  with  the  necessary  funds  to  conduct  the  re- 
search, have  been  impressive  in  their  accomplish- 
ments. Basic  understanding  of  the  functioning  of  the 
central  nervous  system  has  been  expanded  in  many 
ways.  Some  of  the  new  knowledge  relates  to  the 
biochemical  study  of  how  certain  very  specific  sub- 
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stances  influence  brain  physiology.  One  example  is 
understanding  how  the  amino  acids,  phenylalanine 
and  taurine,  function  in  both  abnormal  and  normal 
circumstances.  Another  example  has  come  from 
studying  the  pathohistology  of  the  brains  of  persons 
with  Down’s  syndrome.  New  knowledge  provides  us 
with  far  greater  awareness  of  how  the  brain  is  altered 
morphologically  when  there  is  a clear  etiology  re- 
sponsible for  the  retardation,  as  in  the  case  of  Down’s 
syndrome.  There  also  have  been  some  especially  in- 
teresting descriptions  of  the  brains  of  persons  with 
Down’s  syndrome  who  in  later  life  developed  Alz- 
heimer’s disease. 

There  now  are  well  over  100  different  biochemical 
disorders  known  which  can  give  rise  to  complex 
physiological  disorders  of  brain  functioning  that  in 
turn  produce  the  symptom  of  mental  retardation. 
While  this  number  of  conditions  is  impressive  in  it- 
self, there  is  reason  to  expect  there  will  be  still  other 
disorders  described  over  the  next  25  years.  Tests  have 
been  developed  in  some  instances  that  can  detect 
biochemical  defects  in  prepregnancy,  eg,  in  several  of 
the  lysosomal  storage  diseases.  There  has  been  a de- 
cline in  the  incidence  of  Tay-Sachs  disease  because 
such  prepregnancy  tests  are  available  to  persons  at 
high  risk  for  producing  offspring  with  the  disease. 
The  potential  parents  may  then  decide  they  do  not 
wish  to  risk  having  a child  with  this  disorder. 

Another  exciting  development  in  the  past  25  to  30 
years  has  been  the  advent  of  specific  tests  to  detect 
early  in  life  certain  biochemical  abnormalities  that, 
if  undiagnosed  and  untreated,  will  give  rise  to  men- 
tal retardation.  The  best  known  example  is  the  test- 
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ing  of  newborns  for  phenylketonuria  (PKU).  The 
Guthrie1  test  was  found  to  be  effective,  simple,  and 
inexpensive  and  as  a result  the  states  were  per- 
suaded, largely  at  the  behest  of  parents  and  other 
concerned  persons,  to  pass  laws  making  mandatory 
the  routine  testing  of  all  newborn  infants.  The  attrac- 
tive aspect  of  this  testing  program  was  to  have  an  ef- 
fective form  of  treatment,  thereby  making  the  testing 
worthwhile  for  many  reasons,  including  cost/benefit. 
Other  types  of  neonatal  screening  tests,  such  as  those 
for  hypothyroidism  and  galactosemia,  have  been 
added  to  the  PKU  testing  program  already  in  place. 

Many  studies  in  epidemiology  have  been  con- 
ducted over  the  last  30  years,  and  there  have  been 
some  surprises.  For  example,  the  premise  for  the 
large  National  Collaborative  Study  sponsored  by  the 
National  Institute  of  Neurologic  and  Communicative 
Disorders  and  Stroke  was  that  children  suffering 
from  various  degrees  of  anoxia  at  birth  would  have 
varying  amounts  of  cerebral  palsy  in  direct  relation- 
ship to  the  amount  of  anoxia.  Such  was  not  the  case.2 
On  the  basis  of  data  obtained  from  40,000  newborns, 
drawn  from  several  medical  centers  across  the  coun- 
try, the  analysis  showed  there  was  less  cerebral  palsy 
and  mental  retardation  to  be  found  than  the  amount 
of  paranatal  anoxia,  as  measured  at  birth  by  the 
Apgar  scoring  methods,  would  suggest.  Only  when 
the  insult  was  extensive  and  the  five-minute  Apgar 
score  was  five  or  less  was  there  any  predictability  of 
demonstrable  cerebral  palsy.  We  learned  less  about 
the  direct  causative  factors  in  cerebral  palsy  than 
had  been  predicted.  Other  antecedent  causes  will 
need  to  be  investigated  if  our  knowledge  of  this  dis- 
order is  to  be  clarified.  However,  it  is  clear  that  cere- 
bral palsy  is  not  caused  universally  by  obstetrical-re- 
lated problems  as  had  been  supposed. 

It  has  been  suggested  that  there  are  over  5 million 
chemicals  to  which  our  population  has  significant  ex- 
posure. Of  these,  only  1,600  chemicals  have  been 
demonstrated  to  be  teratogenic.  How  many  more  may 
be  a matter  of  speculation.  One  must  remember  the 
Kamofsky  principle,'1  which  says  that  any  agent  can 
be  shown  to  be  teratogenic  in  an  animal,  providing 
enough  is  given  at  the  right  time.  For  example,  both 
sucrose  and  sodium  chloride  have  been  shown  to  be 
teratogenic  in  animals  when  enormous  doses  are 
given.  Add  the  various  viruses  which  can  invade  the 
central  nervous  system  during  pregnancy  and  which 
may  then  produce  any  number  of  congenital  abnor- 
malities in  the  brain,  and  the  number  of  conditions 
that  may  adversely  affect  the  developing  brain  at  any 
time  during  its  development  is  legion. 


One  of  the  interesting  developments  in  molecular 
biology  was  the  discovery  of  the  fragile  X syndrome4 
in  1969.  It  is  now  estimated  that  10%  of  all  males  who 
are  mentally  retarded  will  be  of  the  fragile  X variety. 
Since  most  of  these  afflicted  persons  have  no  stigmata 
at  birth,  they  are  seldom  identified  until  unmistaka- 
ble signs  of  developmental  delay  are  noted.  The  as- 
sociation of  this  abnormality  with  persons  considered 
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to  have  autism  also  has  been  very  interesting  and 
suggests  the  different  expression  that  may  be  man- 
ifested in  this  syndrome.  Although  the  precise 
mechanism  of  action  is  not  understood,  the  impor- 
tance of  molecular  action  on  genetic  disturbances  is 
clearly  demonstrable.  It  is  postulated  that  the  distur- 
bance is  one  involving  the  availability  of  thymidine. 

Experimental  work  has  been  carried  out  with 
dogs  in  which  the  mothers  are  placed  on  a protein 
poor  diet.5  Their  pups  are  subjected  to  reduced  blood 
volume  expansion,  which  leads  to  inadequate  in- 
crease in  cardiac  output  followed  by  a decreased  blood 
flow.  These  animals  show  behavioral  abnormalities 
later  on  in  life.  The  extent  to  which  this  experimental 
model  is  transferable  to  humans  is  not  clear. 

These  items  are  but  a small  sampling  of  some  of 
the  advances  which  have  taken  place.  Another  area 
of  concern  is  the  management  of  persons  with  mental 
retardation.  In  1962,  when  President  Kennedy  asked 
his  special  Panel  on  Mental  Retardation  to  look  at  a 
wide  variety  of  issues  related  to  mental  retardation, 
some  attention  was  given  to  what  other  countries 
were  doing.  On  visiting  Sweden  and  Denmark,  many 
visitors  were  impressed  by  the  direction  the  Scan- 
dinavians were  taking.  They  were  moving  away  from 
heavy  reliance  on  the  use  of  institutions  and  towards 
community-based  settings.  From  these  and  other  ob- 
servations came  the  now  familiar  doctrine  of  “nor- 
malization.”6 The  Scandinavians  articulated  this 
concept  well,  stating  that  all  persons  should  have  the 
same  opportunities,  including  living  in  the  commu- 
nity and  receiving  necessary  services  in  the  proxim- 
ity of  their  own  families. 
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While  this  concept  is  attractive  in  many  ways, 
there  was  little  opportunity  to  implement  it  in  this 
country  until  after  the  Education  for  All  Handi- 
capped Persons  Act  (PL  94-142)  was  passed  in  1975. 
Under  the  law,  states  were  required  to  provide  educa- 
tional opportunities  in  the  community  at  public  ex- 
pense for  all  persons  with  handicaps  up  to  age  21,  re- 
gardless of  the  extent  of  their  disability.  However, 
there  are  four  subgroups  for  whom  services  in  the 
community  have  often  been  difficult  to  achieve. 

The  first  group  consists  of  those  persons  with  ex- 
tensive physical  problems  and  usually  extensive  in- 
tellectual deficiencies  as  well.  Examples  around  the 
country  show  how  well  these  persons  with  special 
needs  can  be  accommodated  in  the  community,  pro- 
viding there  is  a network  of  medical  support  person- 
nel services  available.  Physical,  occupational, 
speech,  and  respiratory  therapy;  nursing  services;  so- 
cial work;  psychology;  and  a wide  variety  of  medical 
services  must  be  available  and  must  exist  in  some 
coordinated  fashion  to  fully  support  the  individual’s 
needs.  Outstanding  statewide  programs  such  as 
those  found  in  Arizona7  and  Nebraska8  as  well  as  in 
many  individual  communities  can  be  reviewed  to  see 
how  such  programs  have  worked  out. 

The  second  group  consists  of  persons  who  are  both 
mentally  retarded  and  mentally  ill.  For  a time  in  the 
late  sixties  and  early  seventies  there  were  sugges- 
tions that  the  two  conditions  could  not  exist  simul- 
taneously in  the  same  person;  yet,  everyone  who  has 
worked  with  large  groups  of  persons  who  have  de- 
velopmental disabilities  knew  that  this  was  not  the 
case.  The  overtly  psychotic  person  who  is  also  men- 
tally retarded  presents  many  problems  to  health  care 
personnel  who  are  trying  to  provide  psychiatric  help. 
If  hospitalization  seems  indicated,  there  are  often 
major  impediments  in  obtaining  that  level  of  care. 

The  third  group,  and  one  of  the  most  neglected, 
are  those  persons  who  are  mentally  retarded,  usually 
in  the  mild  range,  who  get  into  trouble  with  the  law 
and  are  subsequently  sentenced  to  jails,  prisons,  or 
other  correctional  facilities.  Whether  there  should  be 
special  facilities  for  these  persons,  often  still  referred 
to  as  defective-delinquent  persons,  or  whether  they 
should  be  judged  in  a different  fashion  from  the  so- 
called  normal  person  is  still  being  debated.  It  is  esti- 
mated that  in  our  penal  institutions  somewhere  be- 
tween 5%  and  15%  of  the  inmates  are  mentally  re- 
tarded. Management  of  these  individuals  in  the  com- 
munity is  a major  dilemma,  and  although  there  is 
some  awareness9  of  the  problem,  no  state  offers  a 
blueprint  for  its  solution. 


The  fourth  group  is  the  largest  and  in  many  ways 
the  most  worrisome  because  of  its  size.  These  are  the 
persons  from  families  having  several  members 
judged,  at  least  by  the  school  system,  to  be  mentally 
retarded  and  usually  falling  in  the  mild  range  of  re- 
tardation. Over  the  years  this  type  of  retardation  has 
been  called  cultural  familial  retardation,  familial 
mental  retardation,  garden  variety  mental  retarda- 
tion, etc.  Of  all  the  persons  said  to  be  mentally  re- 
tarded — and  in  the  US  we  still  talk  about  3%  of  the 
population  as  being  mentally  retarded  — this  group 
constitutes  perhaps  as  much  as  75%  of  the  total. 

Characteristically,  these  people  come  from  low  in- 
come, low  socioeconomic  segments  of  our  society  and, 
when  studied  biologically,  seldom  reveal  any  recog- 
nizable defect  to  explain  their  retardation.  They  are 
the  large  inner  city  group  that  makes  up  the  largest 
segment  of  special  education  classes.  They  are  also 
found  in  isolated  rural  areas  and  have  been  identified 
as  a significant  element  of  the  Appalachian  poor. 


In  Sweden  the  authorities 
indicate  that  the  total 
percentage  of  persons 
classified  as  mentally 
retarded...  is  only  1.5%. 


Some  notable  examples  show  that  the  children  in 
this  group  can  be  lifted  from  the  realm  of  mental  re- 
tardation. Studies  in  Iowa,10  Michigan,11  and  Wiscon- 
sin12 have  demonstrated  ways  of  improving  the  func- 
tioning of  this  group  of  persons,  but  to  date  these 
promising  leads  have  not  been  adopted  on  a wide- 
spread basis  and  hence  the  problem  continues.  In- 
terestingly, in  Sweden  the  authorities  indicate  that 
the  total  percentage  of  persons  classified  as  mentally 
retarded  at  all  levels  of  society  is  only  1.5%.  The  dif- 
ference between  their  figures  and  the  American  fig- 
ures, according  to  the  Swedes,  has  been  due  to  their 
systematic  attack  on  the  several  ingredients  of  pov- 
erty — substandard  housing,  lack  of  suitable  jobs, 
poor  health  care,  and  inadequate  educational  oppor- 
tunities — such  that  they  no  longer  have  this  group 
of  persons  with  so-called  cultural  familial  mental  re- 
tardation. 
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This  paper  has  only  scratched  the  surface  of  this 
still  important  problem  in  our  society.  Great  strides 
have  been  made  in  the  last  three  decades,  but  if  the 
prediction  of  President  Nixon13  that  we  would  reduce 
mental  retardation  by  one  half  by  the  year  2000  is  to 
come  true,  much  more  will  need  to  be  done.  (J) 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 
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Diplomates  of 

American  Board  of  Surgery 
American  Board  of  Thoracic  and 
Cardiovascular  Surgery 


Specializing  in 
Cardiac,  Vascular 
and  Thoracic  Surgery 


Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1-800-522-6755 


(405)  946-0900 
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'•  Unlike  a traditional  hospital,  Laureate 


is  a series  of  smaller,  related  buildings  on  a 47-acre  campus  which  provide  for  an  active,  healthy  approach  to 
treatment.  There  are  courtyards,  walking  trails,  and  even  a small  lake.  The  activities  building  offers  everything 


from  art  therapy  to  indoor  swimming  to  full  physical  fitness  equipment.  This  warm  and  inviting  environment  is 
crucial  to  the  healing  and  rehabilitation  of  psychiatric  and  chemical  dependency  patients. 

comprehensive  CONTINUUM  OF  CARE.  Laureate  utilizes  an  intensive  multi-disciplinary  team  approach  for 
individualized  treatment  plans  in  a variety  of  settings.  Designed  for  the  specific  needs  of  adolescents,  adults  and 
older  adults:  acute  care;  stepdown  care  (transition  to  outpatient  care);  day/evening/weekend  partial  hospital; 
outpatient  care;  transitional  living  programs;  addictive  disorders  programs. 

For  more  information  about  Laureate  and 


LA  U R E ATE 


to  be  placed  on  our  mailing  list,  call  1 -800-322-5 173. 


LAUREATE  PSYCHIATRIC  CLINIC  AND  HOSPITAL 

6655  SOUTH  YALE  AVENUE,  TULSA.  OKLAHOMA  74136 
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In  A Lighter  Vein 


Funny  Money  — Part  II 

By  William  P.  Truels,  MD 


I happened  to  overhear  Lola,  my  office  manager, 
complain  about  a recent  reduction  in  Medicare 
reimbursement.  I decided  to  call  the  Medicare  office 
and  get  to  the  bottom  of  things.  After  a ten-minute 
hold  (listening  to  classical  music),  the  operator  put 
me  through  to  a Mr  Ida  Noe. 

“Hello,  Mr  Noe,”  I began.  “I’m  Dr  Bill  Truewater. 
Your  computer  seems  to  have  made  a mistake  on  its 
reimbursement.  The  payment  is  7%  less  than  what 
I received  for  the  same  gall  bladder  operation  last 
month.  I wish  you  people  could  keep  things  straight!” 
I added  indignantly. 

“I’m  sorry,  Dr  Truewater,”  Mr  Noe  replied. 
“Haven’t  you  heard  about  the  Medicare  Omnibus 
Reconciliation  Act  passed  in  November  1989?” 

“No,  I haven’t,”  I replied  somewhat  angrily. 
“Well,  basically,  Dr  Truewater,  the  government 
feels  that  gall  bladder  operations  are  what  we  call 
‘overvalued  procedures.’  ” 

“What  does  that  mean?”  I asked. 

“In  your  case,  it  means  that  Uncle  Sam  is  cutting 
reimbursement  by  5%  a year  for  the  next  three 
years,”  Mr  Noe  replied. 

“Well,  at  least  I’ve  still  got  hernias,  colon  resec- 
tions, and  appendectomies  to  take  up  the  slack,”  I 
added  hopefully. 

“I’m  sorry  to  tell  you,  Dr  Truewater,  that  just 
about  everything  you  do  as  a general  surgeon  is  con- 
sidered ‘overvalued.’  That  means  you’ll  get  an  across- 
the-board  5%  cut  in  Medicare  reimbursements.” 


Direct  correspondence  to  William  P.  Truels,  MD,  3400  Northwest  Expressway,  Suite  820, 
Oklahoma  City,  OK  73112. 


“That’s  not  fair!”  I complained.  “For  the  past  five 
years,  my  fees  have  increased  only  with  inflation.  Yet 
the  term  ‘overvalued  procedure’  makes  it  sound  like 
I’m  cheating  the  public!” 

“That’s  just  semantics,  Doctor,”  Ida  responded. 
“It’s  not  meant  to  be  taken  personally. 

“But  that’s  not  all,  Dr  Truewater,”  Mr  Noe  con- 
tinued. “Your  reimbursement  is  being  cut  an  addi- 
tional 2%  because  of  the  Gramm-Rudman  Budget 
Deficit  Reduction  Act.” 

“I  don’t  get  it.” 

“Well,  you  see,  Dr  Truewater,  the  government 
spent  too  much  money  last  year.  In  order  to  reduce  the 
deficit,  the  Gramm-Rudman  Act  calls  for  an  across- 
the-board  reduction  in  Medicare  reimbursements  — 
that  includes  physician  reimbursements.” 

“I  still  don’t  get  it,”  I replied.  “The  government 
spends  too  much  money,  then  takes  it  out  on  the 
physicians  and  the  hospitals?” 

“The  government’s  experimenting,”  Ida 
answered.  “They’re  trying  to  figure  out  ways  to  cut 
health  care  costs.” 

“They’re  experimenting,  all  right,”  I replied  an- 
grily. “Just  like  the  Nazis  experimented  during  World 
War  II!  Why  doesn’t  Congress  experiment  with  cut- 
ting their  own  salaries  as  a first  step  toward  balanc- 
ing the  budget?” 

“It’s  really  very  simple,”  Ida  Noe  explained.  “The 
federal  government  has  to  bail  out  all  those  savings 
and  loan  corporations  from  bad  real  estate  ventures, 
continue  to  support  military  expenditures,  and  bail 
out  banks  from  debt-financed  takeovers  with  junk 
bonds  that  are  in  danger  of  default.” 
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IN  A LIGHTER  VEIN 


“Tell  me,  Ida,”  I replied,  “what  kind  of  savings 
and  loan  bailout  program  allows  the  buyer  of  a failed 
savings  and  loan  to  become  a multimillionaire  in  one 
year?” 

“The  government  is  still  working  on  closing  the 
loopholes,”  Ida  responded  defensively. 

“Someone’s  got  to  pay  for  the  financial  mistakes 
on  Wall  Street,”  I continued.  “I  guess  the  hospitals 
and  physicians  are  a good  place  to  start.  Besides,  it 
gives  the  politicians  a chance  to  play  Robin  Hood  — 
they  can  vote  themselves  a 20%  pay  increase,  and 
still  claim  to  be  the  champions  of  the  people!” 

“It’s  a murky  business,”  Ida  Noe  explained.  “But 
look  at  it  from  the  government’s  standpoint.  Medical 
costs  have  doubled  in  the  last  five  years.  How  do  you 
expect  Uncle  Sam  to  keep  footing  the  bill?” 

“My  physician  fees  have  kept  up  with  inflation 
these  last  five  years,  nothing  more,”  I responded. 
“With  people  demanding  the  latest  technology  and 
the  newest  drugs,  hospitals  are  pressured  to  increase 
their  costs.  At  least  Medicare  will  grant  me  their  5% 
cost  of  living  increase,”  I added. 

“That  may  change,  too,  Dr  Truewater.  Since  Con- 
gress can’t  use  the  $100  billion  social  security  rev- 
enue surplus  to  hide  the  budget  deficit  anymore, 
everyone  on  Capitol  Hill  is  talking  about  a spending 
freeze.” 

“Let  me  add  all  this  up,”  I responded.  “There’s  a 
2%  reduction  from  Gramm-Rudman,  a 5%  reduction 
for  surgeons  in  the  Omnibus  Reconciliation  Act,  and 
a 5%  real-dollar  loss  due  to  a probable  spending 
freeze.  In  terms  of  inflation-adjusted  dollars,  that 
would  cut  Medicare  physician  reimbursement  for  sur- 
geons a total  of  12%  in  one  year,”  I concluded. 

“Think  of  it  this  way,  Doctor,”  Ida  replied.  “You’re 
doing  it  for  the  good  of  humanity.” 

“Speaking  of  the  good  of  humanity,”  I answered, 
“why  doesn’t  Congress  enact  tort  reform  legislation 
that  would  reduce  the  10-20%  physician  overhead  for 
malpractice  expenses?  Surely  some  Congressional 
committee  has  figured  out  that  trial  lawyers  perform 
an  ‘overvalued  service.’  Two  years  ago,  one  of  my  pa- 
tients won  a ten-million-dollar  liability  settlement, 
and  the  lawyers  collected  five  million  dollars  plus  ex- 
penses! Why  doesn’t  Congress  enact  limits  on  liabil- 
ity and  legal  fees?” 

“I  dunno,”  Ida  Noe  replied.  “That’s  getting  into 


politics,  Doctor.  You’ll  have  to  remember  that  there 
are  a lot  more  lawyers  in  Congress  than  there  are 
physicians.” 

“And  there ’re  always  a few  former  trial  lawyers  on 
the  State  Supreme  Court  that  can  declare  state  tort 
reforms  unconstitutional,  should  that  become  neces- 
sary,” I added.  “You  really  can’t  blame  the  lawyers  for 
looking  after  themselves!” 

“I’m  afraid  the  future  doesn’t  look  any  brighter,” 
Mr  Noe  added.  “With  our  present  projections,  we  may 
be  talking  about  rationing  health  care  by  the  mid- 
1990s.” 

“How  can  you  ration  health  care?”  I asked.  “It’s 
not  quite  the  same  thing  as  rationing  gasoline  or  am- 
munition. We’re  talking  about  real  people  here!” 
“We  know  that,”  Ida  answered.  “Some  very  dif- 
ficult ethical  decisions  will  have  to  be  made.  And  doc- 
tors as  well  as  patients  will  have  to  help  make  them.” 
“By  the  way,”  Ida  continued.  “Have  you  seen  the 
President’s  new  budget  proposals  for  1990?” 

“I’m  afraid  to  ask.” 

“Well,  it  seems  the  government  is  having  a cash 
flow  problem  these  days,”  Ida  explained.  “Their  col- 
lections are  down  to  a trillion  dollars  a year.  You 
might  as  well  plan  on  Medicare  reimbursements  to 
physicians  and  hospitals  being  cut  another  2%.  That 
leaves  you  with  a 14%  reduction  in  Medicare  reim- 
bursement by  next  year,  Doctor.” 

“How  did  we  ever  get  into  this  mess?”  I asked.  “It 
wasn’t  so  long  ago  that  people  were  laughing  at  the 
Penn  Square  debacle  — funny  money  — and  all  that. 
Now,  the  Bank  of  New  England  gets  into  big  trouble 
with  junk  bonds,  leveraged  buy  outs,  and  bad  real  es- 
tate loans,  and  Uncle  Sam  is  supposed  to  bail  them 
out.” 

“It’s  just  simple  economics,”  Ida  replied.  “The  gov- 
ernment spends  200  billion  dollars  more  than  it  col- 
lects, so  doctors,  hospitals,  and  patients  have  to  help 
make  up  the  difference.” 

“It  still  sounds  like  funny  money  to  me,”  I 
answered. 

“It  is  funny  money,”  Ida  concluded.  “Only  no- 
body’s laughing!”  (J) 
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News 


Awards  presented 

OSMA  Board  of  Trustees  holds  summer  meeting  in  Oklahoma  City 


The  August  19  meeting  of  the  OSMA  Board  of  Trus- 
tees was  highlighted  by  the  presentation  of  special 
awards  for  activities  in  Oklahoma’s  campaign 
against  child  abuse. 

Receiving  plaques  for  their  involvement  in  the 
child  abuse  project  and  the  passage  of  Enrolled  House 
Bill  2331  were  State  Senator  Ben  Brown,  Represen- 
tative Linda  Larason,  and  Ray  V.  McIntyre,  MD, 
Kingfisher,  an  OSMA  past  president. 

• Michael  W.  Strange,  MD,  president  of  the  Okla- 
homa Foundation  for  Peer  Review,  reported  that 
OFPR’s  Board  of  Directors  has  implemented  two  new 
policies  intended  to  improve  review  quality  — (1)  in- 
tensification of  educational  conferences  and  (2)  a 
change  in  review  policy,  whereby  review  will  be  done 
by  two  independent  reviewers,  one  of  whom  will  be 
in  the  same  specialty  as  the  physician  being  re- 
viewed. 

• OSMA  Executive  Director  David  Bickham  re- 
ported that  the  state  employees  insurance  fund  reor- 
ganization is  essentially  complete,  and  some  2,600 
physicians  and  125  hospitals  are  participating.  The 
plan,  which  now  incorporates  a more  workable  co- 
payment system,  is  open  to  everyone.  Mr  Bickham 
also  announced  that  Governor  Bellmon  has  ap- 
pointed M.  Joe  Crosthwait,  MD,  to  the  basic  health 
benefits  board  that  will  decide  which  benefits  will  be 
endorsed  by  the  state. 

• Reporting  as  caucus  chairman  from  the  AMA 
meeting  in  June,  Dr  Crosthwait  said  that  295  resolu- 
tions and  110  reports  were  reviewed  by  the  AMA 
House  of  Delegates.  The  Oklahoma  Delegation  pre- 
sented 12  resolutions  that  either  were  passed  stand- 
ing alone  or  were  incorporated  in  other  resolutions 
with  the  same  conceptual  language.  He  stressed  that 
as  a unified  state,  Oklahoma  is  influencing  Amer- 
ican medicine. 

• OSMA  Associate  Director  Michael  Sulzycki  re- 
quested that  rural  communities  raise  the  limit  for 
VIP  (Very  Important  Patient)  members  to  near 
$9,500,  the  maximum  a person  can  receive  from  So- 


cial Security,  thus  allowing  more  individuals  to  qual- 
ify for  the  VIP  program. 

• Larry  Long,  MD,  chairman  of  the  Oklahoma 
Medical  Political  Action  Committee  (OMPAC)  re- 
ported that  the  committee  had  voted  to  back  Con- 
gressmen Mike  Synar,  Glenn  English,  Bill  Brewster, 
Jim  Inhofe,  and  Mickey  Edwards. 

In  other  action: 

• The  board  named  J.  William  McDoniel,  MD, 
Chickasha,  as  Alternate  Trustee,  District  XIII,  and 
Charles  D.  Cook,  MD,  Poteau,  as  Alternate  Trustee, 
District  X. 

• A proposed  OSMA-sponsored  retirement  plan 
for  physician  members,  the  AMA  Investment  and  Re- 
tirement Program,  was  approved  for  implementa- 
tion. 

• On  the  recommendation  of  the  Executive  Com- 
mittee, the  board  authorized  a one-time  $1,000  dona- 
tion to  the  Alliance  on  Aging. 

• Applications  for  Life  Memberships  were  re- 
ferred to  a Credentials  Committee,  to  be  appointed  by 
the  chairman  of  the  board,  to  (1)  develop  criteria  for 
addressing  problems  particular  to  life  memberships 
and  (2)  aid  county  medical  societies  when  consider- 
ing those  criteria  for  life  member  applicants.  The 
OSMA  Constitution  and  Bylaws  Committee  was  in- 
structed to  clarify  the  OSMA  bylaws  to  align  with  the 
AMA  criteria  for  life  membership  status. 

• The  board  formally  nominated  OSMA  Presi- 
dent Perry  A.  Lambird  to  serve  another  term  on  the 
AMA  Council  on  Medical  Services  and  authorized 
the  necessary  financial  assistance  as  provided  in  the 
OSMA  budget. 

• Enid  was  named  as  the  site  of  the  November  18 

board  meeting.  (J) 


OSMA  TOLL-FREE  NUMBER 
1-800-522-9452 
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These  physicians  and  their  staffs  enjoy  the  many  benefits  of  UPAL  membership  from  group  purchasing  of  supplies  to  a variety  of 
financial  services,  such  as  pension  and  nonpension  investment  options.  For  more  information  call  (918)  747-5585. 


Adelson,  Stephen,  M.D. 
Akers,  David,  M.D. 
Alexander,  John  R.,  M.D. 
Allred,  H.  William,  Jr.,  M.D 
Andelman,  Sumner,  Y.,  M.D. 
Anderson,  Lloyd  T.,  M.D. 
Ashley,  Robert  E.,  M.D. 
Balyeat,  Ray  M.,  M.D. 
Barranco,  Vincent  P.,  M.D. 
Bass,  Haskell  H.,  Jr.,  M.D. 
Basta,  Lofty,  M.D. 

Baumann,  Walter  E.,  M.D. 
Berkey,  Michael  H.,  M.D. 
Blankenship,  Robert  C.,  M.D. 
Brockman,  Todd  A.,  M.D. 
Brookby,  Bruce  K.,  M.D. 
Browning,  David,  Jr.,  M.D. 
Burns,  Dixon  N.,  M.D. 
Burnett,  William,  M.D. 
Butcher,  Thomas,  M.D. 
Calhoon,  Harold  W.,  M.D. 
Campbell,  John  G.,  M.D 
Cimonetti,  Thomas  C.,  M.D. 
Clendenin,  Michael  B.,  M.D. 
Cochran,  James  W.,  M.D. 
Cohen,  Eugene,  M.D. 

Cohen,  Randolph  D.,  M.D. 
Cohenour,  Steven  S.,  M.D. 
Cohlmia,  George  S.,  M.D. 
Collins,  Donald  D.,  M.D. 
Conley,  Patrick  L.,  M.D. 
Covington,  Christopher,  M.D. 
Covington,  Terrell,  Jr.,  M.D. 
Daley,  Patrick,  M.D. 

Day,  James  S.,  M.D. 
Dennehy,  Timothy  H.,  M.D. 
Dilger,  J.  Thomas,  Jr.,  M.D. 
Dillman,  Robert  E.,  M.D. 
Dixon,  Richard  E.,  M.D. 
Dolan,  C.  Terrence,  M.D. 
Doran,  C.K.,  M.D. 

Drabek,  Greg,  M.D. 

Dunaway,  Don,  D O. 

Durick,  William,  J.,  M.D. 
Easley,  James,  M.D. 

Edwards,  David  L.,  Jr.,  M.D. 
Edwards,  Jeanne,  M.D. 

Eisen,  Barry,  M.D. 

Emanuel,  David  L.,  M.D 
Exon,  Walter,  M.D. 

Farmer,  Charles  A.,  M.D. 
Ferris,  Samuel,  M.D. 

Fielding,  Allan  S.,  M.D. 

Fitter,  William  F.,  M.D. 
Fleming,  Joseph  F.,  M.D. 
Fore,  Frank  N.,  M.D. 

Forrest,  John  B.,  M.D. 


Frame,  Lynn,  M.D. 

Friend,  Jonathan  D.,  M.D. 
Frow,  David  F.,  M.D. 

Garber,  E.  Bradley,  M.D. 
Gawey,  Steve,  M.D. 

Geffen,  William,  M.D. 
Giddens,  Jimmy  D.,  M.D. 
Gilliland,  Stephen  R.,  M.D. 
Gist,  Joel  K„  M.D. 

Given,  Richard  J.,  M.D. 

Goen,  Rayburne  W.,  Sr.,  M.D. 
Gold,  Robert  M.,  M.D. 
Goldenstern,  Linda,  M.D. 
Gordon,  Richard,  M.D. 
Graham,  H.C.,  Jr.,  M.D. 
Graham,  H.  Vondale,  M.D. 
Gray,  J.  Robert,  M.D. 

Green,  James  D.,  M.D. 
Greenberg,  Lewis,  M.D. 
Gregg,  Lawrence  J.,  M.D 
Griffin,  James  L.,  M.D. 
Haglund,  Roger  V.,  M.D. 
Haines,  Joseph,  Jr.,  M.D. 
Hale,  Arthur  E„  III,  M.D. 
Harper,  C.A.,  Jr.,  M.D.,  P C. 
Harper,  David  L.,  M.D. 
Harrison,  Thomas  L.,  D O. 
Harrison,  William  E.,  Jr.,  M.D. 
Haswell,  Glenn,  L.,  M.D. 
Heaver,  Holly,  M.D. 
Hendricks,  James  W.,  M.D. 
Hendrix,  Paul  G.,  M.D. 

Hinds,  Manuel  J.A.,  M.D. 
Hoffman,  Kenneth  C.,  M.D. 
Holland,  William  T„  M.D. 
Horowitz,  Leon,  M.D. 

Hudson,  Robert  J.,  M.D. 
Huey,  Rodney  L.,  M.D. 
Hunter,  Gerard  J.,  M.D. 

Hunt,  Shirlene,  M.D. 

Hurewitz,  David  S.,  M.D. 
Hutton,  James  P.,  M.D. 
Jacobs,  Lawrence,  M.D. 
Jenkins,  David  W.,  M.D. 
Jennings,  John,  M.D. 

Johnson,  Gail  I.,  M.D. 
Johnson,  James  A.,  M.D. 
Jones,  Dwayne  D.,  M.D. 
Josephson,  John  F.,  M.D. 
Karasek,  Dennis,  M.D. 
Kasprisin,  Duke,  M.D. 

Katz,  Stewart,  M.D. 

King,  Gregory 
Knox,  C.  Frank,  M.D. 

Kramer,  John,  M.D. 
Krietmeyer,  George,  M.D. 
Kugler,  Kenyon  K.,  M.D. 


Lackey,  J.D.,  M.D. 

Laing,  V.O.,  M.D. 

Lamar,  Walter,  M.D. 
Landgarten,  Steven,  M.D 
Lantz,  Gordon  D.,  M.D. 
Larson,  Lora,  M.D. 

Laughlin,  Brent  W.,  M.D. 
Leach,  James  R.,  M.D. 
Ledford,  Keith,  M.D. 

Lewis,  C.S.,  Jr.,  M.D. 
Liebendorfer,  Richard  A.,  M.D. 
Lind,  Timothy  A.,  M.D. 
Loughridge,  B.P.,  M.D. 

Lubin,  Robert  I.,  M.D. 
Marberry,  Tom  A.,  M.D. 
Marino,  Gregory,  M.D. 

Martin,  Fred  R.,  M.D. 

Mask,  Neal  A.,  M.D. 

Mayfield,  J.  Donald,  M.D. 
McCauley,  Michael  P.,  M.D. 
McCoy,  Kenneth  A.,  M.D. 
McDonald,  Joseph  L.,  M.D. 
McDowell,  R.E.,  M.D. 
McShane,  William  R.,  M.D. 
Medina,  Jose  R.,  M.D. 
Melichar,  Robert,  M.D. 
Merifield,  David  O.,  M.D. 
Mihelich,  Thomas  D.,  M.D. 
Miller,  Archibald  S.,  M.D. 
Miller.  G.  Lance,  M.D. 

Miller,  J.  Steve,  M.D. 

Minielly,  John  A.,  M.D. 

Minor,  David  B.,  M.D. 

Minor,  Dwane  B.,  M.D. 

Moore,  Joseph  P.,  M.D. 
Mowry,  John  D.,  M.D. 

Murphy,  Arthur  J.,  M.D. 
Murphy,  Linda,  M.D. 

Myers,  Rodney  L.,  M.D. 

Nash,  Charles  H.,  M.D. 

Neal,  R.  Wayne,  M.D. 

Nelson,  Franklin  S.,  M.D. 
Newsome,  Susan  L.,  M.D. 
Niebergall,  Robert,  M.D. 

Olson,  Darwin  D.,  M.D. 

Page),  Warren,  M.D. 

Palik,  Emil,  M.D. 

Palmer,  James  O.,  M.D. 
Perryman,  Philip  W.,  Jr.,  M.D. 
Pfanstiel,  Carl  E.,  Jr.,  M.D. 
Phillips,  John  W.,  Jr.,  M.D. 
Plost,  Gerald  N„  M.D. 

Powell,  Jack  D.,  M.D. 

Powell,  Terry  D.,  M.D. 

Raines,  Richard  D.,  M.D. 

Ray,  Fred  A.,  M.D. 

Redding,  Ralph,  M.D. 


Reid,  Richard  H.,  M.D. 

Ribak,  Brian,  M.D. 

Richter,  Ralph  W.,  M.D. 

Robards,  Victor  L.,  Jr.,  M.D 
Sarfatis,  Peter,  M.D. 

Say,  Burhan,  M.D. 

Schwartz,  David  L.,  M.D. 

Searcy,  R.A.,  M.D. 

Setter,  Kenneth,  R.,  M.D. 

Sevier,  Bill  R.,  M.D. 

Sheehan,  William  W.,  M.D. 
Shellabarger,  Paul,  M.D. 

Shildt,  Richard  A.,  M.D. 
Shunatona,  Bat  B.,  M.D. 

Silas,  Geeta  R.,  M.D. 

Simmons,  Terrill,  M.D. 

Simon,  Norman,  M.D. 

Sisler,  Jerry,  M.D. 

Smarinsky,  Richard,  M.D. 

Smith,  Gregory  A.,  M.D. 

Snipes,  James  J.,  M.D. 

Spohr,  Robert  W.,  M.D. 
Starkweather,  George  A.,  M.D. 
Steichen,  Kevin,  M.D. 

Stoesser,  Bruce,  M.D. 

Stolow,  Joshua  B.,  M.D. 

Stout,  Donald  R.,  M.D. 

Strange,  Jimmy  R.,  M.D. 

Stratton,  H.L.,  M.D. 

Swafford,  Melvin  R.,  M.D. 

Tate,  Emmett,  M.D. 

Tatum,  Harvey  A.,  M.D. 

Taylor,  Oneita,  M.D. 

Tenney,  Richard  F.,  M.D. 
VanSchoyck,  Patrick,  M.D. 
Venugopal,  Annie,  M.D. 
Vonhartitzsch,  Barry,  M.D. 
Vosburgh,  John  M.D. 

Ward,  John  W.,  M.D. 

Watt,  Richard  H.,  M.D. 

Weiss,  Mark  J.,  M.D. 

Wenger,  Bruce  E.,  M.D. 

Wenger,  Matthew,  M.D. 

West,  Randal  M.D. 

Wetzel,  Fred,  M.D. 

Whitlock,  Boyd  0.,  M.D. 
Wilkerson,  Mike,  M.D. 

Wiemar,  Kenneth,  M.D. 

Yeary,  Edwin  C.,  M.D. 

Young,  Timothy  R.,  M.D. 
Zanetakis,  Ellen  I.,  M.D. 

Zanovich,  Terry  L.,  M.D. 
Zekauskas,  Raymond  A.,  M.D. 
Zoller,  Robert  P.,  M.D. 
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Expanded  access  offered 

Precautions  noted  for  doctors  involved  in  ddl  clinical  trials 


The  following  summary,  published  at  the  request  of 
the  US  Department  of  Health  & Human  Services, 
was  prepared  by  the  National  Institute  of  Allergy  and 
Infectious  Diseases: 

A Note  to  Physicians:  Important  New  Information 
on  ddl  (didanosine)  from  AIDS  Clinical  Trials  and  the 
Expanded  Access  Program. 

By  mid-July  1990,  more  than  10,000  patients 
with  AIDS  or  ARC  had  received  ddl,  an  experimental 
anti-HIV  drug,  through  either  Phase  II  clinical  trials 
supported  by  the  National  Institute  of  Allergy  and  In- 
fectious Diseases  (NIAID)  or  through  an  expanded 
access  program  initiated  by  Bristol-Myers  Squibb  Co. 
Although  well  tolerated  overall,  ddl  produces  some 
toxicities:  pancreatitis  has  been  reported  in  1.5%  of 
patients  enrolled  in  the  Phase  II  trials  and  in  2%  of 
patients  enrolled  in  the  expanded  access  program. 
The  risk  of  pancreatitis  appears  to  be  strongly  corre- 
lated with  prior  history  of  pancreatitis  and  with  ad- 
vanced HIV  disease  and  poor  clinical  status. 

NIAID  has  prepared  a Note  to  Physicians  detail- 
ing specific  precautions  for  doctors  to  consider  to  de- 


crease the  risks  of  pancreatitis,  along  with  a descrip- 
tion of  other  side  effects.  The  ddl  Note  to  Physicians 
and  information  on  the  ddl  and  other  AIDS  studies 
can  be  obtained  by  contacting  the  AIDS  Clinical 
Trials  Information  Service  (ACTIS)  at  1-800- 
TRIALS-A. 

Physicians  are  strongly  encouraged  to  consider 
referral  of  eligible  patients  to  the  ddl  controlled  clin- 
ical trials,  whose  completion  is  essential  for  a full  un- 
derstanding of  ddl’s  long-term  safety  and  efficacy  in 
treatment  of  HIV-infected  patients. 

Two  of  the  Phase  II  trials  compare  the  safety  and 
efficacy  of  ddl  and  AZT  in  AIDS  or  ARC  patients,  and 
a third  evaluates  ddl  in  AIDS  or  ARC  patients  intol- 
erant to  AZT.  The  trials  are  conducted  by  NIAID’s 
AIDS  Clinical  Trials  Group  (ACTG). 

Bristol-Myers  Squibb  Co.  is  offering  an  ex- 
panded access  program  to  provide  ddl  to  patients 
with  HIV  who  are  ineligible  for  the  Phase  II 
trials.  More  information  on  this  program  is  avail- 
able through  the  company’s  VIDEX  Information 
Center  at  1-800-662-7999.  (J) 


Requirements  change  for  issuance  of  handicap  parking  privileges 


The  Oklahoma  Legislature,  in  its  1990  session, 
changed  the  medical  requirements  for  issuance  of 
handicap  parking  privileges. 

Physicians  who  certify  disabilities  for  eligible  pa- 
tients should  note  that  as  of  September  1,  1990,  the 
following  are  the  only  medical  reasons  by  which  an 
individual  can  qualify  for  a handicap  parking 
privilege: 

A.  Cannot  walk  two  hundred  (200)  feet  without 
stopping  to  rest,  or; 

B.  Cannot  walk  without  the  use  of,  or  assistance 
from,  a brace,  cane,  crutch,  another  person,  prosthet- 
ic device,  wheelchair  or  other  assistant  device,  or; 

C.  Is  restricted  to  such  extent  that  the  person’s 
forced  (respiratory)  expiratory  volume  for  one  (1)  sec- 
ond, when  measured  by  spirometry  is  less  than  one 
(1)  liter  or  the  arterial  oxygen  tension  is  less  than 
sixty  (60)  mm/hg  on  room  air  at  rest,  or; 

D.  Must  use  portable  oxygen,  or; 

E.  Has  functional  limitations  which  are  class- 
ified in  severity  as  class  III  or  class  IV  according  to 
standards  set  by  the  American  Heart  Association,  or; 

I Okla  State  Med  Assoc,  Vol  83,  October  1990 


F.  Is  severely  limited  in  his  or  her  ability  to  walk 
due  to  an  arthritic,  neurological  or  orthopedic  condi- 
tion. 

For  additional  information,  write  or  call  the  Okla- 
homa Department  of  Public  Safety,  PO  Box  11415, 
Oklahoma  City,  OK  73136-0415,  (405)  425-2424.  (J) 

Perinatal  Task  Force 

Physicians  encouraged  to  use 
task  force's  screening  form 

A genetic  screening  form,  generated  by  the  OSMA 
Perinatal  Task  Force  appears  in  this  issue  of  the 
Journal  (page  500). 

While  the  form  has  not  been  officially  approved  by 
the  Physicians  Liability  Insurance  Company  (PLICO), 
its  use  is  currently  being  recommended  by  the  task 
force. 

Physicians  are  encouraged  to  copy  or  reproduce 
the  form  as  needed  for  use  in  their  practices.  (J 
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PATIENT  SCREENING  HISTORY 


PATIENT  NAME  _ 
FATHER  OF  BABY 


Many  families  carry  rare  genetic  problems.  Those  families  usually  recognize 
the  name  of  such  a disease.  Please  tell  us  if  you  or  the  father  of  the  baby 
have  any  of  the  following  diseases  in  your  families: 


Birth  Defects 
Childhood  Blindness 
Down’s  Syndrome  (Mongolism) 
Childhood  Deafness 
Mental  Retardation 
Childhood  Heart  Disease 
Cleft  Lip  or  Palate 
Spina  Bifida  (open  spine) 
Congenital  Heart  Disease 


(Circle  any  that  apply) 

Hydrocephalus  (water  on  the  brain) 
Polycystic  Kidney  Disease 
Hemophilia  (“free  bleeder”) 
Huntington’s  Chorea 
Cystic  Fibrosis 
Muscular  Dystrophy 
Galactosemia 
Dwarfism 

Infant  or  childhood  deaths 


Y N 

Do  you  know  of  any  other  genetic  diseases  in  your  families?  

Are  you  and  the  father  of  the  baby  blood  relatives?  

Have  you  or  the  father  of  the  baby  lived  in  Haiti,  Africa,  SE  Asia?  

Do  you  or  the  father  of  the  baby  use  street  drugs  in  the  veins?  

Have  you  or  the  father  of  the  baby  had  a blood  transfusion?  

Have  you  or  the  father  of  the  baby  been  in  prison?  

Have  you  or  the  father  of  the  baby  had  sex  with  a homosexual?  

Have  you  or  the  father  of  the  baby  had  serum  hepatitis  or  AIDS?  

Would  you  or  the  father  like  to  have  a test  for  hepatitis  or  AIDS?  

Have  you  had  herpes?  

Do  you  use  cocaine  or  “crack”  or  other  “street”  drugs?  

Do  you  use  alcohol  regularly?  If  so,  how  many  drinks  a day?  

Do  you  smoke  cigarettes?  If  so,  how  many  cigarettes  a day?  

Do  you  suffer  physical  or  mental  abuse?  

Please  list  any  other  conditions  that  are  common  in  your  family  (Diabetes,  Heart  Trouble,  Twins,  etc.) 


If  you  or  the  father  of  the  baby  are  in  the  following  categories,  please  respond: 

Y N 

Black/Indian  — have  you  had  sickle  cell  testing?  

Jewish  — have  you  had  Tay  Sachs  disease  testing?  

Italian/Greek/Southeast  Asians  — have  you  had  Thalassemia  testing?  

If  you  will  be  over  35  when  the  baby  is  born,  be  sure  to  ask  about  amniocentesis. 

List  any  problems  you  have  had  in  this  or  other  pregnancy  that  you  would  like  to  discuss  with  the  doctor: 


Date 


Signature: 


Annual  August  Event 

OSMA  sponsors  picnic  in  OKC  to  welcome  new  medical  students 


Approximately  175  first-year  medical  students,  their 
spouses  and  children,  and  physicians  attended  this 
year's  OSMA  student  picnic  on  August  24.  Also  attend- 
ing in  their  capacity  as  hosts  were  OSMA  staff  members. 
A popular  annual  event,  the  picnic  welcomes  the  new 
class  of  medical  students,  introduces  them  to  organized 
medicine  in  Oklahoma,  and  gives  them  an  opportunity 
to  meet  one  another.  Picnickers  gathered  on  the  front 


lawn  and  beneath  the  portico  at  OSMA  headquarters. 
The  menu  included  hamburgers,  hot  dogs,  baked  beans, 
potato  salad,  fresh  fruit,  and  dessert.  Briefly  addressing 
the  group  this  year  were  OSMA  President  Perry  A. 
Lambird,  MD,  an  Oklahoma  City  pathologist;  OSMA 
Speaker  of  the  House  Larry  L.  Long,  MD,  a surgeon  in 
Oklahoma  City;  and  Jonathan  Drummond,  MS  III,  pres- 
ident of  the  OSMA  student  section  at  OUHSC. 


From  Aetna  Medicare 

Physician  Payment  Reform  Update:  A Letter  to  Physicians  About 
The  Comparative  Performance  Report  Program 


WHAT  IS  THE  COMPARATIVE  PERFORMANCE 
REPORT  PROGRAM? 

The  Comparative  Performance  Report  program  is  an 
informational  effort  intended  to  alert  physicians  who 
have  billed  Medicare  for  an  unusually  large  number 
of  services  or  procedures  in  comparison  to  their  peers 
on  an  annual  basis.  Aetna  Medicare  accumulates 
data  on  the  billing  patterns  of  physicians  who  treat 
Medicare  patients.  Comparative  Performance  Re- 
ports compare  the  billing  patterns  of  physicians  for 
a variety  of  services  or  procedures  to  billing  norms  for 
all  physicians  in  the  same  specialty  and  locality.  Bill- 
ing norms  are  calculated  by  determining  the  average 
number  of  services  billed  per  100  beneficiaries 
treated  plus  two  standard  deviations.  In  general,  95% 
of  physicians  bill  Medicare  for  a number  of  services 
within  the  norms. 

Physicians  who  exceed  the  billing  norms  will  be 
sent  a Comparative  Performance  Report  describing 


the  procedures  or  services  billed  for  at  a higher  rate 
than  their  peers,  and  an  explanatory  letter  contain- 
ing information  on  whom  they  may  contact  to  discuss 
it.  This  information  will  allow  recipients  to  conduct 
an  independent  assessment  of  the  appropriateness  of 
coding,  billing  and  utilization  practices. 

WHO  WILL  RECEIVE  COMPARATIVE 
PERFORMANCE  REPORTS? 

Aetna  Medicare  will  send  Comparative  Performance 
Reports  to  physicians  in  the  fall  of  1990.  Physicians 
and  group  practices  will  be  selected  to  receive  them 
through  the  analysis  of  postpayment  claims  data  for 
the  most  recent  6-month  period  available.  Nation- 
wide, they  will  be  sent  to  approximately  5,000  indi- 
vidual physicians  and  group  practices. 

If  it  appears  possible  that  a physician’s  selection 
was  the  result  of  an  incorrect  specialty  listing,  Aetna 
Medicare  will  contact  him  or  her  to  confirm  that  our 
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Aetna  Medicare  (continued) 

file  contains  the  correct  listing  before  sending  a re- 
port. For  example,  when  we  profile  a physician  listed 
in  our  file  as  an  internist  who  practices  gastroenterol- 
ogy, our  analysis  may  reveal  a high  rate  of  endoscopic 
procedures  for  an  internist.  However,  his  or  her  bill- 
ing rate  for  endoscopic  procedures  may  be  consistent 
with  that  of  other  gastroenterologists.  Such  a physi- 
cian would  not  receive  a report. 

WHY  IS  AETNA  MEDICARE  CONDUCTING  THE 
COMPARATIVE  PERFORMANCE  REPORT 
PROGRAM? 

Section  6102(b)  of  the  Omnibus  Budget  Reconcilia- 
tion Act  (OBRA)  of  1989  requires  carriers  to  “monitor 
and  profile  physicians’  billing  patterns  within  each 
area  or  locality  and  provide  comparative  data  to 
physicians  whose  utilization  patterns  vary  signifi- 
cantly from  other  physicians  in  the  same  payment 
area  or  locality.” 

HOW  IS  THE  COMPARATIVE  PERFORMANCE 
REPORT  PROGRAM  RELATED  TO  THE  MEDICARE 
VOLUME  PERFORMANCE  STANDARD? 

In  the  June  1990  special  edition  of  the  Medicare 
Newsletter,  we  explained  the  Medicare  Volume 
Performance  Standard  (MVPS).  You  may  find  it  use- 
ful to  refer  to  this  earlier  article. 

The  MVPS  is  the  Congressional  judgment  of  an 
appropriate  growth  rate  for  Medicare  Part  B physi- 
cian expenditures.  The  rate  of  increase  in  actual  ex- 
penditures for  physician  services  will  be  measured 
against  the  MVPS  rate  of  increase.  If  actual  physi- 
cian expenditures  rise  at  a rate  lower  than  the  MVPS 
rate  of  increase,  a higher  future  annual  payment  up- 
date may  be  made  than  would  otherwise  apply.  If  the 
actual  rate  of  increase  in  expenditures  is  greater 
than  the  MVPS  rate  of  increase,  the  following  year’s 
payment  update  could  be  decreased  from  what  it 
would  otherwise  be. 

The  MVPS  does  not  distinguish  medically  neces- 
sary services  from  those  which  may  be  of  questiona- 
ble appropriateness.  The  Comparative  Performance 
Report  program  has  been  developed  to  provide  physi- 
cians with  information  on  the  number  of  services 
billed  per  100  beneficiaries  when  that  number  is  sig- 
nificantly higher  than  their  peers.  High  billing  rates 
may  be  a signal  that  a physician  is  billing  for  some 
services  that  are  not  appropriate,  or  using  a different 
level  of  CPT-4  code  than  that  used  by  his  or  her  peers 
for  the  same  services.  Physicians  who  receive  reports 


are  being  provided  with  an  opportunity  to  review 
their  coding,  billing  and  practice  patterns  to  confirm 
the  medical  necessity  of  the  services  they  are  billing 
for  at  a higher  frequency  than  their  peers.  Such  a re- 
view can  help  to  ensure  that  only  medically  neces- 
sary services  are  included  when  the  Government  de- 
termines compliance  with  the  MVPS. 

WHAT  SHOULD  YOU  DO  IF  YOU  RECEIVE  A 
COMPARATIVE  PERFORMANCE  REPORT? 

The  Comparative  Performance  Report  program  is  in- 
formational. We  encourage  you  to  contact  us  to  dis- 
cuss the  report,  although  Aetna  Medicare  will  not  re- 
quire a response  from  any  physician  receiving  a re- 
port. We  acknowledge  that  the  information  provided 
to  you  may  not  incorporate  certain  important  charac- 
teristics of  your  practice,  such  as  case  mix,  subspe- 
cialty, and  site  of  service.  However,  we  believe  that 
you  will  still  find  it  useful  as  a starting  point  from 
which  to  analyze  your  billing  and  practice  patterns. 
Please  telephone  our  office  at  (405)  848-7711,  or  write 
to  us  at  Aetna  Life  Insurance  Company,  Medicare 
Benefits  Administration,  701  NW  63rd  Street,  Okla- 
homa City,  OK  73116,  if  you  wish  to  discuss  the  re- 
port. 

A FINAL  NOTE  ABOUT  THE  PROGRAM  IN 
FUTURE  YEARS 

As  HCFA  and  its  carriers  gain  experience  with  the 
Comparative  Performance  Report  program  and  new 
data  and  system  capabilities  become  available,  we 
anticipate  improving  the  program  to  make  the  data 
provided  to  physicians  as  informative  and  useful  as 
possible.  Among  these  anticipated  improvements,  we 
are  exploring  the  possibility  of  providing  information 
to  physicians  who  appear  to  provide  fewer  services 
than  the  norm;  profiling  physicians  using  ordering  or 
rendering  physician  indicators  rather  than  billing 
numbers;  updating  and  expanding  carrier  specialty 
listings;  and  using  Unique  Physician  Identification 
Numbers  to  avoid  fragmenting  the  billing  patterns  of 
physicians  who  practice  in  more  than  one  setting. 
Aetna  Medicare  welcomes  comments  from  physicians 
about  how  the  Comparative  Performance  Program 
may  be  improved.  (J) 
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Always  on  call 


For  over  20  years,  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association.”  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY 

INTERNATIONAL  INSURANCE  FACILITIES 


Insurance  Counselors  to  the  OSMA 


P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

Guidelines  change  for  treatment  of  resistant  gonorrhea  strains 


Increasing  levels  of  antibiotic-resis- 
tant N gonorrhoeae,  along  with  the 
high  probability  that  chlamydial  in- 
fections coexist  with  gonoccocal  in- 
fections, are  the  reasons  behind  the 
Centers  for  Disease  Control’s  revi- 
sion of  recommended  treatment  regimens  for 
gonorrhea.  The  CDC’s  recommended  regimen  for 
treatment  of  uncomplicated  urethral,  endocervical, 
or  rectal  gonococcal  infections  is  now  as  follows: 
ceftriaxone  250  mg  IM  once,  plus  doxycycline  100  mg 
orally  2 times  a day  for  7 days. 

The  new  recommended  treatment  regimen  is  ef- 
fective against  all  resistant  and  nonresistant  strains 
of  gonorrhea  as  well  as  possible  coexisting  chlamy- 
dial infections.  Coexisting  chlamydial  infections 
have  been  documented  in  up  to  45%  of  gonorrhea 
cases  in  some  populations. 

Factors  influencing  the  CDC’s  revision  of  treat- 
ment guidelines,  increased  prevalence  of  resistant 
strains  of  gonorrhea,  and  potential  coexisting 
chlamydial  infections  with  no  inexpensive  and  accu- 
rate test  available  for  chlamydia,  also  have  been  con- 
sidered in  Oklahoma.  While  reported  cases  of  gonor- 
rhea in  Oklahoma  have  declined  significantly  from 
the  peak  of  16,021  cases  in  1982  to  only  6,846  cases 
in  1989,  the  number  of  antibiotic-resistant  gonorrhea 
cases  has  significantly  increased  over  this  period  of 
time.  The  157  cases  of  resistant  gonorrhea  reported 
in  Oklahoma  during  1989  were  nearly  triple  the 
number  reported  in  1988.  Resistant  strains  of 
gonorrhea  within  the  infected  population  accounted 
for  less  than  0.10%  of  total  reported  cases  in  Okla- 
homa prior  to  1985  but  increased  to  2.29%  of  gono- 
coccal infections  in  1989. 

Reaction  Time 

Enid  physician  applauds  PRO  stance 

To  the  Editor:  My  compliments  on  the  very  nice 
editorial  in  the  August  OSMA  Journal  |“CON  on 
PRO”).  Sometimes  there  are  things  that  may  not  be 
popular  but  must  be  said  and  I think  you  have  pre- 
sented it  very  well. 


Prior  to  1985,  a greater  percentage  of  resistant 
cases  within  Oklahoma  were  military  cases  or  small 
pockets  of  civilian  infection  originating  outside  the 
state.  It  is  now  apparent  that  resistant  strains  of 
gonorrhea  have  become  indigenous  to  Oklahoma, 
with  a greater  percentage  of  all  cases  now  occurring 
among  civilians,  and  those  civilian  cases  are  now  re- 
ported from  more  counties  each  year.  Until  1985,  no 
more  than  six  counties  within  the  state  reported  re- 
sistant cases  in  any  one  year.  In  1989,  16  counties 
within  the  state  reported  resistant  cases  of  gonorrhea. 
Only  10%  of  those  cases  were  military  cases,  and  only 
12  of  185  (6%)  named  contacts  were  from  outside  the 
state. 

Until  July  1990,  the  Oklahoma  Sexually  Trans- 
mitted Diseases  (STD)  Program  maintained  a policy 
of  initiating  immediate,  labor-intensive  epidemio- 
logic follow-up  of  all  resistant  gonorrhea  cases  in  an 
effort  to  contain  the  spread  of  these  strains.  However, 
even  with  this  effort,  reported  cases  tripled  in  1989 
over  the  previous  year.  Due  to  lack  of  personnel  re- 
sources, the  STD  Program  has  been  forced  to  elimi- 
nate these  intensive  epidemiologic  efforts  in  favor  of 
adopting  the  CDC’s  recommended  treatment  regi- 
men where  the  first  drug  of  choice  for  all  gonococcal 
infections  is  medication  effective  against  resistant 
strains  of  the  disease. 

For  more  complete  details  of  the  CDC’s  Recom- 
mended Treatment  Guidelines  for  complicated  gono- 
coccal infections  or  other  sexually  transmitted  dis- 
eases, refer  to  “1989  Sexually  Transmitted  Diseases 
Treatment  Guidelines,”  MMWR  Suppl.,  Vol.  38,  No. 
S-8,  Sep.  1,  1989.  (J) 


Studies  have  shown  the  single  most  impor- 
tant factor  in  a person  choosing  to  receive 
the  flu  vaccine  is  the  recommendation  of 
his  or  her  physician.  November  is  the  op- 
timal time  to  administer  flu  vaccine  to  en- 
sure maximal  antibody  protection  through 
the  peak  of  flu  season  in  January  and  Feb- 
ruary. 
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Enid 
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A Pointed  Problem 

By  Joseph  M.  Sack,  MD 

A 7-year-old  black  male  was  brought  to  the  emer- 
gency room  late  one  evening.  The  mother  re- 
ported a neighbor  child  had  pushed  the  patient  into 
a patch  of  prickly  pear  cactus  approximately  30  min- 
utes earlier.  The  child  was  clothed  only  in  a pair  of 
cotton  shorts.  Other  past  medical  history  was  noncon- 
tributory. 

Physical  examination  revealed  a whimpering, 
fidgeting  child  with  a multitude  of  cactus  spines  cov- 
ering the  base  of  the  neck,  entire  back,  abdomen,  and 
more  than  half  of  each  extremity.  The  cactus  spines 
were  approximately  3 to  5 mm  long  and  were  grouped 
in  a clumped  distribution  that  was  consistent  with 
the  mother’s  description  of  a fall  into  prickly  pear  cac- 
tus. 


From  the  Department  of  Family  and  Community  Medicine.  UKSM-Wichita. 

Address  correspondence  and  reprint  requests  to  Dr  Sack  at  UKSM-Wichita,  1010  N 
Kansas,  Wichita,  Kansas  67214 

Reprinted  with  permission  from  Kansas  Medicine,  July  1990.  Copyright  Kansas  Med- 
ical Society.  1990. 


It  was  readily  apparent  that  removal  of  individual 
spines  with  forceps  would  be  exhausting  for  both  pa- 
tient and  staff.  Removal  with  several  types  of  dress- 
ing tapes  was  tried  without  success.  Melted  wax  was 
obtained  from  the  physical  therapy  department  for 
an  attempt  at  peeling  off  the  spines.  This  also  was  un- 
successful. 

After  surveying  the  available  resources,  a strip  of 
plaster  casting  material  was  moistened  and  applied 
to  a small  area  of  spines.  After  the  plaster  strip  dried 
it  was  pulled  from  the  skin,  along  with  nearly  all  of 
the  cactus  spines.  The  patient  tolerated  the  trial  pro- 
cedure well.  Plaster  strips  were  then  applied  to  the 
remaining  affected  skin,  with  hair  dryers  used  to 
speed  the  drying  process.  After  the  dried  plaster  was 
removed,  examination  of  the  skin  revealed  only  a few 
retained  spines,  which  were  removed  with  forceps. 
The  plaster  dust  was  washed  off,  and  the  child  was 
released.  Follow-up  with  the  mother  indicated  that 
the  child  had  no  further  problems  with  pain,  itch  or 
subsequent  skin  problems. 

DISCUSSION 

Medical  treatment  of  cactus  spine  injuries  is  without 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.*  Paul  J.  Kanaly,  M.D.* 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
* Fellows  of  the  American  College  of  Surgeons 

24  Hour  Consultation  and  Referral 

Cardiac  Surgery  * Vascular  Surgery  * Thoracic  Surgery 
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WORTH  REPEATING 


We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  ana 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 


a uniformly  accepted  modality.  Traditional  treat- 
ment is  tedious  removal  with  forceps.  A Medline 
search  of  the  literature  disclosed  a handful  of  innova- 
tive techniques  described  in  letters  and  reports. 
These  include:  Avon’s  Aloe  Smooth  Peel-off  Facial 
Mask,1  adhesive  or  cellophane  tape,2  Hair-Off  hair  re- 
moval wax,3  No-Tweeze  depilatory  wax4  and  water- 
soluble  woodworking  glue  used  with  a piece  of  linen.5 

Though  removal  of  superficial  foreign  bodies  is  a 
skill  mastered  early  in  medical  training,  in  this  case, 
the  task  was  multiplied  a thousandfold.  The  tech- 
nique employed  on  the  patient,  though  novel,  proved 
quite  satisfactory,  and  unlike  some  of  the  materials 
listed  above,  plaster  casting  is  a common  product  in 
most  medical  offices  and  emergency  rooms. 

The  plaster  technique  has  since  been  employed 
with  equal  effectiveness  on  other  patients.  (J) 


Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we  ll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  City,  OK 
(405)840-9333 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 
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Ini  Memoriam 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

Powell  Everett  Fry,  MD 

January  28 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 

Vincel  Sundgren,  MD 

March  1 

Glen  Smith  Kreger,  MD 

March  25 

Martin  James  Fitzpatrick,  MD 

March  27 

David  Charles  Lowry,  MD 

March  30 

Robert  Alan  Johnston,  MD 

April  9 

Hervey  Adolph  Foerster,  MD 

April  15 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Ray  Maxwell  Wadsworth,  MD 

June  11 

John  Howard  Baker,  Jr.,  MD 

June  13 

David  Sprouse  Dycus,  MD 

June  28 

Paul  Olden  Shackleford,  MD 

July  27 

David  Shapiro,  MD 

August  11 

Doyle  L.  Patton,  MD 

August  12 

Edward  McLain  Thorp,  MD 

August  16 

Murlin  Knight  Braly,  MD 

August  18 
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College:  The  Undergraduate  Experience  in 
America.  By  Ernest  L.  Boyer.  New  York:  Harper  & 
Row,  1986,  pp  242,  $19.95. 

In  1983,  the  Carnegie  Foundation  produced  High 
School:  A Report  on  Secondary  Education  in 
America.  The  present  report  describes  the  results  of 
a study  of  college  as  a companion  piece  to  the  earlier 
work.  College  is  the  most  thorough  examination  of 
undergraduate  colleges  ever  undertaken.  Ernest 
Boyer,  president  of  the  Carnegie  Foundation  for  the 
Advancement  of  Teaching,  and  his  staff  spent  10,000 
hours  on  campuses  across  the  United  States,  conduct- 
ing some  13,000  interviews  with  students,  faculty, 
administrators,  and  parents. 

Twenty-nine  colleges  and  universities  were  in- 
cluded in  this  study,  which  began  in  the  fall  of  1984. 


Campuses  visited  were  carefully  selected  to  repre- 
sent the  full  spectrum  in  institutional  types  — lib- 
eral arts  colleges,  comprehensive  colleges,  doctorate- 
granting institutions,  and  research  universities.  Pub- 
lic and  private  institutions  were  included  in  the 
sample  in  the  same  proportion  in  which  they  are 
found  among  all  American  colleges  and  universities. 
Further,  all  areas  of  the  country  were  represented. 

We  are  given  a close  look  inside  the  college  at 
everything  from  a model  class  discussion  to  the  con- 
dition of  college  libraries,  to  extracurricular  campus 
life.  The  book  containes  some  54  graphs  and  charts, 
which  provide  an  enormous  amount  of  information 
on  different  subjects. 

In  addition  to  providing  a comprehensive  look  at 
what  takes  place  on  campuses,  the  book  proposes 


Deaths 


John  Howard  Baker,  Jr.,  MD 
1917  - 1990 

Eufaula  general  practitioner  J.  Howard  Baker,  Jr., 
MD,  died  June  13,  1990.  Born  in  Indianola,  Okla,  he 
attended  the  University  of  Arkansas  School  of 
Medicine,  where  he  was  graduated  in  1943.  He  served 
on  active  duty  with  the  US  Army  for  almost  two  years 
during  World  War  II,  including  10  months  overseas, 
and  attained  the  rank  of  captain. 

Murlin  Knight  Braly,  MD 
1923  - 1990 

M.  Knight  Braly,  MD,  a general  practitioner  in  Wood- 
ward, died  August  18,  1990.  Dr  Braly  was  born  in 
Buffalo  and  earned  his  medical  degree  from  the  Uni- 
versity of  Oklahoma  School  of  Medicine  in  1947.  He 
established  his  practice  in  Mooreland  and  later  vol- 
unteered for  active  duty  in  the  US  Navy  during  the 
Korean  war.  After  his  discharge  in  1952,  Dr  Braly 
moved  to  Woodward  and  continued  his  practice  until 
his  retirement  in  May  of  this  year. 

Doyle  L.  Patton,  MD 
1905  - 1990 

OSMA  Life  Member  Doyle  L.  Patton,  MD,  a retired 
general  practitioner,  died  August  12,  1990,  in  Coal- 


gate.  A native  of  Wooster,  Ark,  Dr  Patton  was  a 1932 
graduate  of  the  University  of  Arkansas  School  of 
Medicine.  He  served  as  an  officer  in  the  US  Marine 
Corps  during  World  War  II  and  practiced  medicine  in 
Midland,  Tex,  from  1945  to  1955,  when  he  moved  to 
Coalgate.  Dr  Patton  retired  in  1987. 


David  Shapiro,  MD 
1911  - 1990 

Longtime  Tulsa  physician  David  Shapiro,  MD,  died 
August  11,  1990.  An  OSMA  Life  Member  since  1981, 
he  was  bom  in  Brenham,  Tex.  He  earned  his  medical 
degree  at  the  University  of  Texas  School  of  Medicine 
in  1938  and  moved  to  Tulsa  the  following  year. 


Edward  McLain  Thorp,  MD 
1916  - 1990 

Edward  M.  Thorp,  MD,  OSMA  Life  Member  and 
longtime  Cushing  family  practitioner,  died  August 
16,  1990.  A native  of  Clinton  and  a 1942  graduate  of 
the  University  of  Oklahoma  School  of  Medicine,  Dr 
Thorp  established  his  practice  in  Cushing  in  1946. 
During  World  War  II  he  served  on  active  duty  with 
the  US  Army  Medical  Corps,  attaining  the  rank  of 
captain.  Dr  Thorp  retired  in  November  1984.  (J 
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sweeping  changes  in  the  way  colleges  approach  their 
tasks  — more  specifically,  a four-year  course  in  gen- 
eral education  that  would  not  teach  just  “basics,”  but 
would  integrate  science,  history,  and  English  into  an 
exploration  of  seven  core  themes:  work,  language, 
heritage,  art,  institutions,  nature,  and  identity.  In 
all,  84  recommendations  for  change  are  made. 

Throughout  this  thought-provoking  book  is 
Boyer’s  own  vision  about  the  role  of  colleges,  and  this 
ties  the  book  together. 

I am  sure  that  this  book  will  take  a place  among 
the  landmark  publications  dealing  with  higher  edu- 
cation in  this  country. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 


Announcement 

American  Medical  Association 
Hospital  Medical  Staff  Section 
Sixteenth  Assembly  Meeting 
November  29-December  3,  1990 

Medical  Staffs  from  across  the  country  are  encouraged  to  elect 
a medical  staff  representative  to  participate  in  the  AMA-HMSS 
Assembly  Meeting  November  29-December  3.  1990  at  The 
Peabody  Orlando  in  Orlando,  Florida. 

The  HMSS  Assembly  provides  medical  staffs  with  a unique 
opportunity  to  discuss  and  participate  in  the  policymaking  pro- 
cess of  the  AMA.  In  addition  to  the  Assembly  Meeting,  an 
informative  program  on  Economic  Credentialing  will  be  pre- 
sented. 

If  you  are  unable  to  participate  in  the  Orlando  Meeting,  we 
encourage  you  to  call  us  with  the  name  of  your  HMSS  Repre- 
sentative. 

For  further  information  about  the  AMA-HMSS,  please  call  (312) 
464-4754  or  464-4761. 


Classifieds 


Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


STAFF  PHYSICIAN,  University  of  Oklahoma.  Oklahoma 

University  Student  Health  Center  is  recruiting  BC/BE  physician. 
40  hour  week,  8 to  5.  Modem  facility  serves  20,000  students,  fac- 
ulty, staff.  Competitive  salary,  excellent  benefits,  paid  malpractice 
insurance,  retirement.  Send  C.V.  to  Druery  Thom,  M.D.,  620  Elm, 
Norman,  Oklahoma  73060.  (405)  325-4611. 


NEW  YORK:  Finger  Lake  Region  — Seeking  Director  and 

full-time  emergency  department  physicians.  Excellent  compensa- 
tion, paid  malpractice  insurance,  signing  bonus,  and  optional  be- 
nefit package.  Contact:  Karen  Remai,  Emergency  Consultants, 
Inc.,  2240  South  Airport  Road,  Room  54,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800-632-3496. 


FAMILY  PRACTICE  — INTERNAL  MEDICINE.  Seeking 

physician  to  join  M.D.,  D.O.,  N.P.,  in  a rural  community,  one  hour 
from  Oklahoma  City.  Join  a busy,  fully-equipped  modem  medical 
clinic.  Beginning  salary  75,000  + , paid  3 wk.  vacation,  malprac- 
tice insurance,  health/life  insurance,  pension/profit  sharing  plan. 
Option  for  additional  income  in  local  emergency  department.  For 
more  information  call  Tricia  405-382-3650. 


TEXAS:  Emergency  department  Directorship  and  full-time 

position  available  at  a 244  bed  regional  trauma  center  north  of 
Dallas.  Excellent  compensation  including  malpractice  insurance 
and  additional  benefit  package  available.  Located  in  a resort  com- 
munity. Contact:  Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


DEPARTMENT  MEDICAL  DIRECTOR  — report  to  the 

Commissioner  of  agency  with  $146  million  annual  budget,  3 hos- 
pitals, 1 adolescent/youth  hospital,  1 crisis  center,  5 community 
mental  health  centers,  3 alcohol/drug  centers  and  approximately 
200  contract  agencies.  Position  will  plan,  develop  and  manage  ad- 
ministrative and  clinical  aspects  of  clinical  care  provided  in  sys- 
tem. Possession  of  certification  by  the  American  Board  of  Psychia- 
try and  Neurology  and  eligible  for  licensure  to  practice  medicine 
in  Oklahoma  or  possession  of  a current  Oklahoma  medical  license 
required.  Three  years  of  experience  in  supervising  a psychiatric 
program  of  services  in  a psychiatric  institution  required.  Salary 
of  $119,000-$130,000  annually.  Send  resume  to:  Personnel  Man- 
ager, Department  of  Mental  Health  and  Substance  Abuse  Ser- 
vices, P.O.  Box  53277,  Capitol  Station,  Oklahoma  City,  OK  73152, 
no  later  than  November  15,  1990. 


CLEVELAND/AKRON  AREA:  Seeking  full-time  and  part- 

time  emergency  physicians  for  low  volume  facilities  within  easy 
drive  of  Cleveland  and  Akron.  ACLS  certification  and  primary 
care  experience  required.  Excellent  compensation  and  malprac- 
tice insurance  provided.  Flexible  scheduling  to  fit  your  lifestyle. 
Incentive  bonuses  available.  Contact:  Karen  Remai,  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Rd.,  Room  54,  Traverse  City,  MI 
49684;  1-800-253-1795. 


LaJunta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


MEDICAL  OFFICER.  READY  TO  MAKE  A CAREER 

CHANGE?  TIRED  OF  WORKING  LONG  HOURS?  WANT  AN 
8:00-5:00  JOB,  PAID  VACATIONS,  SICK  LEAVE,  WEEKENDS 
OFF,  EXCELLENT  RETIREMENT  PACKAGE??????  The  US 
Postal  Service,  Oklahoma  City,  OK,  is  seeking  a Medical  Officer 
with  a MD  or  DO  Degree  and  current  unlimited  license  to  practice 
medicine.  Salary  range  $50,758-$64,962.  Submit  Curriculum 
Vitae  to  the  Manager,  Employment  & Development,  US  Postal  Ser- 
vice, Oklahoma  City  Division,  Post  Office  Box  25998,  Oklahoma 
City,  OK  73125-9422,  no  later  than  THURSDAY,  NOVEMBER  1, 
1990. 
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Patients  with 
Prescription  Confusion? 

USE 

IDENTI-MED® 

An  Easy  to  Use  System  of 
3-D  DAY-GLO  SYMBOLS  On  Rx  Vials 

Just  Ask  Your  Friendly  Pharmacist 

IDENTI-MED",  INC.  1-800-752-9404 


Key  numbers  for 
a more  profitable  practice: 


1-800-762-6468 


Professional  Management  Midwest® 
Expert  advice  for  ease  of  practice. 
William  Curry,  Management  Consultant 
2707  E.  57th  Street 
Tulsa,  Oklahoma  74105 


Selling  or  Buying  a Practice? 


Practice  evaluation 
Practice  brokerage 


Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 
Office  (405)  360-9238  Home  (405)  329-2423 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr ) 5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urolooical  Clinical  letter.  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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Why  PLICO  Health? 


Guaranteed 

Continued 

Insurability 


PLICO  Health  is  committed  to  guaranteed  continued  in- 
surability for  every  member  of  the  Oklahoma  State 
Medical  Association.  You  are  assured  continued  in- 
surability regardless  of  losses  you,  your  family,  or  your 
employees  may  suffer.  That  is  a commitment  no  other 
company  is  willing  to  make,  but  it  is  only  one  of  the 
reasons  PLICO  Health  is  your  best  option.  To  find  out 
more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  insurance  specialists  will  be  happy  to 
provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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Pasteur  Medical  Bldg.  Physicians  & Surgeons  Bldg. 

Room  301  East  Room  105 

1111  N.  Lee  1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918) 747-7506 

OKLAHOMA  TOLL  FREE  1 -800-REF- LABI 

ALL  OKLAHOMA  CITY  LOCATIONS  239-7111 


THE 

Independent 

FWJHOUDBY 
INSTITUTE.  INC 


A 

nc.mA 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 


OKLAHOMA  UROLOGY  CENTER 


CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 
TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Chickasha 
2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J.W.  McDoniel,  M.D. 

JO.  Wood,  Jr,  M.D. 

INTERNAL  MEDICINE 
W.S.  Harrison,  M.D. 

D.L.  Stehr,  M.D. 

Don  R Hess,  M D 
R.L.  Jenkins,  M D. 

L V Deck,  M.D 
R.C.  Talley,  M D 

CARDIOLOGY 
Joe  T.  Bledsoe,  M.D. 

GASTROENTEROLOGY 
C.K.  Su,  M.D 

PEDIATRICS 
R E.  Herndon,  M D 
E Ron  Orr,  M.D. 

J.E.  Freed,  M.D. 

Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M.D. 
Alan  J Weedn,  M.D 
David  Rumph,  M.D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M D. 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson,  M.D 
Virginia  L Harr,  M.D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D 

OPHTHALMOLOGY 
John  R Gearhart,  M.D. 

ANESTHESIOLOGY 
T.  Gowlikar,  M.D 
Gideon  Lau.  M D 
M M Vaidya,  M D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr , M D. 


UROLOGY 
K.T.  Varma,  M.D. 

ORTHOPEDIC  SURGERY 
J E Winslow.  M D 
Timeri  Murari,  M D 
Bill  Ohl,  P.A. 

CLINICAL  PSYCHOLOGY 
J.M.  Ross,  Ph  D. 

RADIOLOGY 
T.J.  Williams,  M.D. 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed.,  C.C.C 

DERMATOLOGY 
Linda  A.  Reinhardt,  M.D. 

ALLERGY 
R E.  Herndon,  M.D 
W.S.  Harrison,  M D. 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M.D 

NEUROSURGERY  (Part-time) 
R E Woosley,  M.D 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

EC  Duus.  M D 

ONCOLOGY  (Part-time) 

R.G  Ganick,  M.D. 

L.M  Bowen,  M D 

SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon.  M D 
Jeff  Jones,  M.D 


DERMATOLOGY  (Part-time) 
Mark  Roytman,  M D 
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SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha.  OK 
MEDICARE  Approved 


ADMINISTRATION 
James  W Loy 
Daniel  N Vaughan 


ALLERGY  (Part-time) 
R E Herndon,  M D 
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Orthopedic  & Arthritis  Center 


McBride  clinic,  inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
"Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
"J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Low,  MD,  FACS 
"Thomas  C.  Howard,  MD,  FACS 
"David  L.  Holden,  MD,  FACS 
"Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
"Jon  W.  Blaschke,  MD 
"R.  Eugene  Arthur,  MD 
"Larry  G.  Willis,  MD 
"Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD ' 

MANAGEMENT  SERVICES 

"Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


Specializing  in  the  diagnosis  and  treatment 

> of  asthma  and  other  allergic  diseases  in 

2ZT  Founded  1926  3 

adults  and  children. 

- MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MDt* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDf° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Hau'nschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDt* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

John  S.  Irons,  MD|° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  t* 

Mercy  Doctors  Tower 
4200  W.  Memorial  Rd„  Suite  112 

James  R.  Claflin,  MDt° 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 

George  L.  Winn,  MDt 

3433  N.W.  56th,  Suite  870 

t Diplomate  American  Board  of  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

* Diplomate  American  Board  of  Internal  Medicine 

(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 

Diplomate  American  Board  of  Pediatrics 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and  one 
of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant  program 
in  Oklahoma  to  earn  government  Medicare  Certification. 


Nazih  Zuhdi,  MD 

DIRECTOR, 


CHIEF  TRANSPLANT  SURGEON 

Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
John  S.  Muchmore,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 


Research 

Bettina  Mues 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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Shawnee  Medical  Center  Clinic,  Inc. 


2801  N SARATOGA  / P O BOX  849  SHAWNEE,  OKLAHOMA  74801  / Phone  405-273-5801 


ALLERGY 

A M Bell,  MD* 


GENERAL  SURGERY 

Frank  H Howard,  MD* 
Gary  D.  Myers,  MD* 


INDUSTRIAL  MEDICINE 

A.  M Bell,  MD 


INTERNAL  MEDICINE 

Michael  W.  Butcher,  MD* 
Merle  L,  Davis,  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson,  MD* 

D A Mace,  MD 
J.  B.  Jarrell,  MD* 

S P.  Shetty,  MD* 

D.  L Holland,  Jr.,  MD* 


NEONATOLOGY 

R.  K.  Mohan.  MD 


OBSTETRICS 

GYNECOLOGY 

Richard  E.  Jones,  MD* 
Stephen  E.  Trotter,  MD* 
Donald  E.  Loveless,  Jr.,  MD* 


OPHTHALMOLOGY 

David  K.  Linn,  MD*,  PhD 

ORTHOPEDIC  SURGERY 

T.  A.  Balan,  MD,  FAAOS* 

R.  M Kamath,  MD,  MS*  (Ortho) 

S M Waingankar,  MD,  MS*  (Ortho) 

OTORHINOLARYNGOLOGY 

S.  Rishi,  MD*.  MS,  FACS 

PATHOLOGY  CONSULTANT 

David  L.  McBride,  MD* 


RADIOLOGY  CONSULTANTS 

William  Phillips,  MD* 

Robert  G.  Wilson,  MD* 

Cranfill  K.  Wisdom,  MD* 


INFECTIOUS  DISEASE 

William  A.  Chapman,  MD 


ADMINISTRATOR 

W.  J.  Birney 


‘Board  Certified 


PEDIATRICS 

A.  M.  Bell,  MD* 

R.  K.  Mohan,  MD" 

W.  A Chapman,  MD* 


ORTHOPEDIC  ASSOCIATES,  ll\IC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12 
(405)947-0911 


Davia.  h.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 


Surgery  of  the  Spine 
Total  Joint  Replacement 
Physical  Therapy 
General  Orthopedic  Services 
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DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OR  RADIOLOGY 


I N C. 


Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MRI 
Radiation  Therapy 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 

CAROL  K.  YATES,  M.D. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
TELEPHONE  (405)  945-4750 


204  MEDICAL  TOWER  BLDG 
3141  NORTHWEST  EXPRESSWAY 
TELEPHONE  (405)  848-7741 


400  PHYSICIANS  PROFESSIONAL  BLDG. 
3400  NORTHWEST  EXPRESSWAY 
TELEPHONE  (405)  943-9646 


206  NORTHWEST  MEDICAL  CENTER  BLDG 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  946-8999 


BAPTIST  HOSPITAL  DEACONESS  HOSPITAL 

TELEPHONE  (405)  949-3202  TELEPHONE  (405)  949-6107 


ni>'PI 

MEDICAL  PLAZA  IMAGING 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


CT  SCAN 

Head 
Spine 
Total  Body 


State  of  the  Art 

MRI 

(1.5  Tesla  GE  Magnet) 

Head 

Spine 

Total  Body 


OKLAHOMA  HAND «==— ^S|-. 
SURGERY  CENTER,  INtUNgJ 

Carlos  A.  Garcia-Moral,  MD,  FACS  Kenneth  A.  Hieke,  MD 

405/232-3210 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD.  FACS  Paul  Sllversteln,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  ot  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


ANESTHESIOLOGY 

ROBERT  E KAPLAN,  M D 
— Anesthesiology  — 
Pain  Management 
3500  State  Street 

Telephone  918-333-4550  Bartlesville,  OK  74006 

Fax  918-333-5886 

CARDIOVASCULAR 

CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization.  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service),  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 

‘G  L Homck.  MD.  FACC  943  8428  ‘J  Voda.  MD.  FACC  947-1297 
•J  L Bressie.  MD.  FACC  946-0568  G.L  Worcester,  MD  943-4134 

A F Elliott.  MD.  FACC  943-8421  K J Kassabian.  MD.  FACC  272-8397 

A S Dahr,  MD.  MS  947-2321 

‘Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Root.  3433  N W 56th  Oklahoma  City,  Oklahoma  73112 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $50.00  per  half  inch  per  year. 


ALLERGY 


JAMES  A MURRAY.  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


Galen  P Robbins.  MD 
Williams  S Myers,  MD 
Lawrence  M Higgs,  MD 
Ronald  H White,  MD 


CARDIOVASCULAR  CLINIC 
William  J Fors,  MD 
W.  H Oehlert.  MD 
Charles  F.  Bethea,  MD 


Fred  E.  Lybrand.  MD 
Mel  Clark,  MD 
Jerome  L.  Anderson.  MD 
Santosh  T Prabhu,  MD’ 


Senior  Consultant:  Wm  Best  Thompson,  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  antenography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th.  Suite  400.  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial.  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 


Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


Ponca  City  Stillwater  Shawnee 

1-800-3837546 


Northwest  Medical  Center  Suite  602 

NORTHWEST  ALLERGY  CLINIC.  INC 


RONALD  W.  GILCHRIST,  JR..  MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City.  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


John  L Davis,  M D 
3330  N W 56th 

Oklahoma  City.  Oklahoma  73112 
405  843  66’ 9 


OKLAHOMA  ALLERGY  CLINIC.  INC 
Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 

Robert  S.  Ellis,  MDf  John  R Bozalis,  MDf 

LyleW  Burroughs.  MDf°  John  S.  Irons.  MDt° 

Charles  D.  Haunschild,  MDt°  Warren  V.  Filley,  MDf 
James H.  Wells,  MDf  James  R.  Claflin,  MDf 


SKIN  & SKIN  CANCER  CENTER.  INC. 

C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


Senior  Consultants:  George  S Bozalis,  MD;  George  L.  Winn,  MDt 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St.  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memonal 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 
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ENDOCRINOLOGY 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


M.  GUDE.  MD,  MRCP  (UK).  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M.D.  Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave.,  #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B.  MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON.  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS.  PC 
Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins,  MD,  DABOS  John  F.  Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  PICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  , MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memonal  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


WM.  P TUNELL,  MD'  DAVID  W.  TUGGLE,  MD' 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
'American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  M.D..  FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M.D  , MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M.D.,  FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J Smith,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith,  M.D.,  FAPA 
Diplomate.  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat,  M.D,,  MRCP  (UK) 
CONSULTANTS 
Robert  J.  Outlaw,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Povl  Toussieng,  M.D.,  FAPA 

Thurman  E.  Coburn,  Ph.D.,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D.  Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 


PULMONARY  DISEASE 


RAYMOND  J DOUGHERTY,  MD 

Diplomate  Amencan  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 


Special  Interest  in  Adult  and  Adolescent  Asthma 


204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


OSMA  News 

Another  OSMA  member  service 
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NORMAN  K IMES.  MD- 
JOHN  E HUFF.  MD" 

ELWOOD  F WILLIAMS.  MD 

"Diplomates  American  Board  ol  Internal  Medicine 
"American  Board  ot  Internal  Medicine  • Pulmonary  Disease 
Consultants  in  Diseases  ot  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street.  Suite  212  (405)  947-3335 

Oklahoma  City.  Oklahoma  73112 


KATHERINE  S LITTLE,  MD 
DENNIS  M PARKER.  MD 

Diplomates  Amencan  Board  ot  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  ot  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street.  Suite  208  (405)  949-2215 

Oklahoma  City,  Oklahoma  73112 


RADIOLOGY 


CHET  BYNUM.  MD  GLENNA  YOUNG,  MD 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

13301  N Meridian  Bldg  300 
Oklahoma  City.  Oklahoma  73120 
(405)  752-0186 


RADIOLOGIC  SPECIALTIES,  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  73116 

Practice  Limited  To  CT  Scanning 

V.C.  Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 
Diplomates  American  Board  of  Radiology 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Uoyd  G.  McArthur,  PhD,  MD  Winfred  L Medcalf,  MD 

Robert  C.  Troop.  PhD.  MD 
207  C Street  NW  Ardmore.  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G.  M RAYAN.  MD.  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 

3433  NW  56th.  Suite  850  Oklahoma  City.  OK  73112 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S.  BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  , Suite  304  13313  N Mendian,  Suite  A 

Oklahoma  City,  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 


WILLIAM  J.  FORREST,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


HERBERT  M KRAVITZ,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 


UROLOGY 


A.  de  QUEVEDO,  MD.  Inc. 

Diplomate  of  the  Amencan  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 


BARNEY  J LIMES,  MD.  FACS 
1211  N Shartel,  Suite  208 
Oklahoma  City,  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr , Suite  300 
Midwest  City.  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 


JOSEPH  D.  PARKHURST,  MD,  FACS 
Diplomate  Amencan  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany,  OK  73008  495-6134  Yukon.  OK  73099 


CHARLES  L.  REYNOLDS,  JR  , MD,  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 


1125  N Porter 
Norman.  Okla  73071 
(405)  364-1071 
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OFFICERS  OF  THE  OKLAHOMA 
STATE  MEDICAL  ASSOCIATION 

Perry  A.  Lambird,  MD,  President; 
Billy  D.  Dotter,  MD,  President- 
Elect;  Michael  ).  Haugh,  MD,  Vice-President;  lames  D.  Funnell,  MD, 
Secretary-Treasurer;  Larry  L.  Long,  MD,  Speaker,  House  of  Delegates; 
Victor  L.  Robards,  Jr.,  MD,  Vice-Speaker,  House  of  Delegates;  Sara  Reed 
DePersio,  MD,  Chair,  Board  of  Trustees;  )ay  A.  Gregory,  MD,  Vice-Chair, 
Board  of  Trustees. 


Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 


Index  to  Advertisers 


Associates  in  Cardiovascular  and 

Thoracic  Surgery 

C.L.  Frates  & Company 

Cardiac  Surgeons  of  Oklahoma  City 

Central  Oklahoma  Ambulatory  Surgical 
Center,  Inc 

Eli  Lilly  ( Ceclor) 

G.D.  Searle  & Co.  (Calan  SR) 

Hand  Center,  The 

Identi-Med 

Jerry  Bugg  Volkswagen  Volvo  

Laureate  Psychiatric  Clinic  and  Hospital 

Medical  Arts  Laboratory  

Medical  Plaza  Imaging 

Merk  Sharp  & Dohme  (Vasotec)  

Oklahoma  Allergy  Clinic 

Oklahoma  Cardiovascular  Surgeons 

Oklahoma  City  Clinic  

Oklahoma  Hand  Surgery  Center,  Inc 

Oklahoma  Transplantation  Institute  

Oklahoma  Urology  Center 

Orthopedic  & Arthritis  Center  

Orthopedic  Associates,  Inc 

Palisades  Pharmaceuticals,  Inc.  (Yocon) 

PLICO  Health 

Professional  Management  Midwest 

Public  Service  Company  of  Oklahoma  

Radiology  Associates,  Inc 

Roger  Harrison  

Shawnee  Medical  Center  Clinic,  Inc 

Southern  Plains  Medical  Center,  PC 

Stillwater  National  Bank  and  Trust  Company 

Travel  by  Inace  

US  Air  Force 

Utica  Physicians’  Association,  Limited 
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Auxiliary 


The  Oklahoma  State  Medical  Association  (OSMAA) 
addresses  the  needs  and  concerns  of  physician 
spouses  from  around  the  state.  The  auxiliary  is  com- 
posed of  nearly  1300  members  who  share  the  common 
belief  that  through  our  involvement  we  can  be  effec- 
tive proponents  of  better  health  in  our  state.  At  the 
same  time,  these  individuals  have  a diversity  of  tal- 
ents and  a common  goal  of  better  health  for  indi- 
vidual communities  that  make  the  OSMAA  a unique 
organization  of  which  to  be  a member. 

This  year,  again,  the  OSMAA  has  decided  to  focus 
on  membership  as  one  of  its  major  goals.  The  purpose 
of  this  goal  is  to  affect  membership  both  qualitatively 
and  quantitatively.  The  organization  wishes  to  en- 
hance the  quality  of  membership  through  the  process 
of  meeting  the  ever  changing  needs  of  its  members. 
These  needs  range  from  social  to  intellectual  to  emo- 
tional in  scope,  with  activities  designed  to  meet  these 
needs  on  all  levels  of  auxiliary  membership.  In  terms 
of  increasing  the  membership,  the  basic  purpose  is  to 
inform  potential  members  of  all  the  benefits  of  join- 
ing this  organization. 

The  emphasis  of  the  1990-91  year  will  be  Member- 
ship is  a Team  Effort.  This  effort  was  started  in  July 
at  the  OSMA  office  with  a meeting  of  the  state  and 
county  officers  involved  with  membership.  Through 
the  sharing  of  problems  and  solutions  these  leaders 
identified  specific  needs  to  be  worked  on  throughout 
the  coming  year.  Mary  Ann  Deen  (Mrs  Gordon), 
former  AMAA  Membership  Chairman,  shared  infor- 
mation from  the  national  level  to  show  how  we  are 
indeed  a Team  from  national  to  state  to  county  to  the 
individual  member. 

The  goals  of  the  membership  team  include  (1)  the 
identification  and  recruitment  of  potential  resident 
physician/medical  school  spouses  (RP/MSS),  (2)  the 
identification  and  recruitment  of  potential  members- 
at-large  (MALs),  (3)  the  recognition  and  appreciation 


of  current  members  for  their  auxiliary  contributions 
and  accomplishments,  and  (4)  the  recognition  and  ap- 
preciation of  long-standing  auxilians  such  as  the 
spouses  of  retired  or  deceased  physicians.  Because  of 
the  decline  in  retained  members,  the  emphasis  of  this 
year’s  membership  team  will  be  to  recognize  the 
needs  of  current  members  and  to  encourage  member- 
ship of  those  who  have  not  renewed  their  member- 
ship. OSMAA  needs  all  of  its  members,  whether  they 
be  RP/MSS,  MALs,  current,  or  retired  members. 

Membership  in  the  OSMAA  is  indeed  a privilege. 
To  be  eligible  for  this  membership,  the  only  require- 
ment is  that  the  person  must  be  the  spouse  of  a physi- 
cian who  is  a member  of  their  county  medical  society 
and  of  the  OSMA.  'With  your  auxiliary  membership 
comes  a wealth  of  information  and  opportunities.  The 
information  that  a member  receives  ranges  from  cur- 
rent legislation  to  current  health  issues  and  ways  to 
become  involved  and  have  an  impact  in  these  areas. 
The  opportunities  arise  from  the  ability  to  be  in- 
volved in  the  auxiliary’s  efforts  in  financially  assist- 
ing the  American  Medical  Association  Education 
and  Research  Foundation  (AM A/ERF)  and  from  the 
ability  to  use  one’s  talents  to  become  an  effective 
leader  in  the  organization.  One  of  the  most  compel- 
ling reasons  to  be  a part  of  the  auxiliary  is  the  indi- 
viduals who  make  up  the  organization.  Auxilians  are 
a talented,  resourceful,  and  exciting  group  of  which 
to  be  a part. 

The  OSMA  Auxiliary  is  a vast  volunteer  network 
that  helps  to  bring  a better  quality  of  life  to  all  people 
through  its  health  programs  and  projects  and  its 
legislative  efforts.  And  if  you  cannot  always  remain 
an  “active”  member,  remain  an  informed  member. 
Support  OSMAA  with  your  dues. 

— Judy  Critchfield  (Mrs  Carl) 
OSMAA,  First  Vice-President 
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The  Last  Word 


■ The  increasing  incidence  of  measles  in  Okla- 
homa last  year  continues  this  year,  according  to  the 
August  1990  issue  of  the  Oklahoma  State  Depart- 
ment of  Health’s  Epidemiology  Bulletin.  The  newslet- 
ter says  that  in  the  first  six  months  of  the  year,  the 
state  reported  162  cases  to  the  Centers  for  Disease 
Control  (CDC),  compared  with  100  cases  for  the  same 
period  in  1989  and  only  8 cases  in  all  of  1988.  Nation- 
ally, 7,200  cases  of  measles  were  reported  in  the  first 
half  of  1990,  a 42%  increase  over  the  same  period  in 
1989.  Among  those  cases  were  35  deaths,  including 
one  in  Oklahoma. 

Beginning  this  year,  school  children  in  Oklahoma 
who  are  entering  school  for  the  first  time  in  either 
kindergarten  or  grade  one  are  required  to  have  re- 
ceived two  doses  of  measles  vaccine  on  or  after  their 
first  birthdays;  the  doses  must  have  been  at  least  one 
month  apart.  Questions  about  measles  vaccinations 
should  be  directed  to  the  OSDH  Immunization  Divi- 
sion, (405)  271-4073. 

■ The  Journal  of  the  American  Medical  Association 
(JAMA)  reports  in  its  August  15  issue  that  in  1989 
the  typical  graduate  left  medical  school  with  a debt 
of  $42,374,  up  more  than  $4,000  from  a year  before. 

■ In  its  August  1990  Oklahoma  Aids  Update,  the 
AIDS  Division  of  the  OSDH  warns  personal  com- 
puter users  about  a diskette  said  to  contain  informa- 
tion about  AIDS.  Apparently  the  program  on  the 
diskette  encrypts  data  on  the  user’s  hard  drive,  mak- 
ing it  unreadable.  The  software  is  being  distributed 
by  a company  called  PC  Cyborg  and  comes  in  a pro- 
fessionally produced  mailer  with  a flyer  entitled 
“AIDS  Information  — An  Introductory  Diskette.” 
Persons  receiving  a copy  of  the  diskette  should  not  at- 
tempt to  run  it. 

■ October  is  “Talk  About  Prescriptions”  Month. 
This  is  the  fifth  year  for  the  promotion  and  its  spon- 
sor, the  National  Council  on  Patient  Information  and 
Education  (NCPIE),  has  selected  “Break  the  Rx  Si- 
lence Barrier”  for  its  theme.  Physicians  are  urged  to 
talk  with  patients  about  their  prescriptions  to  ensure 
that  misinformation  or  a lack  of  information  does  not 
contribute  to  what  the  NCPIE  calls  the  other  drug 
problem  — inadvertent  medication  errors  and  delib- 
erate noncompliance. 

■ DUET  patient  education  materials,  expanded 

and  revised  last  year,  are  now  available  from  the 
American  Academy  of  Family  Physicians  (AAFP). 
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The  315  DUET  monographs,  developed  in  coopera- 
tion with  the  US  Pharmacopeial  Convention,  Inc., 
provide  patient  information  on  commonly  prescribed 
drugs  or  classes  of  drugs  and  are  based  on  current 
USP  data.  They  are  printed  in  looseleaf  form,  suit- 
able for  photocopying.  DUET  packages,  $8  each,  can 
be  ordered  by  writing  to:  AAFP,  Order  Department, 
8880  Ward  Parkway,  Kansas  City,  MO  64114-2797. 

■ Available  positions  in  US  residency  programs 

exceeded  the  number  of  applicants  for  the  fourth  con- 
secutive year  in  1989,  according  to  the  August  15 
Journal  of  the  American  Medical  Association 
(JAMA).  Vacant,  or  unfilled,  positions  increased  by 
27%  between  1988  and  1989,  says  the  90th  Annual 
Report  on  Medical  Education  in  the  United  States.  A 
decline  in  the  number  of  graduates  of  accredited  med- 
ical schools  may  be  one  reason  for  the  discrepancy  be- 
tween available  and  filled  positions,  say  Beverley 
Davies  Rowley,  PhD,  and  colleagues  at  the  AMA. 

■ For  physicians  interested  in  pursuing  CME 

credits  in  neighboring  states,  the  following  courses, 
sponsored  by  the  University  of  Kansas  Medical 
Center,  will  be  available  in  Kansas  City:  Fourth  An- 
nual Kansas  City  Lipid  Club  Symposium,  October 
31;  Sutherland  Institute  Maxillofacial  Trauma, 
November  2-3;  Fourth  Annual  Center  on  Aging  Post- 
graduate Symposium  — Alzheimer’s  Disease  1990, 
New  Dimensions  in  Research,  November  8;  Sexuality 
in  Chronic  Illness  and  Disability,  November  16.  For 
details  on  these  courses,  contact  Bernice  Jackson, 
University  of  Kansas  Medical  Center,  Office  of  Con- 
tinuing Education,  39th  and  Rainbow,  Kansas  City, 
KS  66103,  (913)  588-4490. 

■ The  OSMA’s  recently  established  field  office 

is  ready  to  serve  physicians  and  county  medical 
societies  throughout  the  state.  Those  wishing  to  ar- 
range an  on-site  visit  or  assistance  from  the  office 
should  call  OSMA  Associate  Director  Robert  W. 
Baker,  1-800-522-9452. 

■ The  Journal  invites  OSMA  members  to  sub- 

mit copies  of  their  favorite  photographs  or  slides  for 
possible  use  on  the  cover.  Vertical  formats  are  pre- 
ferred, and  both  color  and  black-and-white  can  be 
used.  Photos  should  depict  either  medicine  or  Okla- 
homa. For  details,  call  Managing  Editor  Susan 
Records,  (405)  843-9571  or  1-800-522-9453.  (J) 
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VASOTEC 


ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  lo 
this  pioduct  and  in  patients  with  a history  ol  angioedema  related  lo  previous  treatment  with  an  ACE  inhibitor 
Warning*:  Angioedema  Angioedema  ol  the  lace  extremities,  lips,  tongue,  glottis  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlmed  to  the 
face  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  It  Involvement  ol 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg. . subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  lo  0 5 mL).  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS  ) 

rension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
its  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  lollowed.  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC 
m patients  at  risk  lor  excessive  hypotension  who  are  able  lo  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  lor  the  hrst  two  weeks  ot  treatment  and 
whenever  the  dose  ol  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  it  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  it  necessary,  receive  an  intravenous  mlusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  lo  turther  doses  ol  VASOTEC  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  II  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

NeutropeniaJ Agranulocytosis  Another  ACE  inhibitor,  captopoi,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  impairment  especially 
il  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  m which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  impaired  Renal  Function  As  a consequence  ol  inhibiting  the  remn-angiolensm-aldosteione 
system,  changes  in  renal  lunchon  may  be  anticipated  in  susceptible  individuals  in  patients  wifn  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensm-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunchon  should  be  monitored  during  the 
lirst  lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  lailure.  hyper- 
kalemia was  observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 
Risk  factors  lor  the  development  ot  hyperkalemia  include  renal  insufficiency  diabetes  meliitus.  and  the  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  it  at  all.  with  VASOTEC  (See  Drug  Interactions ) 

Surgery/Aneslhesia  in  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enatapnl  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  il  can  be  corrected  by  volume  expansion 
Information  for  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  lo  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  lirst  lew  days  ot  therapy  ll 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 


All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  the  physician 


Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g . sore  throat,  lever)  which  may 
be  a sign  of  neutropenia 


NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  sale  and  effective  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  effects 
Drug  Interactions . 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  alter  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blockmg  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  ol  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  il  concomi- 
tant use  of  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Uthium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination of  sodiutrrincluding  ACE  inhibitors  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  Irequently  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy-Category  C There  was  no  lelotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
m rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/ 
kg/day.  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  lo  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  ol  fetal  Toxicity  with  the  use  ol  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleate.  MSO)  should  be  used  during  pregnancy  only  il  the  potential  ben- 
efit luslilres  the  potential  risk  to  the  letus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  lar  suggests  the  following  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  lirst  trimester  of  pregnancy  has  not  been  reported  lo  affect  letar outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  (unction  in  the  letus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  with  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  following  administration  ol  WC  enalapril  maleate  It  is  not 
known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pediatric  Use  Salety  and  effectiveness  in  children  have  not  been  established 


Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  salely  in  more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  lound  lo  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients 

HYPERTENSION  The  most  Irequenl  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4,3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1 4%).  rash  (1 4%).  cough  (1  3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypotension  (6/%).  orthostatic  ettects  (2  2%).  syncope  (2  2%),  cough  (2  2%).  chest  pain  (21%).  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  Inals  were  fatigue  (f 8%),  headache  (1 8%),  abdominal  pain  (16%).  asthenia  (1 6%).  orthosta- 
tic hypotension  (1 6%).  vertigo  (1 6%).  angina  pectoris  (1 5%).  nausea  (13%)  vomiting  (1 3%),  bronchitis  (1 3%). 
dyspnea  (1 3%),  urinary  tracf infection  (1 3%).  rash  (1  3%).  and  myocardial  infarction  (T  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
m 0 5%  lo  1%  ol  patients  with  hypertension  ot  heart  lailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension ),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation. 

Digestive  Ileus,  pancreatitis  hepatitis  (hepatocellular  or  cholestatic  iaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 


NervousIPsychiatnc  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm.  rhmorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inlection 
Skin  Exlolialive  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
lorme,  urticaria,  pruritus,  alopecia.  Hushing,  hyperrndrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 


A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthrafgias/arthrrtis,  myalgias,  lever,  serositis,  vasculitis,  leukocytosis,  eosmophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations. 


men!  with 


may  be  latal  II  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treal- 
ITEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See 


Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 

-•  ‘ — — mx  occurs,  treat 
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occurred  in  0.5%  ot  patients 
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Hypotension  in  the  hypertensive  patients,  hypotension  occurred  in  0 9% ; 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a C 


apv  m 01%  ol  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  th  6.7% 

2 2%  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuatic-  “■ *' 

failure  (See  WARNINGS ) 


;ontinuation  ol  ther- 
occurred  in 
EjHth  heart 


Clinical  Laboratory  Test  Findings 
Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hypa 
Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  'n 
atinme,  reversible  upon  discontinuation  ol  therapy,  were  observed  n 


sion  treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  pain 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  hearfTai 


ises  in  blood  urea  mtrdgpn 
ol  patients  with  es! 


concomitant  diuretics  or  in 
were  also  receiving 


diuretics  with  oi  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  ustffrttfyWwsible  upon  dis 
continuation  ot  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  abowMnfyol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients  l' 


Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 q%  and  1 0 vol  %.  respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASUTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  patients  discontinued  therapy  due  lo  anemia 


Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression  have  been  reported  A lew  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deliciency 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  il  possible,  be  dis- 
continued lor  two  to  three  days  belore  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypotension  (See 
WARNINGS ) If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a smgte  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  ol  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mL/mm  (serum  creatinine  ol  up  to  approximately  3 mg/dl)  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  s 3 mg/dl).  the  lirst  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions ) II  possible,  the  dose  ol  the  diuretic  should  be  reduced  which  may 
dimmish  the  likelihood  ot  hypotension  The  appearance  ot  hypotension  after  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  loflowing  effective  management  ol  the  hypotension  The 
usual  therapeutic  dosing  range  tor  the  treatment  ol  heart  lailure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  lailure  (NYHA  Class  IV).  patients  were  treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Ettects  ) Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 


Dosage  Adjustment  in  Patients  with  Head  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  lailure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >16  mg/dl,  therapy  should  be  initi- 
ated at  2.5  mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Head 
Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
b i d then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  at  the  time 
of  dosage  adiuslmenl  there  is  not  excessive  hypotension  or  significant  deterioration  ol  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  information,  consult  your  MSD  Representative  or  see  Prescribing  Information.  Merck 
Sharp  & Dohme.  Division  ol  Merck  & Co.,  Inc,  West  Point.  PA  19486.  J9VS61R2(820) 


MSD 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 


THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 


VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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Multiple  Specialty  Clinics 


Ambulatory  Care 

271-2728 

Kent  C.  Hensley,  M.D. 
Leslie  A.  Ameson,  M.D. 

Aviation  Medicine 

271-2728 

Leslie  A.  Ameson,  M.D. 
Behavioral  Medicine 

271-2453 

Lucien  D.  Rose,  Ph.D. 
William  J.  Shaw,  Psy.D. 
Everett  E.  Bayne,  M.D. 

Cardiology 

271-2733 

Charles  W.  Robinson,  M.D. 
Thomas  R.  Russell,  M.D. 
Paul  C.  Houk,  M.D. 

Alan  R.  Puls,  M.D. 

Cardiovascular- 
Thoracic  Surgery 

271-2733 

R.  Mark  Bodenhamer,  M.D. 
Brian  R.  Boggs,  M.D. 

Endocrinology 

271-2717 

James  L.  Males,  M.D. 
Ronald  P.  Painton,  M.D. 
Jonathon  L.  Davis,  M.D. 

Family  Medicine 

271-2717 

Steven  A.  Crawford,  M.D. 
James  R.  Kimball,  M.D. 
Robert  E.  Terrell,  M.D. 
Paul  D.  Johnson,  M.D. 
Jeffrey  B.  Cruzan,  M.D. 
Constance  A.  Smiley,  M.D. 
Charles  W.  Lunn,  M.D. 

T.  Wade  Toalson,  M.D. 
Denise  LeBlanc,  M.D. 

T.  Gwynn  Carver,  M.D. 

Gastroenterology 

271-2747 

David  A.  Neumann,  M.D. 
Robert  S.  McFadden,  M.D. 
Joe  C.  Zuerker,  M.D. 
Leann  C.  Serbousek,  M.D. 

General  Surgery 

271-2749 

Jay  P.  Cannon,  M.D. 
Teresa  M.  Shavney,  M.D. 

Hematology-Oncology 

271-2744 

Ralph  G.  Canick,  M.D. 

L.  Michael  Bowen,  M.D. 
Gregory  A.  Parker,  M.D. 

Hepatology 

271-2747 

Robert  S.  McFadden,  M.D. 

Infectious  Diseases 

271-2717 

Clifford  G.  Wlodaver,  M.D. 
James  L.  Kirk,  M.D. 

Internal  Medicine 

271-2717 

Donald  G.  Preuss,  M.D. 
Earl  S.  Elliott,  M.D. 

Brian  P.  Levy,  M.D. 

Charles  D.  Arnold,  M.D. 
James  C.  Lorentzen,  M.D. 
Michael  K.  Crawford,  M.D. 
Gregory  M.  Spencer,  M.D. 
David  W.  Rader,  M.D. 
Terry  N.  Copeland,  M.D. 
Peter  S.  Young,  M.D. 

James  E.  Goodwin,  M.D. 

Neonatology 

271-2788 

Sylvia  Lopez,  M.D. 
Neurology 

271-2500 

Robert  W.  Dow,  M.D. 

Obstetrics  and  Gvnecologv 

271-2771 

Roger  D.  Quinn,  M.D. 
Thomas  R.  Bryant,  M.D. 
John  D.  Dachauer,  M.D. 
Robert  S.  Ryan,  M.D.,  Ph.D. 
Jana  Turner  Karim,  M.D. 

Orthopedic  Surgery 

271-2766 

J.  Pat  Livingston,  M.D. 
John  R.  Hunter,  M.D. 

Otolaryngology 
Head  and  Neck  Surgery 

271-2791 

C.  Joseph  Wine,  M.D. 
Joseph  E.  Leonard,  M.D. 
Willard  B.  Moran,  Jr.,  M.D. 

Pediatrics 

271-2788 

Hal  B.  Vorse,  M.D. 

William  J.  Kruse,  M.D. 

Gary  D.  McGann,  M.D. 
Mickey  E.  Crittenden,  M.D. 
Don  L.  Wilber,  M.D. 
(Continued  on  next  column) 

701  N.E.  10th 

Oklahoma  City,  OK  73104 
271-2700 
1-800-522-0224 

6 Locations  Across  The  State 


Charles  A.  (Tony)  Leveridge,  M.D. 
David  H.  Cheatham,  M.D. 

Andrea  L.  Key,  M.D. 

Robert  W.  Nickeson,  M.D. 

Martha  A.  Brehm,  M.D. 

Maribel  Diaz-Esquivel,  M.D. 

Carol  G.  Lawrence,  M.D. 

Victor  T.  Wilson,  M.D. 


27.1-2738 


Robert  W.  Nickeson,  M.D. 

Podiatry 

271-2513 

W.  Bradley  Johnston,  D.P.M. 

Pulmonary  Disease/ 

Critical  Care 

271-2933 

William  W.  Cook,  M.D. 
Mark  S.  Fixley,  M.D. 
Steven  R.  Smith,  M.D. 

Radiology 

271-2755 

Alan  M.  Effron,  M.D. 

Carol  V.  Sheldon,  M.D. 
Thomas  W.  White,  M.D. 
Clark  A.  Ward,  M.D. 

Ruth  G.  Brush,  M.D. 

Nancy  R.  Pennington,  M.D. 

Urology 

271-2725 

William  F.  Barnes,  M.D. 
Richard  E.  Herlihy,  M.D. 
John  P.  Ross,  M.D. 

Family  Medicine-Elk  City 

225-8131 

Dennis  J.  Friesen,  M.D. 
John  R.  Perkins,  M.D. 
Craig  A.  Phelps,  M.D. 

Executive  Director 

A.  Wayne  Coventon 

Diabc tes  Management  Center  271-2604 

Oklahoma  Arthritis 
Care  Center 

271-CARE 

Sexual  Health  Center 

271-7553 

Nutrition  Counseling  and 
Wcieht  Control  Proerams 

271-2604 

Accredited 

Accreditation  Association 
for  Ambulatory  Health  Care  Inc. 

A BRIGHT  IDEA... 

IN  MILD  TO  MODERATE 
HYPERTENSION 

180-mg  Calan  SR...once-daily,  single-agent  therapy 

• Efficacy  proven  comparable  to  240  mg1 

• 24-hour  control  with  once-daily  dosing1* 

• Low-dose,  well-toleratedT  therapy1 

A more  economical  choice* 


•Total  daily  dosages  above  240  mg  should  be  administered  in  divided 
doses  Calan  SR  should  be  administered  with  food 
'Constipation,  which  is  easily  managed  in  most  patients,  is  the  most 
commonly  reported  side  effect  of  Calan  SR 
'Price  comparison  versus  240-mg  Calan  SR 
Please  see  next  page  of  this  advertisement  for  references  and  a brief 
summary  of  prescribing  information. 
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verapamil  HC 


SUSTAINED-RELEASE  CAPLETS 


SEARLE 


Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."2 


References: 

1.  Data  on  file,  C.D  .Searle  & Co.  2. 1988  Joint  National  Committee: 

The  1 988  report  of  the  Joint  National  Committee  on  Detection, 

Evaluation,  and  Treatment  of  High  Blood  Pressure,  Arch  Intern  Med 
1988;148:1023-1038, 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg|  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil 
Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  1 st-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxm.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quimdine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  reduce 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage  reduction 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed  One  study 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed 
Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapamil 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%). 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  10%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina 
pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens-Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruation, 
impotence.  12/21/89  - P90  W198V 

r*r~ ni  c GD  Searle  & Co 

JLC  Box  5110.  Chicago.  IL  60680 

Address  medical  inquires  to: 

G.D  Searle  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 
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Few  things  hurt 
like  hearing  my 
child  being 
taimted  and 
teased. 

You  see,  he  used  to  have  a port  wine 
stain,  a large,  red  birthmark  on  his  face. 

But  thanks  to  a remarkable  new  laser  at 
St.  Anthony  Hospital,  that's  behind  us  now. 

Red  birthmarks,  spider  veins  and 
strawberry  marks  are  now  safely  and 
effectively  treated  with  little  discomfort. 
Unlike  other  lasers,  the  vascular  lesion  laser 
treats  only  these  areas,  leaving  the  sur- 
rounding pigment  untouched,  and  greatly 
reducing  the  risk  of  scarring.  The  laser 
offers  patients  of  all  ages  a new  look,  maybe 
even  a new  outlook.  So  before  children  are 
old  enough  for  the  teasing  to  start,  call  us 
for  more  information  about  the  new 
vascular  lesion  laser. 

OnCall.  231-8866 
Outside  Oklahoma  City,  call 
1/800/227-6964 
Clinical  Information  call. 

Melissa  Clements,  M.D.,  272-7492 


❖ St  Anthony  Hospital 

GQX1IMD 

LASER 


A MEMBER  OF  THE  55M  HEALTH  CARE  SYSTEM 
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No  one  ever  said  being  a doctor  was  easy!  Do  you  fre- 
quently find  yourself  frustrated  by  government  rules 
and  insurance  company  regulations  that  have  you -working 
harder  and  making  less?  Trying  to  take  care  of  your  patients 
while  handling  the  business  aspects  of  your  practice  is  as  crazy 
as  running  away  to  join  the  circus. 

Don’t  lose  your  footing  when  problems  occur.  If  personnel 
management  and  contract  insurance  plans  have  you  on  the 
ropes,  call  the  Professionals  at  Professional  Office  Management. 

POM  is  the  oldest  and  most  reliable  practice  management 
company  in  Oklahoma.  We  have  the  experienced  staff  and 
resources  necessary  to  keep  your  medical  office  operating  in 
high  style. 


If  you  prefer  a more  down-to-earth  ap- 
proach to  practicing  medicine,  keep  both 
feet  on  the  ground  and  leave  the  balancing 
act  to  the  Professionals. 


I20W 

I Professional 
Office  Management 


Professional  Office  Management  • 1 100  N.  Classen  Blvd..  Suite  100.  Oklahoma.  OK  7310b  • 405/232-7050 
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Why  PLICO  Health?  PLICO  Health  Offers  You 
Guaranteed  Continued  Insurability  and  . . . 


Nine  Out  of  Ten 
Choose 
PLICO 


Nine  out  of  ten  physicians  in  Oklahoma  choose  Physi- 
cians Liability  Insurance  Company  for  their  professional 
liability  coverage.  The  tenth  probably  wishes  he  had 
also.  PLICO  provides  you  the  best  professional  liability 
insurance  in  the  country.  PLICO  Health  provides  you, 
your  family,  and  your  staff  the  best  health  insurance.  To 
find  out  more  about  the  advantages  of  PLICO  Health, 
give  us  a call.  One  of  our  experienced  insurance 
specialists  will  be  happy  to  provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH  PROFESSIONS 
“STAT” 

1-800-423-USAF 


Where  them's  smoke.. .there  may  be  bronchitis 


Pulvules 
250  mg 


cefaclor 


Established  therapy 
for  today’s  patients 


For  respiratory  tract  Infections  due  to 
susceptible  strains  of  indicated  organisms 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Brief  Summary. 

Consult  too  package  literature  lor  prescribing  Information. 
Indication;  Lower  respiratory  inlections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
Warnings;  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUOE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-speclrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea  Colon  flora  Is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  In  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
Impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  Infants  less  than  one  month 
old  Ceclor  penetrates  mother’s  milk  Exercise  caution 
in  prescribing  for  these  patients 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 1n  200  patients.  Cases 
of  serum-slckness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  Is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  Is  ongoing,  serum-sickness-fike 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0  5%)  In 
one  focused  trial  to  2 In  8,346  (0.024%)  In  overall 
clinical  trials  (with  an  Incidence  in  children  in  clinical 
trials  of  0055%)  to  1 In  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  Initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies)  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms  No 
serious  sequelae  have  been  reported 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy 

• Gastrointestinal  (mostly  diarrhea):  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment, 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness.  Insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and.  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly 

■ Abnormal  urinalysis:  elevations  in  BUN  or  serum 
creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  lor  urinary  glucose  with  Benedict's 
or  Fehling's  solution  and  Clinitest  ’ tablets  but  not  with 
Tes  Tape*  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  (021490LWI 

Additional  information  available  to  the  profession 
on  request  from  Ell  Lilly  and  Company,  Indianapolis, 
Indiana  46285 

Ell  Lilly  industries,  Inc 
% Carolina,  Puerto  Rico  00630 

a Subsidiary  of  Ell  Lilly  and  Company 
Indianapolis.  Indiana  46285 
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Editorial 


The  Golden  Age  of  Medicine 

Choosing  a career  may  be  difficult,  and  the  long  years 
of  preparation  for  a professional  career  in  medicine 
are  especially  daunting.  Today,  many  veterans  of 
medicine  are  depressed  and  pessimistic,  while  feel- 
ing a lack  of  public  esteem  and  a government-induced 
loss  of  professional  autonomy  and  freedom.  This  dis- 
content has  become  contagious  to  the  students  pres- 
ently choosing  a life’s  work;  selection  of  health 
careers  is  now  at  a low  ebb  in  our  society. 

There  is  an  ancient  adage:  “ . . . And  this,  too, 
shall  pass  away.”  This  eternally  true  statement  of  the 
inevitability  of  change  in  human  affairs  reminds  us 
that  the  present  deplorable  state  of  medical  econom- 
ics and  of  government  repression  is  not  permanent  — 
it  shall  not  last.  And,  as  we  are  citizens  of  a demo- 
cratic republic,  we  can  know  that  the  US  government 
will  eventually  come  to  its  senses  and  lift  the  burden 
of  medical  socialism  from  the  American  people.  The 
repressions  of  creativity  and  the  economic  disloca- 
tions inherent  in  government  medicine  are  even  now 
becoming  evident  to  the  people  and  to  the  US  Con- 
gress. Thus,  we  can  know  that  constructive  solutions 
promulgated  by  medicine  and  the  American  people 
will  someday  soon  solve  the  current  health  care 
crisis. 

So  we  Ancient  Mariner  Physicians,  who  have 
lamented  so  long  with  the  Albatross  of  government 
rules  hung  around  our  neck,  must  be  aware  that  our 
youthful  followers  do  not  choose  when  to  be  born,  nor 
the  epoch  when  they  are  to  practice  medicine.  It  is 
true  that  a more  caring  kind  of  medicine  was  prac- 
ticed before  Medicare,  but  it  is  possible  in  any  age  for 


medical  science  to  transcend  politics  and  economics. 
The  needs  of  the  sick,  and  human  anatomy  and 
physiology  remain  unchanged  by  politics  or  by  eco- 
nomic systems.  The  expert  physician  has  a universal 
substrate,  regardless  of  the  times,  on  whom  to  exer- 
cise a science  of  healing  seasoned  with  altruism.  The 
politicians  may  inhibit  it,  or  disparage  it,  but  they 
cannot  take  it  away.  Thus  it  is  that  the  young  person 
with  a true  hankering  for  a health  career  should  be 
encouraged,  despite  the  damaging  political  condi- 
tions of  the  present.  Today’s  repressions  will  be  re- 
solved, but  study  can  make  medical  science  a perma- 
nent personal  asset.  Medical  skills  give  special  oppor- 
tunities to  express  the  nobler  part  of  the  human 
spirit,  in  any  epoch. 

Nowadays  some  physicians  mourn  the  passage  of 
the  Golden  Age  of  Medicine  as  if  it  were  a historical 
age,  delimited  by  years.  But  in  reality,  every  indi- 
vidual physician  has  a personal  Golden  Age,  when 
the  skills  are  sharp,  the  medical  science  produces 
happy  outcomes,  patient  interactions  are  emotion- 
ally rewarding,  and  opportunities  to  do  good  abound. 
Physicians  have  always,  since  the  time  of  Hippoc- 
rates, experienced  an  individual  Golden  Age  of 
Medicine  within  themselves,  regardless  of  the  polit- 
ical and  economic  climate  where  they  work.  The 
young  student  considering  a career  in  health  service 
may  be  reminded  of  this  eternal  truth,  even  today. 
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'•  Unlike  a traditional  hospital,  Laureate 


is  a series  of  smaller,  related  buildings  on  a 47-acre  campus  which  provide  for  an  active,  healthy  approach  to 
treatment.  There  are  courtyards,  walking  trails,  and  even  a small  lake.  The  activities  building  offers  everything 


from  art  therapy  to  indoor  swimming  to  full  physical  fitness  equipment.  This  warm  and  inviting  environment  is 
crucial  to  the  healing  and  rehabilitation  of  psychiatric  and  chemical  dependency  patients. 

COMPREHENSIVE  CONTINUUM  OF  CARE.  Laureate  utilizes  an  intensive  multi-disciplinary  team  approach  for 
individualized  treatment  plans  in  a variety  of  settings.  Designed  for  the  specific  needs  of  adolescents,  adults  and 
older  adults:  acute  care;  stepdown  care  (transition  to  outpatient  care);  day/evening/weekend  partial  hospital; 
outpatient  care;  transitional  living  programs;  addictive  disorders  programs. 

For  more  information  about  Laureate  and 


LA  U R E ATE 


to  be  placed  on  our  mailing  list,  call  1-800-322-5173. 


LAUREATE  PSYCHIATRIC  CLINIC  AND  HOSPITAL 

6655  SOUTH  YALE  AVENUE.  TULSA.  OKLAHOMA  74136 
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Thanksgiving?  Yes! 


We  have  much  for  which  to  be 
thankful,  this  November  1990. 

In  the  United  States  Senate, 

Don  Nickles  appears  to  have  res- 
cued America  from  the  worst  of 
CLIA-88.  With  the  assistance  of 
David  Boren,  Senator  Nickles 
pulled  off  a feat  that  can  only  be 
called  stunning.  He  success- 
fully amended  the  report  of  the 
Senate  Appropriations  Committee  to  require  HCFA 
to  redraft  and  republish  the  CLIA  personnel  regula- 
tions, provide  for  a comment  period  and  Congres- 
sional oversight,  and  provide  to  Congress  detailed 
cost-benefit  analyses  of  the  new  personnel  regula- 
tions established.  Not  only  did  Senator  Nickles  ac- 
complish this  legislative  gem,  he  even  persuaded  the 
principal  Senate  sponser  of  CLIA-88  (Mikulsky  of 
Maryland)  to  vote  for  the  Nickles  language!  We  in 
Oklahoma  took  pens  in  hand  to  write  our  delegation 
for  help.  I hope  that  we  will  all  send  Senator  Nickles 
a note  of  thanks.  He  deserves  it. 

It  is  also  time  to  contact  our  delegates  to  the 
OSMA  House  of  Delegates  and  thank  them  for  tak- 
ing time  from  their  practices  to  produce  sound  policy 
for  our  association.  In  any  representative  body  there 
are  times  in  which  neither  the  members  nor  their 
elected  representatives  are  totally  sure  that  what  is 
being  done  is  either  right  or  representative.  As  this 
is  written  the  OSMA  office  has  received  over  800  re- 
sponses to  the  member  survey  mailed  in  September, 
a truly  large  response  with  essentially  no  statistical 
chance  of  error.  On  every  question  OSMA  members 
agreed  overwhelmingly  with  the  actions  taken  by  the 
house,  and  with  very  similar  percentages.  Unified 


AMA  membership  was  approved  by  a 3 to  1 margin, 
a single  reimbursement  zone  by  12  to  1.  Your  dele- 
gates deserve  your  thanks. 

In  quiet  moments,  we  should  all  give  thanks  that 
we  are  physicians  — chosen  from  among  many  to  live 
our  lives  as  members  of  an  old  and  honored  profes- 
sion. The  vicissitudes  of  bureaucratic  gnats  aside,  no 
other  human  calling  has  so  rich  a mixture  of  science, 
intellectual  problems,  emotions,  and  interaction 
with  the  varied  personalities  of  Homo  sapiens.  The 
reasons  that  we  entered  medicine  are  enduring.  The 
satisfactions  are  lasting.  We  have  been  blessed. 

Last  but  not  least,  we  should  also  give  thanks  that 
we  live  and  practice  in  Oklahoma.  We  live  in  homes, 
not  the  overpriced  shoeboxes  of  San  Francisco  or  Bos- 
ton. We  can  reach  our  offices  and  hospitals  in  min- 
utes, not  hours  of  bumper-to-bumper  commutes.  We 
not  only  know  our  neighbors,  they  are  even  friends. 
We  enjoy  four  seasons,  but  do  not  have  to  withstand 
the  endless  winters  of  Lake  Superior  or  the  relentless 
heat  of  the  Rio  Grande.  Medicine  in  Oklahoma  is  a 
community  of  friends,  not  a collection  of  feuding  fac- 
tions. We  have  shared  values  of  quality,  indepen- 
dence, and  integrity.  In  Oklahoma  one  is  judged  by 
what  he  or  she  can  do,  not  what  one  was  or  what  one’s 
parents  did.  We  live  in  one  of  the  most  open  climates 
in  all  America,  with  considerable  public  regard,  and 
remarkable  professional  freedom.  Let  us  give  thanks 
for  all  that  we  have.  And  let  us  pledge  that  we  will 
exert  whatever  effort  is  necessary  to  keep  intact  the 
tremendous  heritage  of  Oklahoma  medicine. 
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Aids  Update 


Office  Management  of  Patients  Infected  with 
the  Human  Immunodeficiency  Vims  (HIV)  — 1990 


Eric  L.  Westerman,  MD;  James  P.  Hutton,  MD;  David  W.  Potts,  MD 


Human  immunovirus  (HIV)  infections  and  related  dis- 
eases continue  to  consume  a major  portion  of  health 
care  resources  nationwide  and  in  the  state  of  Okla- 
homa. There  were  162  new  cases  of  acquired  immuno- 
deficiency syndrome  (AIDS)  diagnosed  in  Oklahoma  in 
1989  and  an  additional  347  cases  of  other  HIV  infec- 
tions were  reported.  It  appears  almost  certain  that  few 
physicians  in  practice,  if  any,  will  escape  seeing  HIV- 
related  illnesses.  It  is,  therefore,  important  that  all  physi- 
cians have  an  adequate  understanding  of  the  basic  man- 
agement of  these  related  illnesses.  The  reader  is  referred 
to  our  original  article  in  the  October  1988  issue  of  the 
Journal  of  the  Oklahoma  State  Medical  Association, 
which  outlined  the  office  management  of  HIV-positive 
patients.'  The  current  paper  represents  an  update  on  this 
problem.  Many  of  the  original  tenets  and  descriptions 
of  management  remain  the  same,  and  they  will  not  be 
repeated. 

Originally  the  HIV  diseases  were  divided  into 
three  categories:  AIDS,  AIDS-related  complex 
(ARC),  and  asymptomatic  carriers.  Although  the  def- 
initions of  these  conditions  remain  the  same,  their 
clinical  significances  are  more  nebulous,  since  it  is 
now  recognized  that  this  disease  has  a spectrum  of 
illnesses  that  most  HIV-infected  patients  will  eventu- 
ally experience.  The  original  definition  of  full-blown 
AIDS  was  made  for  epidemiologic  purposes  and  this 
diagnosis  does  not  always  signify  the  end  stage  of  the 


Direct  correspondence  to  Enc  L.  Westerman,  MD,  1805  East  Fifteenth  Street.  Tulsa,  OK 
74104. 


illness.  It  is  now  recognized  that  some  persons  with 
severe  T-cell  depletion,  who  do  not  meet  the  original 
or  appended  definitions  of  AIDS,  are  nevertheless 
near  the  end  of  a fatal  illness,  whereas  some  persons 
who  meet  the  definition  of  full-blown  AIDS  are  less 
sick  clinically  and  many  have  relatively  better  im- 
mune function  than  those  with  severe  ARC.  Like- 
wise, some  asymptomatic  patients  may  have  severe 
immunologic  dysfunction. 

The  natural  history  of  HIV  infections  is  still  un- 
predictable for  any  individual  patient,  but  overall  fol- 
lows a fairly  understandable  progression.  Of  those 
persons  recently  infected,  approximately  5%  per  year 
will  develop  either  HIV-related  malignancies  or  se- 
vere opportunistic  infections,  which  defines  AIDS.  At 
8 to  10  years,  approximately  50%  of  infected  individu- 
als will  develop  clinical  AIDS.2  It  appears  that  most, 
and  possibly  all,  of  those  persons  with  HIV  infection 
will  eventually  develop  severe  T-cell  depletion  and 
subsequent  immunologic  dysfunction  which  is  irre- 
versible and  fatal.  Specific  treatment  of  HIV  infec- 
tion may  prevent  or  delay  this  deterioration.  Cur- 
rently control  of  the  disease,  rather  than  cure,  is  pos- 
sible. An  analogy  may  be  made  with  other  chronic 
illnesses  such  as  diabetes  and  hypertension,  whereby 
control  of  the  disease  can  be  achieved  and  prolonged 
survival  may  be  possible.  The  array  of  therapeutic  in- 
terventions has  rapidly  improved,  and  thus  an  opti- 
mistic outlook  should  be  conveyed  to  the  patient.  It 
is,  therefore,  imperative  that  ALL  patients  with  HIV 
infection  be  seen  and  examined  regularly  by  a physi- 
cian. 
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Initial  General  Screen 

It  is  important  that  all  persons  who  have  tested  posi- 
tive with  initial  screening  ELISA  tests  have  addi- 
tional confirmatory  tests.  The  Western  blot  is  still  the 
standard  confirmatory  test,  and  all  persons  who  have 
a strongly  positive  Western  blot  test  should  be  con- 
sidered to  be  infected  by  the  virus.  Falsely  positive 
Western  blot  tests  occur,  but  they  are  extremely  rare. 
More  commonly  the  physician  may  be  confused  by 
the  report  of  an  indeterminate  Western  blot  test. 
Most  of  these  patients  do  not  have  HIV  infection,  but 
a small  percentage  will  have  either  very  early  or  late 
HIV  infection.3  Those  with  late  infections  will  invar- 
iably be  symptomatic  and  usually  do  not  pose  a dif- 
ficulty in  diagnosis.  Those  with  early  infection  are 
usually  asymptomatic  but  often  have  a history  of 
high  risk  behavior  or  otherwise  have  known  exposure 
to  the  virus.  Those  with  indeterminate  test  results 
and  no  known  risk  factors  or  exposure  will  likely  be 
subsequently  shown  not  to  have  infection  with  HIV.4  5 
Nevertheless,  an  indeterminate  result  requires  care- 
ful follow-up  and  additional  testing.  Such  additional 
testing  may  include  the  HIVagen,  p24  antigen  test- 
ing, polymerase  chain  reaction,  viral  cultures,  and 
assessment  of  immunologic  function.  Those  physi- 
cians who  are  not  comfortable  with  their  assessment 
of  these  patients  are  advised  to  refer  such  patients  to 
centers  or  physicians  who  are  skilled  in  testing  and 
evaluation  of  HIV  infections. 

Physicians  should  be  familiar  with  the  Oklahoma 
laws  regarding  the  reporting  of  HIV  infections.  Like 
certain  other  communicable  diseases,  HIV  infections 
are  reportable,  and  all  persons  with  positive  HIV 
serology  should  be  reported  to  the  Oklahoma  State 
Department  of  Health  unless  they  have  been  tested 
at  an  anonymous  testing  center.  Similarly,  all  per- 
sons who  have  developed  clinical  AIDS  are  reportable 
by  law.  Separate  forms  for  reporting  either  HIV  infec- 
tion or  AIDS  are  available  from  either  state  or  county 
health  departments. 

For  those  patients  with  a confirmed  positive  test, 
a complete  physical  examination  is  necessary  in 
order  to  establish  a baseline,  and  to  identify  any 
signs  of  symptomatic  disease.  A search  for  coexisting 
sexually  transmitted  diseases  should  be  done.  Par- 
ticular attention  is  directed  toward  identifying  oral 
thrush  or  other  Candida  infections,  hairy  leuko- 
plakia, and  ocular  findings  such  as  cotton  wool  spots 
in  the  optic  fundi  (which  represent  primary  HIV  ret- 
initis) or  classical  CMV  retinitis.  Such  findings  are 
usually  associated  with  immunologic  dysfunction. 
Severe  seborrheic  dermatitis  or  atopic  dermatitis  in 


a person  who  previously  had  no  such  skin  conditions 
is  often  a sign  of  symptomatic  immunologic  dysfunc- 
tion. 

Initial  laboratory  work-up  should  include  com- 
plete blood  count  (CBC),  hepatic  enzyme  determina- 
tions, serologic  tests  for  syphilis  and  hepatitis  B (sur- 
face antigen  and  antibodies),  and  sedimentation 
rate.  Some  physicians  choose  to  perform  serologic 
tests  for  cytomegalovirus,  toxoplasmosis,  and  crypto- 
coccal  antigen  as  baselines  for  subsequent  serologies. 
CD-4  (T-4)  lymphocyte  enumeration  and  percentage 
should  be  performed  initially.  Beta-2  microglobulin, 
if  available,  also  should  be  performed.  The  T-4:T-8 
ratio  at  one  time  was  thought  to  be  important,  but 
now  the  absolute  CD-4  count  and  percentage  of  CD-4 
cells  are  followed  instead.6-7  A skin  test  for  tuber- 
culosis is  necessary,  although  the  physician  must 
realize  that  falsely  negative  skin  tests  occur  with 
HIV-infected  patients  with  a substantial  frequency. 
Other  skin  tests  for  anergy  such  as  mumps,  tricho- 
phyton, Candida,  or  a multipuncture  battery  (CMI 
multitest)  may  be  performed,  although  the  CD-4 
count  is  probably  a more  reliable  indicator  of  T-cell 
function.7 

Initial  Management 

Vaccination  against  treatable  diseases  remains  an 
important  tool  in  the  management  of  HIV  illness. 
Ideally  this  should  be  done  at  the  initial  patient- 
physician  visit.  New  studies  indicate  that  concurrent 
acute  illnesses,  such  as  viral  and  bacterial  infections, 
may  stimulate  the  production  of  tumor  necrosis  fac- 
tor (TNF)  which  in  turn  may  induce  additional  repli- 
cation of  HIV.  Vaccination  itself  may  temporarily  in- 
duce production  of  TNF,  but  it  is  short  lived  and  of 
a substantially  smaller  magnitude  than  that  induced 
by  the  actual  illness.  Vaccination  guidelines  have 
been  previously  published  and  will  not  be  repeated 
here.1 

The  initial  visit  is  a unique  opportunity  for  the 
physician  to  begin  counseling,  since  the  physician 
may  have  the  patient’s  undivided  attention.  However, 
if  this  first  visit  is  used  to  inform  the  patient  initially 
of  his  or  her  positive  HIV  test,  the  patient  will  often 
be  in  a state  of  panic  or  confusion,  and  much  of  what 
is  said  by  the  physician  may  be  forgotten  or  misinter- 
preted. It  is,  therefore,  very  important  that  the  physi- 
cian continue  to  counsel  at  subsequent  patient  visits. 
Included  in  this  counseling  should  be  the  explana- 
tion of  the  illness  to  the  patient,  the  need  for  identify- 
ing other  contacts,  and  the  need  for  taking  preventive 
measures  to  avoid  transmitting  the  infection  to 
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others.  Detailed  information  on  this  is  available  else- 
where." A good  general  reference  for  both  patients 
and  physicians  which  is  updated  frequently,  entitled 
“AIDS:  A Guide  for  Survival,”  can  be  obtained  from 
the  Harris  County  Medical  Society,  Houston,  Texas. 

Assessment  of  Stage  of  Illness 

The  assessment  of  the  stage  of  the  illness  is  based  on 
history  of  symptoms,  physical  examination,  and  the 
laboratory  tests,  particularly  those  which  assess  im- 
munologic function.  Those  persons  who  have  pro- 
longed fever,  night  sweats,  cutaneous  findings  or 
those  with  otherwise  unexplained  leukopenia,  throm- 
bocytopenia, or  anemia  are  already  considered  to  be 
symptomatic  of  their  HIV  infection,  and  are  candi- 
dates for  antiviral  therapy.  Those  persons  with  de- 
pressed CD-4  lymphocyte  counts  and/or  elevated 
beta-2  microglobulin  also  should  be  considered  for 
antiviral  therapy,  despite  the  absence  of  symptoms. 
Other  concurrent  illnesses,  such  as  syphilis,  gonor- 
rhea, etc,  should  be  treated. 

Treatment  of  HIV  Infection 

Zidovudine,  formerly  called  azidothymidine  and  also 
known  as  Retrovir  or  AZT,  is  the  only  drug  currently 
approved  by  the  Food  and  Drug  Administration 
(FDA)  for  specific  therapy  of  HIV  infection.  Initial  in- 
dications for  the  usage  of  this  drug  were  the  presence 
of  full-blown  AIDS  or  a CD-4  cell  count  of  less  than 
200/cu  mm.  Recent  studies  have  shown  that  survival 
is  prolonged  if  this  drug  is  started  earlier  in  the 
course  of  the  infection.9  Objectives  of  therapy  are:  pro- 
longation of  life,  improvement  of  quality  of  life,  re- 
duction of  opportunistic  infections,  and  reduction  of 
overall  health  care  costs.  All  these  are  achieved  by 
the  drug’s  action  of  slowing  the  replication  of  the 
virus.  This  drug  does  not  cure  HIV  infection,  and  the 
disease  still  remains  ultimately  fatal. 

Current  indications  for  institution  of  treatment 
with  this  drug  are  not  completely  defined  but  may  in- 
clude the  following: 

1.  Persons  with  AIDS  as  defined  by  the  Centers 
for  Disease  Control  (CDC). 

2.  Persons  with  CD-4  counts  consistently  below 
500/cu  mm. 

3.  Persons  with  CD-4  counts  of  20%  or  less  of 
total  lymphocyte  count  and  elevated  beta-2 
microglobulin. 

4.  Any  persons  with  symptomatic  disease. 

The  starting  dose  of  AZT  for  asymptomatic  indi- 
viduals with  low  CD-4  counts  is  500  to  600  mg  per 
day,  given  every  four  hours,  possibly  skipping  the  late 


night  dose.  For  persons  with  full-blown  AIDS,  the  op- 
timal dose  is  unknown.  The  originally  recommended 
dose  of  1200  mg  per  day  in  6 divided  doses  is  still  rec- 
ommended by  some  physicians,  whereas  the  FDA  has 
now  approved  the  lower  dose  of  500  to  600  mg  per  day. 
The  efficacy  of  this  lower  dose  regimen  for  neurologic 
or  central  nervous  system  involvement  due  to  HIV  is 
unknown.  The  FDA  recommends  an  initial  loading 
dose  of  1200  mg  per  day  for  4 to  6 weeks  for  all  pa- 
tients, with  subsequent  reduction  in  dose  to  the  lower 
regimen.  There  are  no  definitive  data  to  support  this 
loading  regimen  since  no  trials  comparing  loading 
doses  versus  initial  maintenance  dosing  have  been  re- 
ported. 

AZT  is  generally  well  tolerated,  with  minor  side 
effects.  Such  side  effects  include  nausea,  headache, 
insomnia,  and  other  central  nervous  system  com- 
plaints. Leukopenia  and  anemia  may  occur  fre- 
quently at  the  higher  doses,  but  are  far  less  common 
at  the  500  to  600  mg  doses.  Complete  blood  counts 
should  be  performed  frequently  as  described  sub- 
sequently (see  Follow-up  Visits). 

Some  persons  may  experience  severe  myalgias, 
intractable  headaches,  or  psychosis.  Some  may  be 
particularly  sensitive  to  the  marrow  toxic  effects  of 
AZT,  and  some  may  develop  Coombs  positive  autoim- 
mune hemolytic  anemia.  Drug  fever  or  other  allergic 
reactions  may  occur.  Any  of  these  side  effects  may  be 
severe  enough  to  force  cessation  of  AZT  therapy. 
When  possible,  a repeat  challenge  with  the  drug 
should  be  attempted  after  the  initial  side  effects  sub- 
side, in  order  to  document  that  AZT  was  the  cause  of 
the  side  effect.  Unfortunately,  if  AZT  caused  the  reac- 
tion, there  are  no  good  therapeutic  alternatives.  Bris- 
tol Myers  is  currently  investigating  a new  antiretro- 
viral drug,  ddl  (Videx).  This  drug  is  available  on  a 
compassionate  basis  to  certain  persons  who  cannot 
take  AZT  therapy,  although  strict  enrollment  criteria 
are  required.  Information  on  this  drug  can  be  ob- 
tained through  the  company  at  1-800-622-7999. 

Approximately  25%  of  patients  on  1200  mg  per 
day  of  AZT  develop  anemia  severe  enough  to  require 
transfusion,  but  this  is  considerably  less  of  a problem 
on  the  lower  dose  regimen.  Anemia  itself  is  not  neces- 
sarily a reason  to  discontinue  AZT  therapy,  although 
it  may  be  a reason  to  reduce  the  dose  even  further.  For 
those  persons  who  develop  transfusion-dependent 
anemia,  recombinant  erythropoietin  administration 
may  preclude  the  need  for  those  transfusions.  Al- 
though this  indication  for  usage  of  erythropoietin  has 
not  been  approved  by  the  FDA,  the  manufacturer  has 
made  the  drug  available  on  open  trials  to  certain  pa- 
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tients  who  meet  enrollment  criteria.  Information  on 
this  drug  can  be  obtained  from  the  manufacturer  at 
1-800-243-7739. 

It  is  of  general  consensus  that  those  persons  with 
initial  CD-4  counts  of  less  than  200/cu  mm  are  at 
high  risk  of  developing  Pneumocystis  carinii  pneu- 
monia (PCP),  and  they  should  be  placed  on  PCP 
prophylaxis  in  addition  to  their  specific  antiviral 
therapy.10  Those  persons  not  allergic  to  sulfonamides 
should  take  trimethoprim/sulfa  daily  as  the  first 
choice  for  prophylaxis.  The  optimal  dosage  has  yet  to 
be  established,  but  one  double-strength  tablet  per 
day  is  probably  effective.  Those  who  cannot  take  this 
medication  because  of  either  allergy  or  intolerance, 
or  those  who  have  failed  trimethoprim/sulfa  prophy- 
laxis should  be  considered  for  prophylaxis  with  in- 
haled pentamidine.  Some  physicians  prefer  to  use 
pentamidine  as  initial  prophylaxis;  however,  this 
drug  is  much  more  expensive  than  trimethoprim/ 
sulfa  and  has  a 20%  failure  rate.11  The  dose  of  pen- 
tamidine is  300  mg  administered  through  a small 
particle  nebulizer  (Respigard  II)  every  four  weeks. 
Dapsone  is  another  alternative  for  prophylaxis  at  a 
dose  of  100  mg  daily.  Its  efficacy  has  not  been  com- 
pared directly  to  either  trimethoprim/sulfa  or  pen- 
tamidine, but  it  appears  to  be  effective.11  It  is  inex- 
pensive and  is  well  tolerated,  even  in  some  individu- 
als who  are  allergic  to  or  intolerant  of  trimethoprim/ 
sulfa.  Lastly,  concurrent  administration  of  calcium 
leucovorin  has  been  recommended  by  some  for  the 
prevention  of  marrow  toxic  effects  of  the  folate  inhib- 
ition caused  by  trimethoprim/sulfa;  however,  this 
drug  is  very  expensive  and  has  not  been  of  enough 
substantially  proven  benefit  to  warrant  its  routine 
use. 

Follow-up  Visits 

Routine  follow-up  visits  to  the  physician  are  manda- 
tory for  the  successful  therapy  of  all  HIV-infected  pa- 
tients. The  frequency  of  visits  should  be  determined 
by  the  severity  of  the  illness.  These  visits  serve  to 
maintain  contact  between  patient  and  physician, 
which  is  an  important  aspect  of  care  since  the  HIV- 
infected  patient  may  often  feel  isolated  and  alone. 
These  visits  also  allow  the  physician  to  assess  the 
clinical  status  of  the  patient  on  a regular  basis  in 
order  to  recognize  signs  and  symptoms  of  progressive 
disease,  and  to  monitor  for  toxicity  of  therapy. 

For  those  patients  who  are  asymptomatic  and  are 
not  on  specific  antiviral  therapy,  a physical  examina- 
tion and  laboratory  assessment  should  be  performed 
every  three  or  four  months.  CD-4  lymphocyte  counts 


Table  1.  Suggested  Guidelines  for  the 
Evaluation  of  Fever  in  the  HIV-Infected  Patient 


For  a new  fever  persisting  more  than  2 weeks: 

1.  Blood  cultures:  routine,  AFB,  and  fungal  (AFB  cultures  are 
not  usually  done  on  blood  by  most  laboratories,  but  these  cul- 
tures may  be  the  only  way  to  diagnose  disseminated 
Mycobacterium  avium-intracellulare  infection). 

2.  Serum  cryptococcal  antigen. 

3.  CBC.  If  new  onset  leukopenia  or  thrombocytopenia  iden- 
tified, then  proceed  with  bone  marrow  biopsy  and  culture. 

4.  Liver  biopsy  for  histology,  AFB,  fungal  and  viral  cultures  if 
hepatic  enzymes  are  abnormal. 


should  be  performed  three  or  four  times  a year  to  help 
the  physician  in  the  decision  of  when  to  start  AZT 
therapy.  For  those  patients  on  AZT  therapy  who  are 
tolerating  the  drug  well,  complete  examinations 
every  6 to  8 weeks  is  acceptable  as  long  as  no  other 
concurrent  problems  exist.  For  those  who  are  on  1000 
mg  or  more  per  day  of  AZT,  a complete  blood  count 
should  be  performed  every  two  weeks.  If  hematologic 
toxicity  occurs,  dosage  adjustments  can  be  made  ac- 
cording to  the  package  insert.  For  those  patients  who 
are  on  500  to  600  mg  per  day,  a CBC  every  4 to  6 
weeks  is  reasonable.  CD-4  counts  should  be  done 
every  3 to  4 months  for  those  who  are  already  on  AZT 
therapy  so  that  PCP  prophylaxis  can  be  instituted 
when  the  absolute  counts  drop  below  200/cu  mm. 

The  usual  course  of  those  started  on  AZT  therapy 
is  for  the  CD-4  count  to  rise  slightly  over  the  first  2 
to  3 months  of  therapy,  but  subsequently  there  is  a 
steady  and  progressive  fall  in  CD-4  counts,  despite 
continued  therapy.  This  fall  in  CD-4  count  is  not 
necessarily  a reason  to  discontinue  therapy,  since  it 
represents  the  natural  course  of  HIV  disease.  Despite 
very  low  CD-4  counts  (less  than  50),  continued  AZT 
therapy  is  still  thought  to  be  of  benefit. 

Routine  visits  allow  the  physician  to  screen  the 
patient  for  concurrent  or  intercurrent  illnesses  that 
may  have  developed.  Although  the  patient  should 
have  been  taught  to  be  aware  of  symptoms  of  progres- 
sive illness  or  opportunistic  infections,  the  physician 
may  be  able  to  detect  subtle  signs  of  which  the  pa- 
tient is  unaware.  Likewise,  the  physician  should  use 
each  routine  visit  to  continue  to  counsel  the  patient 
on  his  or  her  disease.  The  discovery  of  other  sexually 
transmitted  diseases  by  the  physician  at  follow-up 
visits  may  signify  that  the  patient  is  continuing  to 
practice  reckless  or  risky  activity,  and  this  should  sig- 
nal the  need  for  further  counseling. 

Certain  signs  or  symptoms  may  herald  or  signify 
the  development  of  severe  opportunistic  infections.  It 
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Table  2.  Suggested  Guidelines  for  the 
Evaluation  of  Headache  in  the  HIV-Infected  Patient 

For  headac  he  persisting  more  than  2 weeks: 

OR 

New  headache  with  fever 
OR 

Headac  he  with  memory  loss,  confusion,  or  motor  dysfunc  lion: 

1.  Lumbar  puncture: 

— routine  studies  (cell  count,  total  protein,  glucose,  VDRL, 
gram  stain,  bacterial  cultures 

— cryptococcal  antigen  and  India  ink  prep 

— AFB,  fungal,  and  viral  cultures 

— HIV  csf/serum  antibody  ratio 

2.  Serum  cryptococcal  antigen. 

3.  Toxoplasma  serology  (may  be  falsely  negative). 

4.  CT  brain  scan  or  MRI  (particularly  if  seizures  or  focal,  pro- 
gressive, or  unexplained  findings  present). 


is  beyond  the  scope  of  this  discussion  to  detail  all  the 
opportunistic  infections  or  conditions  that  may 
develop  in  HIV-infected  patients.  However,  there  are 
some  groups  of  signs  or  symptoms  which  should  wave 
a red  flag  to  the  physician  and  prompt  further  evalu- 
ation of  the  patient.  Such  groups  include: 

1.  New  fever  persisting  for  more  than  2 weeks. 
See  Table  1 for  guidelines  for  evaluation. 

2.  Headache  persisting  for  more  than  2 weeks  or 
new  headache  with  fever,  or  headache  with 
memory  loss,  confusion,  or  motor  dysfunction. 
See  Table  2 for  guidelines  for  evaluation. 

3.  Diarrhea  persisting  for  more  than  one  month, 
or  acute  diarrhea  with  fever,  or  blood  in  stools. 
See  Table  3 for  guidelines  for  evaluation. 

4.  Dysphagia  or  odynophagia  persisting  for  5 
days  or  dysphagia  or  odynophagia  associated 
with  fever.  See  Table  4 for  guidelines  for  evalu- 
ation. 

5.  New  cough  persisting  for  more  than  2 weeks  or 
cough  associated  with  dyspnea.  See  Table  5 for 
guidelines  for  evaluation. 

6.  Purple  or  red  macules  on  skin  or  mucous  mem- 
branes which  do  not  resolve  in  two  weeks.  Skin 
biopsy  or  referral  to  dermatologist  is  preferred 
management. 

The  psychologic  and  social  needs  of  the  patient 
cannot  be  overemphasized.  Many  patients  experience 
a severe  depression  which  occurs  after  the  diagnosis 
of  HIV  infection  is  made.  This  depression  is  usually 
temporary  and  lasts  between  3 weeks  and  3 months. 
The  patient  should  be  encouraged  that  such  depres- 
sion is  common  and  usually  self  limited.  Major  de- 
pression requiring  specific  intervention,  such  as 
pharmacologic  treatment  with  antidepressants  or 


Table  3.  Suggested  Guidelines  for  the 
Evaluation  of  Diarrhea  in  the  HIV-tnfected  Patient 


For  diarrhea  persisting  one  month 
OR 

Acute  diarrhea  with  fever 
OR 

Blood  in  stools: 

1.  Rectal  culture  for  GC. 

2.  Stool  exam: 

— cultures  for  Campylobacter,  salmonella,  shigella,  and 
yeast 

— AFB  smear  for  Cryptosporidia  and  mycobacteria,  and 
culture  for  mycobacteria 

— standard  ova  and  parasite  preparations  and  immuno- 
fluorescent  smear  for  Cryptosporidia  if  available 

3.  If  negative  results  in  1 and  2,  colonoscopy  with  biopsy  of 
ANY  lesion  for  histology  and  culture  for  AFB,  fungus,  and 
virus  (since  CMV  and  herpes  simplex  may  cause  atypical  le- 
sions). 

4.  If  negative  results  above,  then  small  bowel  biopsy  looking 
for  giardia  or  Mycobacterium  avium-intracellulare. 


Table  4.  Suggested  Guidelines  for  the 
Evaluation  of  Dysphagia  in  the  HIV-Infected  Patient 


For  dysphagia  or  odynophagia  persisting  5 days 

OR 

Dysphagia  or  odynophagia  associated  with  fever: 

— esophagogastroduodenoscopy  for  biopsy  of  any  lesions. 
Biopsy  specimens  should  be  sent  for  routine  histology  and 
for  culture  for  fungus  or  virus.  Herpes  simplex,  CMV,  and 
Candida  can  cause  esophagitis  with  grossly  indistinguishable 
lesions.  The  diagnosis  of  Candida  is  made  on  histology,  not 
culture. 


Table  5.  Suggested  Guidelines  for  the 
Evaluation  of  Cough  or  Dyspnea  in  the  HIV-Infected  Patient 


For  new  cough  persisting  more  than  2 weeks 
OR 

Cough  with  dyspnea  or  fever: 

1.  Sputum  induced  with  3%  saline: 

— bacterial  culture,  AFB,  and  fungal  cultures  and  smears 

— viral  cultures 

— Giemsa,  GMS,  immunofluorescent  or  toluidine  O blue 
stain  for  pneumocystis  (check  with  local  lab  for  details) 

2.  Chest  x-ray: 

— if  abnormal,  and  smears  from  sputum  are  nondiagnostic, 
then  fiberoptic  bronchoscopy  (FOB)  with  bronchoalveo- 
lar  lavage  (BAL) 

— if  normal,  do  ABGsand  if  abnormal  goto  FOB  with  BAL 

3.  If  work-up  in  No.  1 is  nondiagnostic  or  if  patient  is  unstable 
or  with  severe  dyspnea,  consider  FOB  with  BAL  as  soon  as 
possible. 
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psychological  counseling,  may  occur  at  any  point  in 
the  illness,  and  the  physician  should  be  observant  for 
this.  Psychiatric  or  psychologic  consultation  should 
be  encouraged  if  any  significant  behavioral  problem 
is  identified  in  which  the  primary  physician  is  un- 
comfortable with  his  or  her  own  management  skills. 
Financial  need,  either  immediate  or  anticipated, 
may  appear  overwhelming  to  the  patient  who  is  fac- 
ing a future  of  continued  medical  care.  Early  referral 
should  be  made  to  social  service  agencies  so  that  the 
patient  may  prepare  for  future  needs.  Many  persons 
may  benefit  from  support  groups  that  can  offer  social, 
financial,  and  emotional  support.  Such  support 
groups  include: 

AIDS  Support  Program,  Inc. 

405-525-6277 

Shanti,  Tulsa 
918-749-7898 

Muskogee  Mayor’s  Task  Force  on  AIDS 
Contact  person:  Linda  Edmondson 
918-684-2448 

Ponca  City  AIDS  Support  Group 
504-767-1869 

Norman  Support  Group 
Contact  person:  Irma  Huston 
405-360-5100,  Ext.  2805 

Intertribal  AIDS  Task  Force 
Contact  person:  Teresa  Lopez 
405-357-3449 
Lawton,  Oklahoma 

AIDS  Services  Network,  Tulsa 
Contact  person:  Janice  Nicklas 
918-585-5551 

Support  Group  for  PWAs  in  Rural  Oklahoma 
Contact  person:  Marilee  Behrens,  Bartlesville 
800-722-0732 

Women’s  Issues  on  AIDS 
Contact  person:  Joan  Foreman 
405-424-7711 

Community  AIDS  Network,  Stillwater 
Contact  person:  Mary  Ruth  Anderson 
405-624-2533 


PWA  Life  Coalition,  Wichita  Falls,  Texas 
800-252-5010 

Summary 

There  have  been  535  cases  of  AIDS  reported  in  Okla- 
homa since  1983,  and  there  have  been  over  600  cases 
of  non-AIDS  HIV  infections  reported  since  June 
1988.  Although  the  number  of  new  cases  of  AIDS  ap- 
pears to  be  leveling  off,  the  number  of  persons  with 
HIV-related  illnesses  in  Oklahoma  over  the  next  two 
years  will  likely  exceed  one  thousand.  Primary  care 
physicians  will  have  to  assume  the  burden  of  care  for 
many  of  these  persons.  Because  of  the  multiple  organ 
systems  involved  by  this  disease  and  because  of  the 
different  medical  specialty  boundaries  crossed  by 
this  disease,  there  are  few  physicians  who  will  not 
come  into  contact  with  HIV-related  illness.  This 
paper  discusses  the  initial  screening,  counseling,  and 
subsequent  management  of  HIV-infected  patients  as 
guidelines  for  the  office  management  of  the  HIV- 
infected  patient.  (J) 
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High  Dose  Rate  Sources  in 
Remote  Afterloading  Brachytherapy: 

Implications  for  Intracavitary  and  Interstitial 
Treatment  of  Carcinoma 


Elizabeth  J.  Syzek,  MD;  Carl  R.  Bogardus,  Jr.,  MD 


Remote  afterloading  brachytherapy  provides  effective 
cancer  treatment  with  zero  personnel  radiation  expo- 
sure compared  to  conventional  low  dose  rate  systems  re- 
quiring inpatient  use  of  iridium,  radium,  or  cesium 
sources.  Clinical  use  of  high  dose  rate  brachytherapy  is 
broadened  to  encompass  curative  treatment  of  cervical, 
endometrial,  endobronchial,  head  and  neck,  esopha- 
geal, rectal,  and  prostatic  carcinomas  as  well  as  pallia- 
tion of  intra-abdominal  metastasis  intraoperatively. 
Complications  encountered  with  high  dose  rate  sources 
will  be  compared  to  those  of  low  dose  rate  systems  com- 
monly used  in  conjunction  with  external  beam  irradia- 
tion. Radiobiological  effectiveness  and  economic  bene- 
fits will  be  addressed  to  provide  support  for  use  of  re- 
mote afterloading  using  high  dose  rate  brachytherapy  in 
palliative  and  curative  treatment  of  selected  carcinoma. 

Methods  and  Materials 

Standards  and  patterns  of  care  in  the  treatment  of 
cancer  have  evolved  into  highly  technical  procedures. 
New  modalities  such  as  magnetic  resonance  imaging 
(MRI)  and  advances  in  radiography,  ultrasonography, 
nuclear  medicine,  and  computer  tomography  (CT) 
created  the  ability  to  define  a solid  tumor  as  a precise 
step  in  cancer  management.  Surgery  to  excise  or  de- 
bulk a tumor  and  chemotherapy  to  effect  systemic 
control  of  cancer  have  made  remarkable  strides  in 
the  last  twenty  years.  Radiation  therapy,  likewise, 
has  made  tremendous  advances  in  terms  of  new  high 
energy  linear  accelerators,  sophisticated  dosimetry 
computer  systems,  precision  simulators,  and  ad- 

Direct  correspondence  to  C.R.  Bogardus,  Jr.,  MD,  Radiation  Therapy  Treatment  Center, 
800  Northeast  13th  Street,  PO  Box  26307,  Oklahoma  City,  OK  73126. 


vances  in  brachytherapy.  The  increased  knowledge  in 
radiobiology  and  the  combination  of  modern  radia- 
tion therapy  with  surgery  and  chemotherapy  has  led 
to  dramatic  improvements  in  the  cure  of  cancer,  the 
palliation  of  locally  advanced  and  metastatic  disease, 
and  reduction  of  overall  complications.  Radiation  on- 
cology as  a specialty  continues  to  develop  more  ver- 
satile methods  to  deliver  tumoricidal  doses  of  radia- 
tion to  internal  and  external  sites,  while  striving  to 
allow  normal  nearby  tissues  to  continue  their  own 
specialized  functions  without  harm  from  the  adjacent 
treatments. 

Teletherapy,  or  external  beam  irradiation,  de- 
scribes the  treatment  of  cancer  by  photons  emitted 
either  from  a source  such  as  cobalt  or  from  a target 
hit  by  an  accelerated  high  energy  electron  beam.  The 
radiations  are  directed  into  the  patient  from  some  fi- 
nite distance.  Because  of  the  volume  of  tissue  treated, 
the  limits  of  external  beam  irradiation  are  met  when 
the  nearby  normal  tissues  reach  their  characteristic 
tolerances.  Brachytherapy,  the  introduction  of  the 
radiation  source  directly  into  the  area  of  malignancy, 
describes  the  delivery  of  tumoricidal  doses  of  radia- 
tions at  very  short  distances  from  the  source.  The 
source  may  be  placed  through  a catheter  inside  a 
bronchus,  placed  in  an  obstructed  biliary  system,  or 
in  applicators  for  brain,  esophageal,  rectal,  or  gyne- 
cological cancers. 

When  brachytherapy,  with  its  short  range  of  effec- 
tive irradiation,  is  used  in  conjunction  with  external 
beam  irradiation,  the  dose  delivered  to  the  solid 
tumor  can  be  maximized.  Predictable,  yet  minimal, 
effects  on  neighboring  tissues  occur.  The  final  dosime- 
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try  depends  upon  the  location  treated  and  the  specific 
activity  of  the  source.’ 

Safety  concerns  in  conventional  low  dose  rate 
brachytherapy  require  specific  precautions  to  limit 
exposure  to  the  patient,  nursing  staff,  surgeons,  anes- 
thesiologists, physicists,  and  radiation  oncologists. 

The  introduction  in  the  past  decade  of  high  dose 
rate  sources  for  remote  afterloading  has  advanced 
the  clinical  feasibility  of  brachytherapy.  Actual  treat- 
ment times  vary  from  five  minutes  to  one  hour.  Out- 
patient treatments  are  standard  in  most  cases.  Com- 
parable treatment  by  conventional  low  dose  brachy- 
therapy may  take  from  two  to  eight  days,  risking 
acute  complications  of  prolonged  installation  of 
applicators  in  precarious  sites,  thereby  restricting 
the  range  of  clinically  accessible  cancers.  In  high 
dose  rate  treatments,  iridium  or  cobalt  sources  can 
be  geometrically  arranged  to  deliver  40  to  600  rads 
(cGy)  per  minute  to  a volume  targeted  by  diagnostic 
aids.2  Fractions  ranging  from  300  to  5000  rads  (cGy) 
can  be  given  in  a single  application. 

A radiation  therapy  facility  equipped  for  high 
dose  rate  brachytherapy  has  the  physics  staff  and 
equipment  to  advise  the  radiation  oncologists  of 
acceptable  treatment  plans.  Computer  technology 
accommodates  unusual  geometry  in  an  expedient 
manner.3  Equipment  to  perform  remote  afterloading 
includes  the  proper  high  intensity  sources,  a wide 
selection  of  applicators  to  be  placed  in  the  patient, 


Figure  1.  Fiberoptic  bronchoscopy  under  local  anesthetic  is  being  used 
to  explore  the  tracheobronchial  tree.  Note  that  the  patient  is  awake  and 
is,  in  fact,  using  the  teaching  head  on  the  bronchoscope  to  observe  the 
procedure  being  performed  upon  him. 
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the  ability  to  do  fluoroscopic  confirmation,  and  a 
properly  shielded  treatment  room.  The  patient  is  ob- 
served via  remote  monitors  while  the  treatment  is 
taking  place. 

Treating  deep-seated  organs  in  previously  inac- 
cessible sites  with  remote  afterloading  devices  is 
made  more  feasible  with  high  dose  rate  sources.4 
Applicators  are  remotely  loaded  with  strategically 
placed  sources  in  the  urinary  bladder,  prostate,  va- 
gina, rectum,  anus,  base  of  the  tongue,  and  even  the 
breast.410  After  the  irradiation  is  completed  accord- 
ing to  a treatment  plan  devised  by  the  radiation  on- 
cologist, the  sources  are  retracted  with  no  exposure 
to  personnel.  Either  as  a boost  or  as  definitive 
therapy,  effective  irradiation  is  accomplished  in 
selected  cancer  sites.4 

Malignant  biliary  obstruction  is  palliated  by  high 
dose  rate  afterloading  of  iridium  through  a per- 
cutaneous catheter  after  localization  by  transhepatic 
cholangiography.11  Hepatic  metastasis  has  been 
treated  with  ultrasound  guidance  of  a remote  after- 
loading  applicator  placed  in  the  lesion.  Up  to  5000 
rads  (cGy)  in  one  fraction  may  be  given  with  minimal 
toxicity.12 

Pediatric  malignancies  in  easily  accessible  sites 
are  sometimes  irradiated  in  combination  with  other 
therapy  to  minimize  late  effects  on  adjacent  unde- 
veloped tissues.  Rhabdomyosarcomas  and  yolk  sac 
tumors  of  the  pelvis,  and  head  and  neck  regions  have 
been  treated  successfully  with  postoperative  intersti- 
tial or  intracavitary  brachytherapy  after  an  estab- 
lished chemotherapy  regimen  reduces  the  original 
tumor  volume.13  In  a three-year  follow-up  study,  late 
complications  ascribed  to  radiation  therapy  were 
seen  in  only  11%  of  the  children.  Protocols  are  being 
developed  to  better  incorporate  local  irradiation  di- 
rected only  to  involved  sites  in  pediatric  malignan- 
cies. This  should  reduce  the  late  effects  such  as  mus- 
cular or  vascular  fibrosis,  delay  of  bony  growth,  or  in- 
duction of  a second  cancer,  risks  which  could  devas- 
tate a child  with  a cured  cancer.1415 

Intraoperative  afterloading  brachytherapy  for 
treatment  of  glioblastoma  multiforme,  a primary 
brain  tumor  with  a dismal  prognosis,  has  been  used 
for  initial  management  of  unresectable  tumor  as  well 
as  for  retreatment  of  patients  with  recurrence  after 
external  beam  irradiation.16  In  a Phase  I toxicity 
study,  high  activity  cobalt  was  placed  by  probe  into 
the  tumor  volume,  delivering  2000  rads  (20  Gy)  in  15 
to  30  minutes  as  an  intraoperative  session.17  Peri- 
and  postoperative  complications  after  the  probe  was 
removed  were  mild;  11%  of  the  patients  developed 
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Figure  2.  Threading  the  tiny  endobronchial  treatment  catheter  down 
the  tracheobronchial  tree  under  direct  observation. 


nausea  with  vomiting,  but  no  cases  of  hemorrhage, 
meningitis,  or  irreversible  neurological  deficits  were 
observed.  All  patients  were  discharged  within  2 to  6 
days.  In  curative  cases,  whole  brain  irradiation  of 
4000  rads  (40  Gy)  followed  by  an  external  boost  of 
2000  rads  (20  Gy)  was  then  followed  by  an  interstitial 
boost  of  2000  rads  (20  Gy)  providing  8000  rads  (80 
Gy)  to  the  tumor.17  Conventional  therapy  is  usually 
external  beam  irradiation  stopping  at  5000  to  6000 
rads  (50-60  Gy)  because  of  surrounding  normal  brain 
tolerance  being  reached.18 

Currently  the  most  common  usage  of  remote 
afterloading  brachytherapy  is  for  endobronchial, 
esophageal,  and  gynecological  malignancies.  In  lung 
carcinoma,  a high  intensity  intraluminal  source  is 
used  in  a small  catheter  strategically  placed  via  bron- 
choscopy into  the  area  of  the  tumor.  This  treatment, 
when  combined  with  laser  therapy,  can  offer  pallia- 
tion of  obstructive  symptoms.  It  can  also  sometimes 
palliate  significant  hemoptysis.19  By  boosting  the 
radiation  dose  to  the  tumor  volume,  intraluminal 
brachytherapy  can  make  a stronger  attempt  at  cure. 
The  treatment  is  given  following  an  outpatient  bron- 
choscopy. Reports  of  up  to  80%  of  patients  receiving 
long-term  palliation  are  available.20  In  recurrent  en- 
dobronchial cancer,  following  full-course  external  ir- 
radiation, the  patients  have  few  treatment  options. 
These  cases  may  be  successfully  treated  with  single 
or  multiple  intraluminal  applications  of  high  dose 
rate  treatments  with  good  palliative  results.  Larger 
patient  accrual  with  prospective  testing  is  now  being 
studied  to  assess  therapeutic  values  and  appropriate 
fractionation  schemas. 


Another  readily  accessible  site  for  afterloading 
brachytherapy  is  in  midthoracic  and  distal  esopha- 
geal cancer.  External  beam  irradiation  is  augmented 
with  multiple  fractions  of  high  dose  rate  applications 
through  a catheter  placed  endoscopically.  In  a retro- 
spective study,  local  control  was  achieved  in  60%  of 
Stage  I and  II  cancer,  with  a two-year  survival  rate 
of  28%.  External  beam  was  combined  with  intralum- 
inal therapy  to  deliver  6000  to  7800  rads  (60-78  Gy). 
This  was  compared  to  external  beam  alone,  5000  rads 
(50  Gy),  where  a 20%  local  control  was  achieved  with 
a two-year  survival  rate  of  only  5%. 21  Complications 
of  stricture,  aorto-  and  bronchoesophageal  fistulas 
were  encountered,22  but  these  also  occur  with  conven- 
tional therapy.23  Prospective  studies  are  being  con- 
ducted to  assess  toxicity  and  acceptability  of  late 
complications.  Development  of  criteria  for  patient 
selection  is  very  important  so  that  the  proper  treat- 
ment modality  is  offered  and  risks  for  distant  metas- 
tases  are  identified.24 

Chemotherapy  in  combination  with  external 
beam  irradiation  for  esophageal  cancer  is  currently 
undergoing  clinical  trials.  Pre-  and  postoperative  ir- 
radiation with  intracavitary  boost  may  indeed  ap- 
proach disease-free  survival  rates  seen  in  other  simi- 
lar cell  types,  ie,  uterine  cervical  cancer,  but  again, 
proper  studies  are  necessary. 

Intracavitary  treatment  for  the  appropriately 
staged  uterine  and  cervical  cancer  combined  with  ex- 
ternal beam  as  well  as  surgery  has  long  been  estab- 
lished as  standard  therapy.125  Cervical  carcinoma 
may  be  the  most  widely  studied  disease  for  compar- 
ing high  and  low  dose  rate  remote  afterloading  brachy- 
herapy  systems.2627  Adjusting  the  fractionation 
schedules  and  source  arrangements  has  aided  in  as- 
sessing complications  seen  in  exposing  nearby  struc- 
tures such  as  the  rectum,  bladder,  small  intestine, 
and  colon.916  Varied  reports  of  acceptable  complica- 
tions, including  those  requiring  surgical  correction, 
ascribed  more  complications  in  an  earlier  random 
study  with  high  dose  rate  sources  compared  with  low 
dose  rate  sources.27  When  improvement  in  technique 
and  assessment  of  dose  fractions  occurred,  the  com- 
plication rate  within  one  center  improved.28  Tem- 
porarily moving  critical  structures  away  during  the 
short  treatment  time  also  limits  doses  to  acceptable 
tolerance.910  Using  high  dose  rate  systems  can  reduce 
treatment  time,  assure  no  radiation  exposure  to  staff, 
and  offer  comparable  results,  stage  for  stage,  com- 
pared with  conventional  low  dose  rate  systems  using 
radium  or  cesium.26'32  When  the  dose  for  squamous 
cell  carcinoma,  most  common  of  the  cervical  cancers, 
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Figure  3.  The  patient  sitting  in  the  treatment  position  in  front  of  the 
treatment  machine.  Note  that  two  catheters  are  being  used  in  this  par- 
ticular treatment  situation.  The  patient  is  alert  and  comfortable,  with 
the  entire  treatment  lasting  only  a few  minutes. 

approaches  10,000  rads  to  the  cervix,  greater  than 
90%  cure  rate  is  achieved.33  The  ability  to  deliver 
these  doses  conveniently  with  acceptable  risks  to  sur- 
rounding tissues  is  an  advantage  of  brachytherapy 
using  high  dose  rate  sources. 

In  a recent  symposium  on  high  dose  rate  remote 
afterloading  brachytherapy,  the  opening  syllabus 
called  for  standardization  of  brachytherapy  tech- 
niques and  dosimetry  of  high  dose  rate  systems.  More 
protocols  are  being  developed  to  study  radiobiological 
differences  in  conventional  low  dose  rate  compared  to 
higher  activity  sources.34  The  standard  for  brachy- 
therapy continues  to  be  the  radium  source  (low  dose 
rate);  however,  the  results  being  achieved  with  high 
dose  rate  remote  afterloading  equipment  is  extremely 
encouraging. 

The  difference  in  cost  between  the  brachytherapy 
techniques  depends  upon  the  need  for  hospitaliza- 
tion, the  number  of  treatments  given,  and  the 
amount  of  expertise  needed  at  each  procedure,  ie,  pul- 
monologist, surgeon,  or  gastroenterologist.3536  All 
factors  considered,  the  costs  are  comparable  between 
methods.  A remote  afterloader  with  capability  in 
both  intracavitary  and  interstitial  is  more  versatile. 
Sources  and  applicators  are  custom  designed  depend- 
ing on  the  procedure. 

Conclusion 

In  summary,  remote  afterloading  of  sources  for  high 
dose  rate  irradiation  is  being  done  in  previously  inac- 
cessible sites.  Results  comparable  to  conventional 
low  dose  rate  treatments  are  now  being  achieved  in 
cervical  carcinoma.  Improved  results  are  being  re- 
ported in  esophageal  cancer.  Long-term  palliation  is 
now  being  achieved  in  endobronchial  malignancies 


with  some  potential  improvement  in  cure  rate.  Palli- 
ation for  intra-abdominal  metastases  is  possible.  Im- 
provement in  the  treatment  for  cure  in  head  and 
neck,  breast,  bladder,  brain,  and  colorectal  malignan- 
cies may  be  achievable  when  combined  with  external 
beam  irradiation.  We  are  currently  working  to  iden- 
tify the  radiobiological  differences  when  compared  to 
conventional  low  dose  rate  interstitial  and  intracavi- 
tary techniques  to  treat  cancer.  With  these  results  we 
will  be  able  to  accurately  judge  the  future  of  high 
dose  rate  brachytherapy  in  terms  of  improved  cure 
rate,  significant  palliation,  and  reduction  in  long- 
term complications.  (J) 

References 

1.  Perez.  CA.  Carcinoma  of  the  uterine  cervix.  In  Perez  CA.  Brady  LW  (eds):  Principles 
and  Practice  of  Radiation  Oncology,  Philadelphia,  Lippencott,  1987.  pp  919-965 

2.  Schulz  U,  Busch  M.  Bormann  U.  Interstitial  high-dose-rate  brachytherapy:  Principle, 
practice  and  first  clinical  experiences  with  a new  remote-controlled  afterloading  sys- 
tem using  IR-192.  Int  J Radiat  Oncol  Biol  Phys  1984,  June,  19(6):915-20. 

3.  Bulski  W,  Dade  M.  Treatment  planning  software  for  afterloading  brachytherapy. 
Radiother  Oncol  1986,  Jan,  5(l):59-64. 

4.  Kitagawa  T,  Kakehi  M,  Kunieda  T.  et  al  Afterloadmg  technique  for  interstitial  ir- 
radiation of  lesion  in  deep-seated  organs.  Radiology  1982,  May,  143(2):543-7. 

5.  Krithivas  G.  Feldman  MI,  Gail  DL,  et  al.  Interstitial  radiotherapy  of  the  base  of  the 
tongue.  Improve  non-looping  afterloading  technique.  Radiology  1984,  Feb.  150(2):601 

6.  Mandell  L,  Non  D,  Anderson  L,  et  al.  Postoperative  vaginal  radiation  in  endometrial 
cancer  using  a remote  afterloading  technique.  Int  J Radiat  Oncol  Biol  Phys  1985, 
Mar.  11131:473-8. 

7.  Mansfield  CM,  Jewel  WR.  Intraoperative  interstitial  implantation  of  iridium  192  in 
the  breast.  Radiology  Feb,  1984,  150(21:600 

8.  Biggs  PJ,  Wang  CC,  Gitterman  MD.  An  afterloading  vaginal  applicator.  Int  J Radiat 
Oncol  Biol  Phys  1986,  Feb,  12(21:247-9. 

9.  Orton  CB.  High-  and  low-dose-rate  afterloading:  A critical  comparison.  Presented 
at  Brachytherapy  Seminar,  Humana  Hospital,  Phoenix,  AZ,  Feb  3,  4,  5,  1988. 

10.  Edington  HD,  Hancock  S,  Coe  FL,  et  al  Preliminary  report  of  a new  treatment  strat- 
egy for  advanced  pelvic  malignancy:  Surgical  resection  and  radiation  therapy  using 
afterloading  catheters  plus  an  inflatable  displacement  prosthesis  in  the  treatment 
of  advanced  primary  and  recurrent  rectal  cancer.  Surgery  1986,  Sept,  100(31:494-9 

11.  Haflty  GG,  Mate  TP,  Greenwood  H,  et  al.  Malignant  biliary  obstruction  Intracavi- 
tary treatment  with  a high-dose-rate  remote  afterloading  device.  Radiology  1987, 
Aug,  164(21:574-6. 

12.  Dritschilo  A,  Grant  EG,  Harter  KW,  et  al.  Interstitial  radiation  therapy  for  hepatic 
metastases:  Sonographic  guidance  for  applicator  placement  AJR  1986,  Aug, 
147(21:275-8. 

13.  Gerbaulet  A,  Panis  X,  Flamant  F,  et  al.  Iridium  afterloading  curietherapy  in  the 
treatment  of  pediatric  malignancies.  The  Institute  Gustave  Roussy  Experience, 
Cancer  1985,  Sept,  15:56(61:1274-9. 

14.  DAngio  GJ.  Pediatric  tumors.  In  Perez  CA  and  Brady  LW  (eds):  Principles  and  Prac- 
tice of  Radiation  Oncology,  Philadelphia,  Lippencott,  1987,  pp  1199-1203 

15.  DAngio  CJ.  The  child  cured  of  cancer:  A problem  for  the  internist.  Seminar  Oncology 
1982,  9:143. 

16  Mantell  BS,  Klevenhagen  SC,  Afshar  F An  afterloaded  applicator  for  the  interstitial 
irradiation  of  brain  tumours.  Clin  Radiol  1986,  Jan,  37(11:35-8. 

17.  Kumar  PO,  Goo  RR,  Jones  ED,  et  al.  Intraoperative  remote  afterloading  endocurie- 
therapy  with  high-activity  60  cobalt  for  treatment  of  glioblastoma  muiltiforme  Am 
J Clin  Oncol  1986,  Jun,  9(31:209-16. 

18.  Karlsson  UL,  Brady  LW.  Primary  intracranial  neoplasms.  In  Perez  CA,  Brady  LW 
(eds):  Principles  and  Practice  of  Radiation  Oncology,  Philadelphia,  Lippencott.  1987, 
pp  408-436. 

19.  Schray  MF,  McDougal  JC,  Mannex  A.  Edmundson  GK,  Cortese  DA  Management 
of  malignant  airway  obstruction:  Clinical  and  dosimetric  considerations  using  an 
iridium  192  afterloading  technique  in  conjunction  with  the  Neodymium-Yag  laser 
Int  J Radiat  Oncol  Biol  Phys  1985,  Feb,  1 1(2)403-9. 

20.  Nori  D,  Hilaris  BS,  Martin  N Intraluminal  irradiation  in  bronchogenic  carcinoma 
Surg  Clin  North  Amer  1987,  Oct,  67(51:1093-102. 

21  Hishikawa  Y,  Kamikonya  N,  Tanaka  S,  et  al  Radiotherapy  of  esophageal  carcinoma 
Role  of  high-dose-rate  intracavitary  irradiation.  Radiotherapy  and  Oncology  1987, 
9:13-20. 

22.  Hishikawa  Y Radiation  treatment  of  esophageal  carcinoma  using  a high-dose-rate 
remote  afterloader  Ratiat  Med  1983,  Jul-Sept,  1(31:237-44 

23.  Fisher  SA,  Brady  LW.  Carcinoma  of  esophagus.  In  Perez  GA.  Brady  LW  (eds*  Prin 
ciples  and  Practice  of  Radiation  Oncology,  Philadelphia,  Lippencott.  1987,  pp  700- 
722. 

24.  Hishikawa  Y,  T\iniguchi  M.  Kamikonya  N,  et  al  External  beam  radiotherapy  alone 
or  combined  with  high-dose-rate  intracavitary  irradiation  in  the  treatment  of  cancer 
of  the  esophagus:  Autopsy  findings  in  35  cases  Radiotherapy  and  Oncology  1988, 
11:223-227 


544 


I Okla  Stale  Med  Assoc,  Vol  83,  November  1990 


25.  Fletcher  GH  (ed)  Textbook  of  Radiotherapy,  3rd  ed,  Philadelphia,  Lea  & Fegiger, 
1973,  pp  620-665 

26  Himmelmann  A,  Holmberg  E,  Odien  A,  et  al  Intracavitary  irradiation  of  carcinoma 
of  the  cervix  stage  IB  and  II A A clinical  comparison  between  a remote  high-dose- 
rate  afterloading  system  and  a low-dose-rate  manual  system.  ACTA  Radiol  (Oncol) 
1985,  Mar-Apr.  24(2):  139-44 

27  Shigematsu  Y,  Nishiyama  K.  Masaki  N,  Inque  T,  Miyata  Y,  Ikeda  H,  Ozeki  S,  Kawa- 
mura  Y,  Kurachi  K Treatment  of  carcinoma  of  the  uterine  cervix  by  remotely  con- 
trolled afterloading  intracavitary  radiotherapy  with  high-dose-rate  A comparative 
study  with  a low-dose-rate  system  .Int  J Radiat  Oncol  Biol  Phys  1983,  Mar,  9(3):351  -4 

28.  Teshima  T,  Chatani  M,  Hata  K,  Inouse  T High-dose-rate  intracavitary  therapy  for 
carcinoma  of  the  uterine  cervix:  I general  figures  of  survival  and  complication  Int 
J Radiat  Oncol  Biol  Phys  1987,  Jul,  13(7):  1035-41 

29.  Newman  H.  James  JW,  Smith  CW  Treatment  of  cancer  of  the  cervix  with  a high- 
dose-rate  afterloading  machine  (the  cathetron)  Int  J Radiat  Oncol  Biol  Phys  1983, 
9(6)931-7. 

30.  Utely  JF,  Van  Essen  CF,  Horn  RA.  Moeller  JH  High-dose-rate  afterloading  brachy- 
therapy  in  carcinoma  of  the  uterine  cervix.  Int  J Radiat  Oncol  Biol  Phys  1984,  Dec, 
19(12)2259-63 

31  Kog  K,  Watanabe  K.  Kawano  M.  et  al  Radiotherapy  for  carcinoma  of  the  uterine 
cervix  by  remotely  controlled  afterloading  intracavitary  system  with  high -dose -rate 
Int  J Radiat  Oncol  Biol  Phys  1987,  Apr,  13(4):615-8. 

32.  Joslin  CA  High-dose-rate  cervix  therapy:  Presented  at  the  Brachytherapy  Seminar, 
Humana  Hospital,  Phoenix,  AZ,  February  3,  4,  5,  1988 


33  Hall  EJ  Radiobiology  for  the  Radiologist,  Philadelphia,  Lippencott,  1988 

34  Syllabus  of  the  Brachytherapy  Seminar,  Humana  Hospital,  Phoenix,  AZ,  February 
3,  4,  5,  1988. 

35.  Glicksman  AS,  Leith  JT  Radiobiological  considerations  of  brachytherapy.  Oncology 
1988,  January,  2<l):25-32. 

36.  Orton  CB  What  minimum  number  of  fractions  is  required  with  high-dose-rate  re- 
mote afterloading?  (letter).  Br  J Radiol  1987,  Mar,  60(71 1):300-2. 


The  Authors 

Elizabeth  (Lisa)  J.  Syzek,  MD,  was  chief  resident  in  the  Division 
of  Radiation  Therapy,  Department  of  Radiological  Sciences,  at  the 
Oklahoma  Medical  Center  in  Oklahoma  City  when  this  paper  was 
written. 

Carl  R.  Bogardus,  Jr.,  MD,  is  professor  and  vice-chairman,  De- 
partment of  Radiological  Sciences,  and  director,  Division  of  Radi- 
ation Therapy,  at  the  University  of  Oklahoma  Health  Sciences 
Center  in  Oklahoma  City. 


Coming  next  month 

Scheduled  for  publication  in  December  are  a review  of  the 
management  of  diabetic  ketoacidosis,  an  overview  of  cancer  of  the  prostate, 
and  an  examination  of  career  choices  made  by  graduates  of  the 
University  of  Oklahoma  College  of  Medicine  in  the  eighties. 


/ Ofc/a  State  Med  Assoc,  Vol  83,  November  1990 


545 


Education 


Allied  Health  Education  in  Oklahoma 

Lee  Holder,  PhD;  Sharon  Nelson,  MPH;  Barbara  Curcio,  MEd 


This  article  is  the  first  of  several  dealing  with  medical 
education  and  recruitment  in  Oklahoma  and  generated 
at  the  request  of  the  OSMA-OUHSC  Liaison  Committee. 
The  articles  were  sought  out  and  submitted  with  the  as- 
sistance of  Edward  N.  Brandt,  Jr.,  MD,  PhD,  executive 
dean  at  the  University  of  Oklahoma  College  of  Medi- 
cine. 

The  purpose  of  this  article  is  to  provide  information 
on  allied  health  education  in  Oklahoma,  which 
will  assist  physicians  in  counseling  prospective  stu- 
dents about  health  career  options.  The  emphasis  will 
be  on  programs  at  the  University  of  Oklahoma 
Health  Sciences  Center  (OUHSC). 

Background 

Allied  health  is  a term  that  has  been  used  since  1966 
to  identify  more  than  100  health  occupations  and  pro- 
fessions. One  way  of  describing  allied  health  is  to  say 
that  it  encompasses  the  bulk  of  those  people  working 
in  health  care  disciplines  who  are  not  physicians, 
dentists,  nurses,  pharmacists,  or  public  health  profes- 
sionals. Allied  health  includes  such  fields  as  the  clin- 
ical laboratory  sciences,  communication  disorders, 
occupational  therapy,  physical  therapy,  radiologic 
technologies,  dietetics  and  nutrition,  respiratory 
therapy,  medical  record  administration,  and  many 
others. 

For  every  physician  there  are  12  other  people  in- 
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volved  in  health  care  services  in  the  United  States. 
Allied  health  personnel  constitute  approximately 
60%  of  the  total  health  care  workforce. 

Why  Allied  Health? 

Why  should  an  individual  with  an  interest  in  health 
careers  choose  an  allied  health  profession?  Several 
reasons  come  to  mind:  First,  jobs  are  plentiful  in  any 
part  of  the  nation,  and  demands  are  growing  as  the 
health  care  system  expands;  second,  a person  has  op- 
tions of  certificate,  associate  degree,  baccalaureate, 
or  graduate  programs,  depending  on  his  or  her  re- 
sources, capabilities,  and  motivation.  One  can  have 
a satisfying  career  without  spending  half  a lifetime 
in  educational  preparation.  Of  course  the  respon- 
sibilities, remuneration,  and  potential  job  satisfac- 
tion increase  with  the  level  of  preparation  required. 
Third,  salaries  and  potential  for  earnings  are  improv- 
ing over  time. 

Physicians  as  Recruiters 

Needs  and  demands  for  allied  health  personnel  in 
Oklahoma,  as  in  the  nation,  are  increasing  faster 
than  we  can  supply  qualified  practitioners.  Physi- 
cians recognize  the  importance  of  allied  health  pro- 
fessionals in  the  delivery  of  quality  patient  care. 
Physicians,  being  the  role  models  in  health  care,  can 
and  should  play  a significant  role  in  recruiting  poten- 
tial students  from  their  communities.  They  can  ex- 
plain the  options  available  and  the  prerequisites 
necessary  to  enter  any  of  the  disciplines  in  the  wide 
range  of  health  care  opportunities. 
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In  this  article  we  will  summarize  the  allied 
health  options  available,  the  employment  outlook, 
and  the  programs  available  at  the  University  of  Okla- 
homa Health  Sciences  Center  in  Oklahoma  City. 

Alternative  Choices 

Opportunities  in  allied  health  vary  from  fields  that 
offer  little  patient  contact,  as  in  the  laboratory  sci- 
ences, to  much  patient  contact  over  a limited  period 
as  in  the  diagnostic  specialties,  to  much  patient  con- 
tact over  a long  period  of  time  as  in  the  therapeutic 
specialties.  Personal  characteristics  of  the  potential 
student  will  influence  the  career  decision.  For  exam- 
ple: 

a.  Individuals  interested  in  high  technology  and 
instrumentation  with  preference  for  minimal 
patient  contact  and  the  opportunity  to  work  in- 
dependently much  of  the  time  might  opt  for  a 
laboratory  science  such  as  cytotechnology  or 
medical  technology. 

b.  Individuals  interested  in  high  technology  and 
instrumentation,  body  structure  and  function, 
and  patient  contact  in  a variety  of  settings 
with  high  interaction  with  a health  care  team 
might  choose  a diagnostic  specialty  (such  as 
radiography  or  sonography). 

c.  Individuals  with  high  interest  in  structure  and 
function  of  the  body,  a desire  for  long-term  pa- 
tient contact  in  a variety  of  settings,  and  a 
high  level  of  interaction  with  health  care  team 
members,  might  prefer  therapeutic/rehabilita- 
tion professions  such  as  physical  therapy,  radi- 
ation therapy,  occupational  therapy,  or  speech- 
language  pathology. 

d.  Individuals  with  keen  interest  in  influencing 
health  behavior  and  education  might  choose 
fields  such  as  clinical  dietetics,  education  of 
the  deaf,  and  others  with  specific  oppor- 
tunities to  influence  the  life-style  and  educa- 
tional potential  of  the  client  or  patient. 

Personal  characteristics  of  the  potential  allied 
health  professional  are  not  different  from  other 
health  professionals.  We  identify  some  overall  charac- 
teristics as: 

• Intellectual  curiosity  and  respect  for  human 
structure  and  function 

• Potential  for  equanimity  and  poise 

• A democractic  character  that  accepts  diver- 
sity and  individuality  of  people  without 
being  judgmental 

• A desire  to  learn  new  things  and  to  continue 
lifelong  learning 


• Values  affirming  human  potential  to  in- 
clude concern  and  compassion  for  others 

Needs  and  Demands 

Needs  and  demands  for  the  allied  health  profession- 
als are  increasing  dramatically  as  their  roles  and 
value  in  health  care  delivery  are  recognized.  A 1989 
Institute  of  Medicine  report,  “Allied  Health  Services 
— Avoiding  Crises,”  projected  increased  demands  for 
additional  personnel  between  1986  and  2000  as  fol- 
lows*: 


Field 

Employ- 

ment 

Projec- 

tion 

#New 

Jobs 

% 

Increase 

Clinical  Laboratory 
Sciences 

239,400 

296,300 

+ 57,000 

+ 24% 

Dietitian 

40,200 

53,800 

+ 13,600 

+ 63% 

Occupational  Therapy 

29,400 

44,600 

+ 15,200 

+ 52% 

Physical  Therapy 

61 ,200 

114,700 

+ 53,500 

+ 87% 

Radiologic  Technology 

115,400 

190,100 

+ 74,700 

+ 65% 

Speech-Language 

Pathology 

45,100 

60,600 

+ 15,500 

+ 34% 

Reasons  for  these  increasing  demands  parallel 
those  in  medicine  — increased  technology  and  sophis- 
tication in  health  care  delivery;  consumers  expecting 
more  health  care  services;  and  demographic  changes 
in  our  population  requiring  more  services  for  an  older 
age  group,  particularly  in  long-term  care. 

We  have  only  speculative  data  on  unfilled  needs 
for  employment  of  allied  health  personnel  nationally 
and  within  Oklahoma.  Although  the  database  is 
somewhat  limited,  we  do  know,  based  on  feedback  we 
constantly  receive  from  throughout  Oklahoma,  that 
there  are  shortages  in  numbers  and  geographic  mal- 
distribution of  personnel.  Reasons  for  shortages  and 
maldistribution  are  similar  to  those  for  physicians  — 
insufficient  resources  to  prepare  sufficient  numbers 
of  graduates,  and  socioeconomic  reasons  for  migrat- 
ing to  the  cities  having  major  health  care  facilities. 
In  some  cases,  lack  of  appropriate  monetary  rewards, 
along  with  professional  isolation,  contributes  to  this 
migration.  Feedback  from  facilities  and  patients  indi- 
cates that  these  shortages  are  detrimental  to  quality 
health  care.  For  example,  the  Departments  of  Mental 
Health  and  Human  Services  cannot  keep  acceptable 
staffing  patterns  for  occupational  therapists,  physi- 
cal therapists,  and  speech-language  pathologists, 
and  special  education  programs  have  mandates  to 
provide  therapy  services  but  cannot  attract  people  to 
provide  the  services  throughout  the  state.  The  list 

•Institute  of  Medicine,  Allied  Health  Services  — Avoiding  Crises,  National  Science  Foun- 
dation, National  Academy  Press,  Washington,  DC,  1989 
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Table  1.  Prerequisite  Courses  to  Programs 

in  the  College  of  Allied  Health 

CLD 

CYTO 

MEDT 

COMM 

OCTH 

PHTH 

RLTN 

ENG  1113  English  Composition 

X 

X 

X 

X 

X 

X 

X 

ENG  1213  English  Composition 

X 

X 

X 

X 

X 

X 

X 

United  States  History  (3  hrs) 

X 

X 

X 

X 

X 

X 

X 

Government  of  the  United  States  (3  hrs) 

X 

X 

X 

X 

X 

X 

X 

Foreign  Language  (10  hrs  or  in  High  School) 

# 

# 

# 

# 

# 

# 

# 

Understanding  of  Artistic  Forms  (3  hrs) 

# 

# 

# 

# 

# 

# 

X 

Western  Civilization/Culture  (3  hrs) 

# 

# 

# 

# 

# 

# 

# 

Non-Western  Cultures  (3  hrs) 

# 

# 

# 

# 

# 

# 

# 

ANTH  1113  General  Anthropology 

(«' 

CHEM  1315  General  Chemistry 

X 

X 

X 

X 

X 

CHEM  1415  General  Chemistry 

X 

X 

X 

CHEM  3013  Organic  Chemistry 

X 

X 

CHEM  3012  Organic  Chemistry  Lab. 

X 

CHEM  3653  Biochemistry 

X 

CHEM  3652  Biochemistry  Lab. 
CLC  2412  Medical  Vocabulary 
CLD  1823  Elementary  Nutrition 

X 

X 

X 

CLD  3233  Principles  of  Food  Preparation 
COMM  1113  Principles  of  Communication 

X 

X 

ECON  2113  Principles  of  Economics 

X 

MATH  1523  Elementary  Functions 

X 

X 

X 

(5) 

X 

MBIO  3932  Instrumentation 

X 

MBIO  3942  Instrumentation  Lab 

X 

MBIO  4833  Immunology 

X 

MBIO  4845  Pathogenic  Microbiology 

X 

MBIO  2815  Microbiology  (with  lab) 

X 

X 

X 

PHYS  1045  Physical  Science  for  Teachers 
PHYS  1114  Gen.  Physics  for  Non-Science  Majors 
PHYS  2414  General  Physics  for  Life  Science 

X 

@ 

X 

X 

X 

PHYS  2424  General  Physics  for  Life  Science 

X 

PSY  1113  Elements  of  Psychology 

X 

X 

X 

X 

X 

X 

X 

PSY  2003  Understanding  Statistics 

<® 

X 

X 

PSY  1193  Introduction  to  Personality 

X 

PSY  1603  Intro,  to  Life  Span  Development 

X 

SOC  1113  Introduction  to  Sociology 

@ 

X 

X 

X 

X 

ZOO  1114  Introductory  Zoology 

X 

X 

X 

<s> 

X 

X 

X 

ZOO  1121  Introductory  Zoology  Lab. 

X 

X 

X 

X 

X 

X 

ZOO  2124  Human  Physiology 

X 

X 

X 

X 

X 

X 

ZOO  2255  Human  Anatomy 

X 

(S'  = or  an  acceptable  substitute  # = effective  for  those  who  enter  the  College  of  Allied  Health  in 

Fall  1992 

CLD  = Clinical  Dietetics,  CYTO  = Cytotechnology,  MEDT  = 

Medical  Technology,  COMM 

= Communication  Disorders,  OCTH 

= Occupational  Therapy, 

PHTH  = Physical  Therapy,  RLTN  = Radiologic  Technology 

could  go  on  and  on,  but  suffice  it  to  say  that  we  have 
major  problems  of  supply  and  demand  in  allied 
health  services  in  Oklahoma. 

Programs  in  Oklahoma 

Many  people  think  that  a health  career  is  synony- 
mous with  physician,  nurse,  or  dentist  and  are  not 
aware  of  alternative  career  choices  in  the  health  care 
fields.  We  believe  that  people  contemplating  a health 
career  should  know  about  the  wide  variety  of  oppor- 
tunities available  in  many  health  career  fields  so 


they  can  make  a choice  suited  to  their  capabilities, 
resources,  and  motivation.  There  is  a wide  range  of 
programs  at  different  levels  of  preparation,  from  post 
high  school  through  post  doctorate.  For  example,  vo- 
cational technical  schools  offer  beginning  level  pro- 
grams such  as  medical  laboratory  technician  (certifi- 
cate), medical  assisting,  and  dental  assisting.  These 
generally  are  one-year  programs  that  do  not  offer 
academic  credit.  The  next  level  on  the  ladder  is  com- 
munity and  junior  colleges,  offering  two-year  pro- 
grams in  disciplines  such  as  medical  laboratory  tech- 
nician (associate  degree),  physical  therapist  assis- 


ts 
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tant,  occupational  therapy  assistant,  dental 
hygienist,  etc. 

The  College  of  Allied  Health  at  the  University  of 
Oklahoma  Health  Sciences  Center  in  Oklahoma  City 
offers  baccalaureate  and  graduate  degree  programs 
in  the  following  areas: 

Bachelor  of  Science  programs 

• Clinical  laboratory  sciences  (options  in  med- 
ical technology  and  cytotechnology) 

• Clinical  dietetics 

• Communication  disorders 

• Occupational  therapy 

• Physical  therapy 

• Radiologic  technology  (options  in  radi- 
ography, radiation  therapy  technology,  nu- 
clear medicine  technology,  and  ultrasound) 

Master  of  Science  programs 

• Audiology 

• Speech-language  pathology 

• Education  of  the  deaf 

• Clinical  dietetics 

• Physical  therapy 

Doctor  of  Philosophy  programs 

• Audiology 

• Speech-language  pathology 

Admission  Requirements 

Before  entering  any  health  care  profession,  prospec- 
tive students  should  spend  time  in  a variety  of  health 
care  settings  to  get  a “feel”  for  the  atmosphere  and 
demands  of  caring  for  those  with  physical  or  emo- 
tional problems.  Some  academic  programs  will  re- 
quire, while  others  will  highly  recommend,  that  ap- 
plicants spend  time  shadowing  a professional  during 
a typical  work  day  or  work  week.  Not  only  does  this 
experience  give  students  better  understanding  of  the 
duties  of  the  profession,  but  it  also  helps  students 
learn  about  themselves  and  whether  or  not  they  have 
the  knowledge,  skills  and  attitudes  necessary  to  pur- 
sue a given  profession. 

Course  requirements  for  most  programs  at  the 
baccalaureate  level  will  include  those  general  educa- 
tion courses  required  of  any  student  seeking  a degree, 
ie,  English  composition,  US  history  and  government, 
psychology,  sociology,  mathematics,  zoology,  human- 
ities, and  foreign  language.  In  addition,  allied  health 
programs  will  require  some  additional  studies  in 
physics,  chemistry,  psychology,  statistics,  microbiol- 
ogy, or  economics. 

A chart  listing  specific  prerequisites  to  programs 
in  the  College  of  Allied  Health  at  the  University  of 


Oklahoma  Health  Sciences  Center  is  included  as 
Table  1. 

When  considering  an  applicant  for  admission  to 
an  academic  health  care  program,  departments  con- 
sider several  attributes.  The  most  basic  qualifier  is 
a student’s  overall  grade  point  average  (GPA).  All  pro- 
grams require  a minimum  overall  GPA  of  2.50  on  a 
4.00  scale;  the  average  GPA  of  students  who  are  ad- 
mitted is  generally  in  the  2. 8-3. 5 range.  Some  pro- 
grams require  a minimum  GPA  of  2.5  for  all  science 
courses  taken  as  prerequisites. 

Other  criteria  that  may  be  evaluated  include  the 
applicant’s  ability  to  read  and  comprehend  technical 
information,  and  to  write,  solve  problems,  and  relate 
in  a professional  and  humane  manner. 

Of  utmost  importance  is  the  selection  of  students 
with  the  potential  to  carry  on  both  the  affirming 
human  values  of  the  allied  health  professions  and  the 
sophisticated  skills  and  techniques  of  the  various 
fields.  Translation  of  high  technology  and  sophisti- 
cated practice  into  a humane  and  beneficial  experi- 
ence for  the  client  or  patient  is  the  highest  impera- 
tive for  allied  health  professionals  now  and  in  the  fu- 
ture. 

Summary 

Needs  and  demands  for  allied  health  personnel  are 
increasing  dramatically  as  their  value  to  the  health 
care  team  is  increasingly  recognized.  Opportunities 
are  abundant  at  a variety  of  educational  levels  — 
from  post-high  school  to  post-doctoral  preparation  — 
for  people  to  enter  the  health  care  service  system  via 
one  of  many  allied  health  disciplines. 

There  are  a variety  of  allied  health  programs  in 
schools  and  colleges  in  Oklahoma.  We  at  the  Univer- 
sity of  Oklahoma  College  of  Allied  Health  are 
pleased  to  serve  as  a central  clearinghouse  for  infor- 
mation and  referral  on  allied  health  programs.  For 
additional  information,  contact  us  at:  College  of  Al- 
lied Health,  University  of  Oklahoma  Health  Sciences 
Center,  801  Northeast  13th  Street,  CHB-128,  Okla- 
homa City,  OK  73190.  We  may  be  reached  by  tele- 
phone at  (405)  271-2288  (Dean’s  Office)  or  (405)  271- 
6588  (Student  Affairs).  (J 
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Special 


Leaders  in  Medicine:  Joe  L.  Duer,  MD 

By  Richard  Green 
Photographs  by  Jim  Thomas 


Begun  in  1981,  the  Leaders  in  Medicine  series  recognizes  some  of  Oklahoma's 
most  outstanding  physicians  and  the  contributions  they  have  made  to  their 
communities  and  profession.  This  is  the  sixteenth  article  in  the  series. 


Turn  at  the 
deer  cross- 
ing sign, 
said  the  direc- 
tions. Deer  in 
Woodward?  Per- 
haps the  doctor 
had  his  own  pri- 
vate stock? 

But  a couple 
of  miles  west  of 
US  270  as  it  enters  Woodward  is  a 
nice-sized  forest  of  hardwoods 
along  the  creek  that  winds  through 
Joe  and  Beryl  Duer’s  80  acres. 

From  the  oblique  turn  at  the 
deer  crossing,  the  road  drops  down 
a steep  embankment  and  leads  al- 
most immediately  into  this  small 
forest.  The  winding  road  narrows 
as  the  trees  become  even  more 
dense  near  the  sun-dappled  creek- 
bed. 

Climbing  again,  the  forest  soon 
gives  way  on  the  right  to  a hillside 
clearing  partially  occupied  by  a 
3,000-square-foot  split-level,  wood- 


frame  house.  After  his  retirement 
in  1969,  Dr  Duer  and  his  son  Wes- 
ley built  that  house,  Wesley’s  fam- 
ily home. 

The  one-lane  blacktop  descends 
again  into  woods  so  dense  that 
even  at  mid-morning,  a driver’s 
eyes  need  time  to  adjust  to  the 
darkness.  As  the  road  winds  out  of 
the  trees,  a large  ranch-style 
house  appears  at  the  crest  of  the 
hill. 

As  with  the  first  house,  the  land 
for  Joe  Duer’s  home  was  cut  out  of 
the  surrounding  forest;  his  lawn  is 
expansive  and  well  cultivated. 

Sitting  in  their  large  kitchen 
with  its  elongated  windows,  Joe 
and  Beryl  often  see  wildlife 
emerge  from  the  trees  and  walk 
across  their  front  lawn.  Already  on 
this  July  morning,  they  had  seen 
a doe  and  an  extended  family  of 
quail. 

At  85  years  of  age,  Joe  Duer 
doesn’t  have  many  appointments, 
but  he  says  (and  Beryl  verifies) 


that  he  is  almost  as  active  as  he 
ever  was.  His  lifelong  unquench- 
able desire  to  learn  is  still  remark- 
ably intact.  He  reads  several  books 
a month.  “All  serious  stuff,  no 
fluff,”  he  says. 

Joe  and  Beryl  are  accomplished 
contract  bridge  players,  and  though 
their  best  years  may  be  behind 
them,  they  still  occasionally  par- 
ticipate in  national  tournaments. 
A card  table  looks  like  a more  or 
less  permanent  furnishing  in  their 
spacious,  airy  living  room.  The 
table  is  covered  by  a pressed  table 
cloth  and  two  decks  of  cards;  pen- 
cils and  note  pads  are  in  place. 

Joe  is  even  more  successful  play- 
ing the  stock  market.  Beryl  says 
he  has  made  more  money  on  the 
stock  market  since  his  retirement 
than  he  did  throughout  his  36- 
year  practice.  She  also  mentions 
that  he  wrote  off  about  a half  mil- 
lion dollars  in  fees  during  those 
years  — from  1933  to  1969.  She 
should  know,  says  a longtime  fam- 
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The  Duer  home,  near  Woodward. 


ily  friend,  who  adds  that  Beryl  was 
the  business  brains  during  Doc’s 
years  in  practice. 

Though  he  never  crowded  any  of 
his  patients  over  the  money  they 
owed  him,  Beryl  says  that  Doc  al- 
ways was  and  still  is  tight  with 
money.  Joe  responds  by  turning  up 
(or  down)  his  hearing  aid.  Then, 
she  adds  that  his  frugality  is  per- 
fectly understandable  considering 
where  he  came  from.  “Dirt  poor,” 
she  says.  “And,  I think  the  thing 
I’ve  always  admired  most  about  Dr 
Duer  (it’s  always  Dr  Duer  or  Doc) 
is  that  he’s  accomplished  so  much 
when  he  started  out  with  nothing.” 

She  describes  a family  of  subsis- 
tence farmers  out  on  the  godfor- 
saken prairie,  barely  eking  out  a 
living,  sometimes  going  to  bed 
hungry. 

Joe  listens  but  says  nothing.  He 
gazes  out  the  kitchen  window  into 
his  little  forest  and  begins  his  own 
version  of  the  story.  He  says  he  can 
recall  his  family’s  small  wood- 
frame  house  like  it  was  yesterday. 
Though  it  was  more  than  two  gen- 
erations ago  (the  Duers  have 
great-grandchildren),  the  physical 
distance  from  there  to  here  in 
Woodward  hasn’t  been  far.  Joe  has 
spent  three-quarters  of  a century 
living  within  45  miles  of  that 
small  house  where  he  was  bom 
and  raised. 

Moreover,  that  modest  home- 
stead is  where  he  learned  how  he 
would  conduct  his  life.  Even  as  a 
young  boy,  he  knew  he  would  al- 
ways have  to  work  very  hard  for 
anything  worthwhile.  But  that 
basic  understanding  helped  pave 


Joe’s  way  because  it  enabled  him 
to  do  extraordinary  things  ordi- 
narily. 

* * * 

Lenora  is  a ghost  town  in 
northwest  Oklahoma,  in 
Dewey  County.  Of  course,  the 
few  people  who  live  where  the 
town  used  to  be  wouldn’t  approve 
of  that  designation,  but  when  all 
that’s  left  of  its  businesses  and 
post  office  are  a few  decaying 
buildings.  . . . 

Lenora’s  demise  ensued  after 
the  town  lost  a campaign  against 
Taloga  to  become  the  county  seat. 
When  the  contest  was  decided,  by 
both  fair  means  and  foul,  the  civic 
boosters  seemed  to  lose  heart  and 
hope.  People  began  drifting  away, 
and  within  a few  years  the  last 
merchant  to  leave  town  turned  off 
the  lights. 

But  that  was  the  end.  Near  the 
beginning,  when  the  bustling  lit- 
tle town’s  residents  ushered  in  the 
twentieth  century,  among  them 
were  two  newcomers  from  Kansas. 
Willis  Duer  and  Sylvia  Tarr  met 
and  were  married  there  before 
journeying  into  Oklahoma  Terri- 
tory to  begin  homesteading  near 
Lenora. 

Willis  had  dropped  out  of  school 
in  the  eighth  grade  and  gave  up  a 
baseball  career  with  the  Kansas 
City  Blues  because  he  didn’t  see 
any  future  in  it.  So  he  married  Syl- 
via and  struck  off  to  make  his  for- 
tune in  farming.  Instead,  he  turned 
out  to  be  just  another  Okie  sod- 
buster. 

Despite  his  lack  of  formal  educa- 


tion, Willis  was  well  read, 
talented,  and  opinionated,  but 
lacked  the  managerial  skills  and 
luck  necessary  to  maximize  his  ef- 
fort on  marginal  farmland.  He 
tried  growing  various  crops:  corn, 
cotton,  and  castor  beans  (used  for 
castor  oil),  but  the  yield  was  low 
and  unprofitable.  He  did  better 
with  broomcom,  but  he  had  little 
to  show  for  his  backbreaking  labor. 

Even  as  a youngster,  his  son  Joe 
could  see  that.  And  when  Joe  got 
a little  older,  he  experienced  it 
firsthand,  working  behind  a mule, 
plowing  the  thin,  unproductive 
soil.  He  did  enough  to  know  he 
didn’t  want  to  spend  his  life  “look- 
ing at  the  south  end  of  a north- 
bound pair  of  mules.” 

This  is  not  to  say  that  Joe’s  child- 
hood was  all  drudgery  and  depri- 
vation. His  memories  are  of  an 
idyllic  time,  the  classic  picture  of 
America’s  Age  of  Innocence  before 
World  War  I. 

A half  century  later,  addressing 
a Weatherford  PTA  meeting,  he  re- 
called his  childhood  as  a time 
when  “neighbors 
were  neighbors, 
friends  were  friends.” 

Life  was  filled  with 
“country  singings, 
the  pie  suppers,  the 
spelling  bees,  the 
local  talent  shows. 

“The  entertain- 
ment was  homemade. 

Community  life  was 
strong.  All  magazines  and  books 
were  at  a premium.  The  old  bam 
dances  were  popular.  . . . Life  was 
real  then.  The  things  that  re- 
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ally  counted  came  first,  by  neces- 
sity. There  was  no  distortion  of 
values.  Each  had  about  as  much  as 
the  other.” 

The  people  had  an  abundance  of 
“courage,  initiative,  self-reliance, 
ambitions,  hope,  desires,  and 
above  all  a sense  of  freedom  and 
optimism,”  Joe  says. 

These  sorts  of  things  are  typified 
in  two  of  Joe’s  youthful  adven- 
tures. In  1910,  when  Joe  was  5,  the 
family  received  word  that  his 
grandfather  was  ill  and  wasn’t  ex- 
pected to  live  much  longer.  Willis 
dropped  everything  and  spent 
most  of  his  money  on  one-way  train 
tickets  to  Kansas  for  his  family. 

It  was  Joe’s  first  train  ride,  and 
when  they  arrived  on  a cold  De- 
cember day,  they  were  met  by  a 
neighbor  who  drove  them  to  Mr 
Duer’s  bedside  in  a Velie  automo- 
bile. That  night  Joe  and  his  sister 
bedded  down  under  a real  buffalo 
robe. 

Even  after  Joe’s  grandfather 
died  that  March,  they  remained  to 
help  relatives  with  the  wheat  har- 
vest. They  returned  home  in  a cov- 
ered wagon.  The  trip  took  two 
weeks,  and  the  way  Joe  remem- 
bers it,  he  and  his  sister  walked 
most  of  the  way. 

In  another  incident,  as  an  ado- 
lescent, Joe  and  his  gang  of  kids 
once  piled  into  a horse-drawn 
wagon  for  an  overnight  camping 


and  exploratory  trip  to  some  bat 
caves.  They  crawled  through  the 
labyrinth  all  afternoon  and  on  the 
way  out,  Joe  was  waving  a stick  at 
the  bats  that  were  flying  toward 
the  cave’s  mouth.  He  accidently 
dislodged  a boulder  that  broke  sev- 
eral bones  in  his  feet. 

He  spent  his  weeks  of  convales- 
cence reading  a school’s  24-volume 
set  of  The  Book  of  Knowledge. 
Though  his  overall  comprehension 
was  questionable,  Joe’s  motiva- 
tion, curiosity,  and  exceptional 
memory  were  not.  And  this  hap- 
pened soon  after  he  had  dropped 
out  of  school  after  the  eighth 
grade. 

Joe  had  resolved,  however,  that 
he  would  complete  high  school  and 
even  college.  His  father,  who  har- 
bored enough  doubts  for  both  of 
them,  probably  thought  his  son 
was  dreaming.  But  Joe  had  been 
paying  his  own  expenses  since  he 
was  12,  with  money  earned  doing 
part-time  jobs;  he  had  no  doubts. 

In  part,  he  was  following  his  par- 
ents’ admonition  and  example:  if 
you  want  something,  work  for  it. 
But  he  also  wanted  to  help  the 
family,  which  wouldn’t  be  com- 
plete until  he  had  10  brothers  and 
sisters. 

When  he  did  enroll  in  Lenora 
high  school  three  years  later,  at 
age  16,  he  lived  in  a rooming  house 
in  town  on  school  days  and  worked 


in  this  early  family  portrait,  Joe  Duer,  age  5, 
leans  against  his  father's  leg. 

to  pay  his  way.  The  school  was  too 
far  from  his  parents’  home  for  him 
to  walk,  and  he  had  no  other 
means  of  transportation. 

After  three  years,  he  was  al- 
lowed to  test  out  of  the  final  year 
of  high  school;  he  figured  he  could 
have  tested  out  on  the  first  day.  His 
voracious  reading,  including  one 
volume  after  another  of  the  ency- 
clopedia, taught  him  much  more 
than  he  learned  in  high  school. 

As  well  as  Joe  did,  however,  his 
older  sister  beat  him  out  for  class 
valedictorian.  Joe  was  salutato- 
rian  (though  it  should  be  noted  the 
class  had  only  two  members.) 

* * * 


The  Duer  brothers  — Swede,  Joe,  and  Wayne. 
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The  Roaring  Twenties  were  in 
full  swing  when  Joe  Duer 
enrolled  at  the  University  of 
Oklahoma  in  1926,  but  during  his 
freshman  year  he  hardly  looked 
up.  No  time  for  frivolity,  defined  as 
anything  other  than  attending 
class,  studying,  working,  eating, 
and  sleeping. 

Joe  majored  in  pre-law  but  was 
so  unsophisticated  that  when  he 
heard  attorneys  sometimes  were 
obliged  to  defend  people  whom 
they  thought  might  be  guilty,  he 
changed  majors  and  ruled  out  the 
law  as  being  too  unprincipled.  He 
lacked  experience  and  money,  but 
was  long  on  native  intelligence, 
determination,  resourcefulness, 
and  self-confidence. 

It  hadn’t  worried  him  that  he 
was  starting  college  with  a life  sav- 
ings of  only  $165.  He’d  get  a job 
and  work,  as  he  always  had.  But 
after  a couple  of  weeks  of  pounding 
the  streets  of  Norman,  he  learned 
a disturbing  fact:  upperclassmen 
already  had  virtually  all  the  jobs 
nailed  down. 

Finally,  Joe  got  bed  and  break- 
fast in  a ramshackle  rooming 
house  in  exchange  for  tending  the 
building’s  furnace.  He  also  hustled 
for  casual  labor.  Still,  by  Christ- 
mas, he  was  worried  enough  to  cal- 
culate that  without  more  income, 
he  would  have  to  limit  himself  dur- 
ing the  second  semester  to  15  cents 
per  day. 

About  then,  he  met  an  elderly 
man  who  gave  him  the  chance  to 
become  an  entrepreneur.  For  $50  a 
month  rent,  Joe  ran  a hamburger 
joint.  Though  he  called  it  a rat 
hole,  it  was  located  near  some 
fraternity  houses,  and  he  made 
enough  money  to  get  through  the 
second  semester. 

He  closed  the  business  for  the 
summer  and  returned  to  his  par- 
ent’s farm  to  help  them.  After  that, 
with  his  new  business  partner, 


Bus  Boatman,  he  moved  their  food 
business  to  a little  shop  on  West 
Boyd.  They  called  it  the  Brown 
Owl,  and  by  working  long  and 
hard  and  making  the  best  hambur- 
gers in  town,  Joe,  for  the  first  time 
in  his  life,  had  a little  extra  money. 

Though  he  spent  most  of  it  on  re- 
placement clothes,  he  also  man- 


Books  bound  by  Joe  Ouer  bear  his 
Half  Lazy  D brand. 


aged  a few  cultural  and  social 
dates.  They  consisted  of  going  to  a 
movie,  seeing  stripper  Sally  Rand 
do  her  thing,  and  attending  a 
piano  concert  of  Ignacy  Paderew- 
ski, who  also  had  been  the  Repub- 
lic of  Poland’s  first  premier. 

When  Joe  returned  for  the  fall 
semester,  he  had  settled  on  a 
major:  pre-med.  This  was  quite  a 
conversion  considering  that  doc- 
toring had  been  on  his  short  list  of 
unfavorable  occupations  only 
months  before. 

After  he  had  dropped  pre-law,  he 
began  spending  what  little  free 
time  he  had  sampling  coursework 
from  other  professional  fields. 
(This  didn’t  include  education, 


however,  as  he  had  spent  the  year 
following  his  graduation  teaching 
in  Lenora.  Extrapolating  from  his 
own  lack  of  credentials  and  his 
meager  $80-a-month  salary,  he 
saw  no  future  in  teaching.) 

Joe  realized  he  had  been  spend- 
ing most  of  his  time  in  the  medical 
school.  He  liked  the  science,  and 
with  his  excellent  powers  of  con- 
centration and  retention,  he  knew 
he  could  chew  up  the  assignments 
and  regurgitate  the  material  for 
those  Prussian-like  professors. 

Because  he  had  nearly  a 4.0 
grade  average,  he  knew  he  should 
be  accepted.  The  obstacle  again 
was  money.  The  medical  school 
was  OU’s  costliest  option.  Despite 
the  fact  that  most  first-  and  sec- 
ond-year medical  students  didn’t 
work  due  to  the  rigors  of  the  course- 
work,  Joe  knew  he  would  have  to 
work  every  spare  minute  just  to 
subsist.  Luckily,  since  the  medical 
school  was  moving  the  next  year  to 
Oklahoma  City,  he’d  have  more 
jobs  to  choose  from. 

Joe  was  admitted  in  1928,  but  he 
was  dead  wrong  about  the  jobs.  He 
arrived  with  only  enough  money 
to  pay  his  tuition  and  two  weeks’ 
room  and  board.  His  summer  job 
on  the  wheat  harvest  had  been  a 
bust. 

During  the  first  two  weeks  of 
class,  Joe  spent  every  free  moment 
vainly  looking  for  work.  He  had  no 
job,  no  prospects,  and  50  cents  to 
his  name.  He  stared  hard  at  the 
coins,  and  for  the  first  time  in  his 
life,  gave  up. 

He  was  putting  his  things  in  his 
old  grip  for  the  trip  home  when  a 
classmate,  Keeler  Haney  from 
Durant,  walked  in  and  asked  what 
he  was  doing.  After  Joe  explained, 
Haney  told  him  to  just  sit  tight.  A 
few  minutes  later,  Haney  and  sev- 
eral classmates  presented  Joe 
with  grubstake  money  for  two 
weeks’  rent  plus  $15. 
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Sixty-two  years  later,  sitting  in 
his  kitchen  in  Woodward  recount- 
ing the  story,  Duer’s  eyes  briefly 
fill  with  tears  and  his  voice  breaks. 
“I  promised  myself,  by  god,  I 
wouldn’t  let  those  boys  down.  I’d, 
by  god,  get  a job.” 

Joe  charged  back  to  The  Daily 
Oklahoman,  where  he  had  previ- 
ously tried  to  get  a paper  route. 
This  time,  he  barged  into  the  office 
of  the  circulation  manager,  a stern 
taskmaster  named  Halmbacher, 
and  demanded  a job. 

Two  hours  later,  Joe  had  a morn- 
ing and  afternoon  paper  route, 
which  allowed  him  to  squeak  by  fi- 
nancially. 

Academically,  he  was  excelling, 
despite  his  jobs  and  the  fact  that 
the  professors  were  pouring  on  the 
work.  The  casualty  rate  in  the 
class  soon  exceeded  50  percent, 
and  the  survivors  formed  an  excep- 
tionally close  bond. 

They  used  this  closeness  to  their 
advantage  in  an  attempt  to  im- 
prove their  pathology  course. 
Grades  were  being  dispensed  ar- 
bitrarily, and  one  of  the  profs, 
nicknamed  Blind  George,  couldn’t 
see  well  enough  to  identify  any- 
thing through  a microscope.  Once, 
Joe  smeared  some  ink  on  a slide 
and,  feigning  ignorance,  asked 
Blind  George  for  help  in  identify- 
ing the  “specimen.”  All  slides  were 
numbered  according  to  the  speci- 
men, but  only  the  profs  had  the 
key.  George  looked  up  the  answer 
first  and  then,  looking  blurrily 
into  the  microscope,  identified  the 
ink  according  to  genus  and  type. 

As  chair  of  the  class’s  “ad  hoc 
committee  on  complaints,”  Joe 
presented  their  accusation  and 
evidence  to  the  dean,  Dr  Leroy 
Long.  “We’ll  get  to  the  bottom  of 
this,”  exploded  the  dean.  He  prob- 
ably did,  but  not  soon  enough  for 
Joe,  who  still  didn’t  learn  much 
pathology. 


Nevertheless,  Joe  finished  fifth 
in  his  1932  class  of  47  survivors. 
Less  than  half,  however,  were  orig- 
inal members. 

* * * 


A wheel  from  Beryl's 
first  car  adorns  the  Duer 
home. 


Dr  Joe  Duer,  29,  hung  up  his 
first  shingle  in  1934  in  his 
home  county,  Dewey. 
Though  he  was  the  third  GP  in 
Vici,  the  first  was  an  alcoholic  and 
the  second,  like  Blind  George, 
couldn’t  use  his  own  microscope, 
nor  hook  up  an  IV. 

Duer  wanted  to  be  near  home, 
and  he  knew  the  medical  need  was 
great.  Almost  immediately,  he  had 
all  the  patients  he  could  handle. 
Not  that  they  were  calling  on  him; 
he  was  spending  most  of  his  time 
making  house  calls.  Even  the  seri- 
ous cases  were  usually  treated  at 
home  because  most  of  the  patients 
wouldn’t  go  to  hospitals;  the  public 
believed  that  people  went  to  hospi- 
tals to  die,  not  recover. 

That  perception  had  merit. 
People  with  diphtheria,  small  pox, 
typhoid  fever,  TB,  toxemia,  cancer, 
heart  disease,  or  pneumonia  often 
did  die  because  those  diseases  had 
no  specific  treatments.  Duer  and 
his  colleagues  treated  them  “ex- 
pectantly,” meaning  addressing 
their  symptoms  and  fears  and  hop- 


ing that  they  would  recover  natur- 
ally. 

Of  course,  Duer  did  operate  in  a 
hospital  in  Woodward.  During  his 
intership  at  Oklahoma  City’s  Wes- 
ley Hospital,  his  interest  in  sur- 
gery peaked,  and  he  got  more  sur- 
gical experience  than  most  in- 
terns. 

Characteristically,  he  was  work- 
ing very  hard  in  his  practice.  But 
the  long  hours  had  more  to  do  with 
meeting  his  patients’  needs  than 
his  own.  Duer  did  have  some  help 
with  at  least  part  of  his  practice: 
when  he  did  home  deliveries,  he 
was  assisted  by  his  wife,  Beryl. 

They  had  met  at  Wesley  Hospi- 
tal two  years  before.  He  was  an  in- 
tern and  she  a senior  nursing  stu- 
dent. Though  they  worked  around 
each  other  and  noticed  one 
another’s  skills,  they  did  not  date. 
They  were  focused  on  their  careers. 

Joe  had  assumed  he  would  get 
married  at  some  point,  but  not 
Beryl.  She  had  no  wish  for  a fam- 
ily because  her  own  childhood 


In  1934,  a year  after  they  were  married, 
Joe  and  Beryl  arrive  in  Vici  to  launch  Joe's 
practice. 
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often  had  been  “hellish”  due  to  her 
mother’s  schizophrenia.  However, 
once  Joe  took  an  active  interest  in 
her  and  they  started  going  out,  he 
proved  both  persistent  and  persua- 
sive. “Just  as  well  practice  out  in 
Vici  as  here,”  he  said  romantically. 

Beryl  thought  Joe  was  the  best 
intern  in  terms  of  energy,  diagnos- 
tic ability,  and  (perhaps  most  im- 
portantly) his  willingness  to  help 
the  nurses. 

They  spent  two  years  in  Vici  and 
another  two  in  the  county  seat, 
Taloga.  By  the  time  they  moved  to 
Woodward  in  1939,  they  had  two 
children,  Wesley  — named  for  the 
hospital  where  the  couple  met  — 
and  Carol. 

Though  Woodward  had  ten  phy- 
sicians by  then,  several  of  them 
were  verging  on  retirement.  Dr 
Darius  Darwin,  who  needed  help 
with  a large  practice,  recruited 
Duer  to  work  in  his  clinic.  Wood- 
ward looked  like  a promising  pros- 
pect. Its  population  of  nearly  5,000 
was  expected  to  jump.  With  two 
railroads  and  two  highways,  it  was 
already  a regional  center  for  oil, 
farming,  and  ranching. 

Only  the  hospital,  a poorly 
equipped  15-bed  unit,  was  a draw- 
back; but  such  was  generally  the 
case  in  rural  communities  across 
the  country.  Duer  enhanced  Wood- 
ward’s health  care  immediately 
through  his  surgical  skills,  but  his 
keen  interest  in  surgery  at  Wesley 
probably  had  been  an  infatuation, 
for  his  interest  had  cooled. 

Still,  he  upgraded  his  surgical 
skills  several  times  over  his  early 
practice  years  through  courses  of- 
fered in  Chicago  and  the  Mayo 
Clinic.  He  operated  on  everything 
except  brains  and  chests,  and  a 
surgical  nurse  with  wide  experi- 
ence once  told  one  of  Duer’s  pa- 
tients that  he  was  the  finest  sur- 
geon she  had  ever  seen. 

About  the  time  the  Duers  moved 


to  Woodward,  the  war  in  Europe 
broke  out.  On  the  first  anniversary 
of  Pearl  Harbor  Day,  he  enlisted  in 
the  navy,  but  was  assigned  to  the 
marines  and  wound  up  in  a place 
that  has  symbolized  marine  valor 
and  gallantry  ever  since:  Iwo 
Jima. 

Lt  Duer  was  on  the  island  only 
72  hours,  but  it  would  be  hard  to 
overemphasize  the  intensity  and 
horror  of  that  experience. 

The  military  objective  was  to 
take  the  island  from  the  Japanese 
who  were  ensconced  in  the  vol- 
canic hills  and  mountains  above 
the  beachhead  established  by  the 
marines.  Though  the  marines  re- 
ceived air  support  from  carrier- 
based  planes,  any  American  troop 
advance  resulted  in  massive 
casualties;  like  shooting  fish  in  a 
rain  barrel,  the  men  said. 

The  American  strategy  was  un- 
complicated. On  the  order  to  move 
up,  the  marines  would  advance 
several  yards  while  exchanging 
fire,  then  dig  a foxhole  to  jump  into 
and  wait  for  the  shooting  to  stop. 

Duer  landed  on  the  beach  only 
minutes  after  the  front  line  had 
been  established.  He  heard  a 
marine  yell,  “Talulah,”  the  code 
word  for  medic.  Amid  a fierce  artil- 
lery attack,  Joe  crawled  to  the 


man,  who  had  been  shot  in  the 
back.  Explosions  and  shots  reverb- 
erated around  them,  and  Joe  was 
shaking  so  much  he  could  hardly 
get  the  wounded  man’s  shirt  off. 

Just  then  a mortar  exploded  and 
buried  them  in  sand.  The  wounded 
marine  looked  up  at  Duer  and 
said,  “Gee,  Doc,  that  was  pretty 
close,  huh.”  That  calmed  down 
Joe,  who  simply  decided  that  if  he 
got  hit,  he’d  probably  never  even 
know  it. 

Under  constant  to  intermittent 
fire,  Duer  moved  along  the  fox- 
holes tending  to  the  wounded  and 
directing  his  medical  corpsmen. 
Once,  a marine  next  to  him  was 
blown  10  feet  into  the  air  and  in- 
explicably wasn’t  even  wounded. 
Later,  in  a captured  Japanese 
blockhouse  that  Duer  was  using  as 
an  aid  station,  an  artillery  barrage 
decapitated  one  of  his  corpsmen 
and  seriously  wounded  two  others. 
One  of  them,  with  a sucking  chest 
wound,  began  turning  blue.  Duer 
removed  a large  safety  pin  from 
his  shirt  and  used  it  to  close  the 
wound.  His  color  returning,  the 
man  said,  “God,  Doc,  that  feels  a 
helluva  lot  better.” 

The  bullet  with  Joe  Duer’s  name 
on  it  arrived  the  next  day.  After 
spending  a chilly,  misty  night  in  a 
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foxhole,  Joe  and  the  unit  had  been 
under  constant  attack  throughout 
the  morning.  In  retrospect,  it 
seemed  inevitable  that  Joe  would 
be  hit;  the  questions  were  when 
and  how  severely.  Nearly  every 
man  who  had  come  ashore  with 
Duer  had  been  injured  or  killed. 

Joe  was  shot  in  the  knee  while 
crouching  in  a foxhole  next  to  a 
chaplain.  Deciding  then  that  the 
spot  was  too  hot,  he  rolled  down  an 
embankment,  right  into  a tank 
land  mine  . . . which  didn’t  go  off. 
He  was  evacuated  to  a hospital 
ship  and  convalesced  in  Hawaii, 
where  he  and  some  friends  “left 
tracks  all  over  Oahu.”  He  had  re- 
turned to  his  unit  for  the  immi- 
nent and  surely  horrific  invasion 
of  the  Japanese  islands  when  “Lit- 
tle Boy”  and  “Fat  Man,”  two  atomic 
bombs,  were  detonated  and  the 
war  suddenly  ended. 

* * * 


Duer’s  introduction  to  a new 
age  of  practicing  medicine 
occurred  dramatically  a 
few  weeks  after  he  was  given  some 
samples  of  a new  drug.  The  phar- 
maceutical rep  said  the  pills  were 
supposed  to  cure  streptococcal  in- 
fections. “Oh,  yeah?!”  said  a skep- 
tical Dr  Duer. 

Nevertheless,  he  put  them  in  his 
bag.  A couple  of  weeks  later,  he 
was  called  to  treat  a 9-year-old  girl 
with  severe  erysipelas,  a strep- 
tococcal infection.  She  had  a fever 


of  105°  and  was  in  a coma.  Though 
Duer  didn’t  tell  the  family,  he  be- 
lieved he  would  soon  be  writing 
out  a death  certificate. 

While  he  was  trying  to  get  his 
patient’s  temperature  down  and 
fluids  up,  Duer  remembered  those 
pills.  He  gave  one  to  the  little  girl 
and  gave  her  parents  directions  for 
giving  more,  saying  he’d  return 
the  next  day  unless  they  needed 
him  sooner  (translated:  if  she 
dies).  When  Duer  returned  the 
next  afternoon,  he  was  greeted  in 
the  yard  by  the  girl’s  jubilant  par- 
ents. The  little  girl  was  sitting  up 
in  bed  smiling.  Duer,  deeply  moved, 
told  the  parents  they  had  better 
get  down  on  their  knees  and  thank 
God  that  he  happened  to  have  the 
sulfa  drugs  that  saved  their 
daughter. 

After  the  war,  with  the  availabil- 
ity of  antibiotics,  doctors’  medical 
effectiveness  continued  to  im- 
prove, and  federal  Hill-Burton 
funds  helped  many  rural  commun- 
ities build  new  hospitals.  However, 
as  it  happened,  it  took  an  act  of 
God  to  help  Woodward  get  a new 
hospital.  . . 

Dr  Duer  was  annoyed.  After  a 
very  long  and  taxing  day,  he  had 
arrived  home  after  8 PM  wanting 
a drink,  his  supper,  and  to  be  left 
in  peace.  Instead,  Beryl  an- 
nounced the  family  was  going  out 
to  eat. 

A storm  was  blowing  in  as 
twilight  descended  on  Woodward. 
Storms  were  common  that  time  of 
year;  it  was  April  9,  1947.  By  the 
time  the  Duers  had  ordered  their 
dinner,  Doc  was  getting  worried. 
He  was  up  looking  out  the  cafe’s 
front  window  when  the  lights  went 
out.  At  8:32,  the  front  window 
exploded  outward  into  the  street. 
The  sound  of  the  howling  wind 
gave  way  to  a roar  like  some  un- 
holy freight  train  loose  on  Main 
Street. 


Joe  and  Beryl  relish  their  bridge  games. 


“Get  under  the  table,”  shouted 
Doc,  who  didn’t  heed  his  own  warn- 
ing and  returned  to  the  window. 
He  was  joined  by  Beryl  (only  Carol 
got  under  the  table),  and  they  saw 
a three-foot  high  sheet  of  flame  ex- 
tending down  the  street.  The 
flame  was  actually  a solid  wall  of 
sparks  resulting  from  tumbling 
metal  objects  striking  the  pave- 
ment. 

A few  minutes  later,  the  Wood- 
ward tornado  was  history.  At  the 
time,  it  was  the  worst  ever  to  hit  an 
Oklahoma  community:  104  killed, 
2,000  injured,  3,000  homeless,  and 
$4  million  in  property  damage. 
About  two-thirds  of  Woodward  was 
destroyed.  Duer  and  the  town’s 
other  doctors  worked  through  the 
night  and  into  the  next  day,  when 
doctors  from  nearby  communities 
arrived  to  help. 

Many  of  the  injured  had  to  be 
treated  in  other  hospitals.  At  15 
beds,  Woodward’s  hospital  was  to- 
tally inadequate,  and  an  embar- 
rassment to  the  community.  As  a 
result,  the  citizens  passed  a bond 
issue  for  a new  50-bed  hospital.  It 
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opened  in  1952,  and  Joe  Duer  was 
its  first  chief  of  staff. 

By  then,  he  was  seeing  many 
more  patients  daily  (about  40)  be- 
cause he  was  treating  more  of 
them  in  his  office  and  hospital 
than  in  their  homes.  Even  so,  his 
practice  philosophy  and  manner 
didn’t  change.  Doing  the  job  right 
meant  showing  his  patients  that 
he  was  interested  in  them  and 
wanted  to  help.  It  if  took  an  hour 
for  the  patient  to  get  to  the  point, 
or  for  him  to  gain  the  patient’s  con- 
fidence and  alleviate  his  or  her 
fears,  so  be  it. 

When  he  began  practicing  dur- 
ing the  Depression,  many  of  his  pa- 
tients couldn’t  pay  or  paid  in  kind. 
Once,  after  a lengthy  home  visit, 
he  was  given  a small  bag  of  pop- 
corn. Even  after  the  war,  with  the 
economy  booming,  Duer’s  fees 
were  minimal.  Someone  at  Blue 
Cross/Blue  Shield  told  him  he  had 
the  lowest  fee  schedule  of  anyone 
in  the  state. 

He  was  unimpressed  by  that;  his 
fees  were  irrelevant  if  he  and  his 
family  were  doing  all  right  and  his 
patients  were  getting  cared  for. 
However,  a threat  to  the  sacred 
physician-patient  relationship 
was  becoming  apparent.  And  it 
had  grown,  ironically,  out  of 
health  insurance  plans  that  the 
medical  profession  helped  to  devel- 
op. If  a company  (or  the  govern- 
ment) was  going  to  pay  for  health 
care,  then  the  payer  had  a right  to 
some  degree  of  control. 

Though  their  say  was  modest  in- 
itially, by  the  early  sixties,  with 
Medicare  legislation  pending,  the 
spectre  of  socialized  medicine  was 
featured  in  editorial  cartoons  like 
a malevolent  genie  in  a bottle. 

Duer  thought  that  any  worth- 
while occupation  was  worth  work- 
ing for.  And  since  1946,  he  had 
been  demonstrating  that  by  work- 
ing on  various  committees  of  the 


state  medical  association.  Some  of 
his  colleagues  felt  he  was  well 
qualified  to  be  its  president.  How- 
ever, the  leadership  had  always 
come  from  the  Oklahoma  City- 
Tulsa  axis.  To  break  that  prece- 
dent, and  to  rally  the  members  to 
action  against  the  Medicare  bill, 
Duer  agreed  to  run  for  president  in 
1963  against  Dr  Peter  Russo  of 
Oklahoma  City.  Duer  lost  by  one 
vote,  but  said  he  had  learned  some- 
thing valuable:  “Next  time,  I’ll 
vote  for  myself.” 

Russo,  the  president-elect,  died 
shortly  before  the  association’s  an- 
nual meeting.  A delegation  of 
physicians,  including  many  of  the 
past  presidents,  asked  Duer  to  run 
again.  He  agreed  and  won. 

Feeling  not  unlike  a crusader 
searching  for  the  Holy  Grail,  Duer, 
as  president  of  OSMA,  was  on  his 
own  mission.  His  message:  “Wake 
up,  doctors!  We’re  fighting  social- 
ized medicine  right  now,  and  we’re 
losing!” 

With  Beryl  at  his  side,  he 
headed  down  the  highway,  deter- 
mined to  address  every  local  med- 


ical society  and  as  many  civic 
groups  and  PTAs  as  he  could.  He 
wrote  his  own  speeches,  peppering 
them  with  occasional  wit  and  in- 
cluding nostalgic  references  to  the 
“good  old  days,”  dire  warnings, 
Eqid  calls  to  action.  Some  of  his  ar- 
ticles and  speeches  seem  some- 
what ponderous  today,  but  laying 
it  on  thick  can  be  a by-product  of 
passion. 

Crisscrossing  the  state,  he  was 
greeted  by  polite  audiences  who 
didn’t  seem  to  share  his  fervor.  Oc- 
casionally, Duer  would  encounter 
impolite  audiences,  and  Beryl 
would  wonder  aloud  why  Doc  was 
putting  himself  through  this 
ordeal. 

Still,  he  regarded  being  presi- 
dent as  one  of  the  greatest  honors 
and  privileges  of  his  life,  and  he 
played  a role  in  many  accomplish- 
ments. For  example,  he  and  the  as- 
sociation had  a hand  in  the  de- 
velopment of  Oklahoma’s  new 
mental  health  plan  and  program. 
He  helped  select  a new  dean  for 
OU’s  medical  school  and  helped 
lay  a foundation  of  solid  capital 


The  Duers,  married  for  57  busy  years,  have  spent  the  last  51  of  them  in  Woodward. 


I Okla  State  Med  Assoc,  Vol  83,  November  1990 


557 


/Of  L.  DUCK,  MO 


funding  for  the  expansion  of  the 
OU  medical  center. 

Near  the  end  of  his  term,  how- 
ever, Duer  was  ill  and  exhausted. 
He  had  put  about  30,000  miles  on 
his  car  on  OSMA  business.  Unfor- 
tunately, he  felt  he  had  failed  to  ig- 
nite the  membership.  He  thought 
his  was  a voice  in  the  wilderness 
— if  not  easy  to  ignore,  at  least 
easy  to  forget.  He  believed  that  the 
profession  was  drowning  in  inertia 
and  apathy  and  would  be  no  match 
for  increasingly  powerful  third- 
party  payers,  including  the  biggest 
of  them  all:  the  federal  govern- 
ment. 

The  day  after  his  term  expired, 
he  had  the  gall  bladder  operation 
he  had  been  putting  off.  Then,  he 
returned  to  Woodward  and  tried  to 
scale  down  his  practice  over  the 
next  few  years;  but  his  patients 
wouldn’t  let  him.  So  on  April  1, 
1969,  he  retired. 

Accompanying  the  newspaper 
story  on  his  retirement  was  a 
photo  of  Duer  grinning  from  ear  to 


ear.  He  must  have  been  thinking 
about  his  prospects. 

* * * 


Last  summer,  just  before  he 
and  Beryl  left  to  attend  the 
wedding  of  one  of  their  grand- 
sons, Joe  was  sitting  in  the 
kitchen  with  a list  of  things  to  do. 
He  looked  over  the  list,  and  sud- 
denly said  that  at  85,  he  knew  he 
wouldn’t  be  around  much  longer. 
He  said  he’d  had  to  “look  at  his 
hole  card”  twice  since  his  retire- 
ment. He’d  had  a melanoma  re- 
moved from  his  hip  and  a radical 
prostate  surgery.  He  told  some  din- 


ner companions  on  a cruise  ship 
one  night  about  those  operations, 
noting  that  he  was  now  a bona  fide 
“half-assed  doctor.” 

Joe  looked  out  at  his  forest 
again.  “Look  at  that  out  there.  I’ve 
been  painting  for  years,  but  just  re- 
cently learned  more  about  natural 
beauty,  about  color  and  light  than 
ever  before.  Just  because  I took  the 
time.  It’s  another  blessing. 

“I  used  to  tell  my  patients, 
‘Count  your  blessings  before  you 
count  your  symptoms.’  It  works. 
You’ve  only  got  one  life;  you  never 
did  it  before  and  you’ll  never  do  it 
again.” 

Beryl  nods.  “No  rehearsals, 
either,”  she  says,  for  once  getting 
in  the  last  word.  (J) 

Richard  Green  is  an  Oklahoma  City  free- 
lance writer. 

Jim  Thomas  is  a staff  photographer  at  the 
University  of  Oklahoma  Health  Sciences 
Center.  His  work  has  been  featured  in  a 
number  of  OUHSC  publications. 
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News 


Washington  Report 

OSMA  contingent  lobbies  state  delegation  in  Washington,  DC 


Since  1976  your  Oklahoma  State  Medical  Associa- 
tion has  represented  you  in  the  United  States  Con- 
gress through  the  Council  on  Govermental  Activities. 
The  council  is  constantly  reviewing  key  health  legis- 
lation, as  well  as  regulations,  and  conveys  your  posi- 
tions to  the  Oklahoma  congressional  delegation. 

One  of  the  key  components  of  the  council  is  its  ag- 
gressive and  timely  visits  to  the  nation’s  capital. 
These  Washington  visits  afford  the  OSMA  with  face- 
to-face  meetings  with  each  congressman  and  senator. 
The  OSMA  Washington  program  has  been  unique  for 
several  years;  however,  it  now  serves  as  a model  for 
other  state  medical  associations,  as  our  program  is 
currently  being  duplicated  by  other  associations 
across  the  country. 

On  September  9-11,  1990,  the  OSMA  sent  a dele- 
gation consisting  of  Dr  Perry  Lambird,  Claudia 
Kamas,  Robert  Baker,  and  myself  to  Washington,  DC, 
to  lobby  our  congressional  delegation  on  a number  of 
key  health  issues.  The  following  will  serve  as  a report 
of  that  visit. 

Item  1 — Single  Reimbursement  Zone.  For 

many  years  the  OSMA  has  petitioned  Congress  and 
the  Health  Care  Financing  Administration  (HCFA) 
to  create  a single  Medicare  reimbursement  zone  in 
Oklahoma.  We  have  argued  constantly  that  Okla- 
homa’s current  five  Medicare  reimbursement  zones 
are  not  equitable  and  are  damaging  the  delivery  of 
health  care  services,  especially  in  rural  Oklahoma. 
Although  a single  zone  for  Oklahoma  has  been  an 
OSMA  priority  for  several  years,  it  was  not  until  re- 
cently that  we  were  able  to  acquire  full  Oklahoma 
congressional  delegation  support  for  a single  zone, 
even  it  if  must  be  “budget  neutral.” 

To  date  our  entire  congressional  delegation  has 
signed  a letter  to  Dr  Gail  Wilensky  at  HCFA  urging 
the  immediate  creation  of  a single  zone.  Our  recent 
visit  with  Oklahoma’s  congressmen  gave  us  every  in- 
dication that  a single  reimbursement  zone  is  not  far 
away.  We  anxiously  await  Dr  Wilensky’s  decision  on 
this  matter. 


Richard ).  Boatsman,  MD  (left),  presents  a plaque  to  Oklahoma 
Congressman  Mike  Synar  commending  his  efforts  to  curb  the 
use  of  tobacco  products.  John  Montgomery,  Washington 
attorney  representing  the  OSMA,  looks  on. 


Item  2 — CLIA  88.  Proposed  regulations  set  up 
by  the  Clinical  Laboratory  Improvement  Act  of  1988 
have  become  the  number  one  regulatory  issue  in  our 
deliberations  before  Congress.  Your  Oklahoma  State 
Medical  Association  has  organized  numerous  meet- 
ings with  HCFA  Administrator  Gail  Wilensky  and 
the  Oklahoma  congressional  delegation.  Addition- 
ally, we  have  individually,  collectively,  and  with  the 
assistance  of  the  Oklahoma  Hospital  Association,  the 
American  Hospital  Association,  and  the  American 
Medical  Association  lobbied  Congress  for  repeal  of 
the  personnel  requirements  proposed  in  the  CLIA 
regulations.  Our  deliberations  with  Congress  have  fo- 
cused on  the  fact  that  if  the  personnel  requirements 
were  mandated,  at  least  30  to  40  of  Oklahoma’s  150 
hospitals  might  have  to  close  their  doors.  Also,  physi- 
cian office  laboratories,  currently  operated  by  pri- 
mary care  doctors,  would  be  rendered  ineffective. 

Through  the  Council  on  Governmental  Activities, 
the  OSMA’s  arguments  against  CLIA-88  have  be- 
come so  widespread  that  the  entire  House  of  Repre- 
sentatives Rural  Health  Coalition  has  co-signed  a let- 
ter against  the  personnel  requirements  outlined  in 
the  CLIA  regulations.  To  date,  we  are  hopeful  that 
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We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  vears  of  prepa- 
ration, education,  working  hours  and 
attentiveness  have  been  invested,  so  vou 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
staple  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  vour  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  vou  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we  ll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  Citv,  OK 
(405)840-9333 ' 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 


these  regulations  will  be  re-written  in  such  a manner 
as  to  take  into  account  the  diverse  medical  practices 
in  Oklahoma.  The  positive  outcome  we  hope  to 
achieve  will  be  greatly  attributable  to  you,  the  mem- 
bership of  the  Oklahoma  State  Medical  Association. 
Through  your  hard  work,  over  6,000  letters  were  gen- 
erated to  HCFA  and  Congress.  These  letters  are  hav- 
ing a very  positive  effect  and  they  are  increasing  our 
lobbying  strength.  HCFA  has  decided  to  postpone  any 
implementation  of  the  regulations  until  Spring  1991. 
We  will  keep  you  apprised  of  this  very  important 
issue. 

Item  3 — 125%  Rule.  As  a last-minute  inser- 
tion into  its  1989  reconciliation  bill,  Congress  im- 
posed balance  billing  limits  of  125%  of  the  local  pre- 
vailing fee  (or  a physician’s  1990  MAAC,  whichever 
is  less)  on  all  services  starting  January  1, 1991.  These 
limits,  slated  to  take  effect  one  year  prior  to  the  Re- 
source Based  Relative  Value  Scale  (RBRVS),  would 
lower  revenues  significantly  for  the  very  medical  ser- 
vices scheduled  for  increases  in  1992  under  RBRVS! 
In  addition,  these  limits  would  place  the  burden  of 
anticipated  RBRVS  decreases  on  those  physicians 
who  were  promised  a gradual  five-year  phase-in  of 
RBRVS  cuts.  Because  your  association  recognizes  the 
unfair  outcome  of  the  proposed  125%  rule,  the  council 
and  the  AMA  are  supporting  legislation  to  be  offered 
by  Senator  Hollings  of  South  Carolina  to  delay  the 
implementation  of  the  125%  rule  for  one  year  until 
the  RBRVS  goes  into  effect. 

During  our  visit,  your  association  was  able  to  ac- 
quire support  for  the  Hollings  bill  from  Senator 
Boren  and  Congressman  Synar.  Both  have  been  ex- 
tremely helpful  with  this  issue,  which  is  very  impor- 
tant because  both  are  members  of  the  Medicare  au- 
thorizing committees  in  Congress.  We  eagerly  await 
the  passage  of  Senator  Hollings’s  legislation  and  we 
will  keep  you  apprised. 

Item  4 — Medicare  Regulatory  Relief.  This 
legislation,  more  commonly  known  as  the  Anti-Hassle 
legislation,  has  been  introduced  in  both  houses.  The 
bills,  HR  4475  and  S 2591,  are  gaining  substantial 
support  in  Congress.  The  Council  on  Governmental 
Activities  has  stressed  the  OSMA’s  support  for  these 
bills  and  is  approaching  100%  co-sponsorship  from 
Oklahoma’s  congressional  delegation.  These  bills  are 
designed  to  reverse  some  of  the  onerous  and  counter- 
productive aspects  of  the  Medicare  program.  Basic 
features  of  the  bill  are  as  follows: 

1.  Provide  physicians  with  more  complete  informa- 
tion on  Medicare  utilization  review  policies. 

2.  Allow  physicians  to  continue  longstanding  recip- 
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rocal  agreements  whereby  a colleague  cares  for 
patients  when  the  regular  physician  is  not  avail- 
able. 

3.  Allow  state  medical  associations  or  professional 
organizations  to  appeal  payment  denials  on  behalf 
of  an  entire  class  of  physicians. 

4.  Establish  a physician’s  advisory  group  to  review 
Medicare  Part-B  Policy,  requirements,  and  Medi- 
care carrier  implementation  issues. 

5.  Prohibit  Medicare  carriers  from  charging  physi- 
cians for  information  necessary  for  compliance 
with  Medicare  law. 

As  a majority  of  Congress  has  signed  on  as  a co- 
sponsor, it  is  our  belief  that  this  legislation  will  be- 
come law  in  the  not-too-distant  future. 

Item  5 — 80 % Floor  Language.  The  fifth  and 
final  point  brought  to  our  congressional  delegation’s 
attention  was  the  OSMA  and  AMA  position  that  we 
support  and  work  to  establish,  in  the  Budget  Recon- 
ciliation Act,  a floor  on  Medicare  payments  for  physi- 
cians’ services  at  80%  of  the  national  average  prevail- 
ing charge.  Our  recent  visit  enabled  our  delegation 
to  better  understand  this  issue  at  the  time  the  budget 


was  being  drafted  in  the  various  congressional  com- 
mittees. The  80%  floor  language,  adopted  unani- 
mously by  the  AMA  House  of  Delegates,  is  under- 
stood by  Oklahoma’s  congressional  delegation  and  we 
expect  their  support  of  our  position  as  the  budget 
deadlines  draw  near. 

Overall,  we  can  report  to  you  a very  positive  visit 
with  our  congressional  delegation.  We  have  worked 
very  diligently  to  supply  each  congressman’s  aide 
with  the  material  necessary  to  prepare  our  con- 
gressmen to  debate  the  issues  so  important  to  the 
OSMA.  We  believe  that  through  your  support  the 
OSMA  will  continue  to  have  the  finest  and  most  effec- 
tive federal  relations  program  in  the  country.  The  as- 
sociation, through  the  Council  on  Governmental  Ac- 
tivities, appreciates  your  input  at  any  time.  Do  not 
hesitate  to  contact  me  or  council  staff  Robert  W. 
Baker  for  additional  information  or  explanation  of 
these  or  any  other  federal  issues. 

Again,  thank  you  for  your  continuous  support. 

— Richard  J.  Boatsman,  MD 
Chairman 

OSMA  Council  on  Governmental  Activities 


DRIVE  A VOLVO  BECAUSE  REPLACEMENT  PARTS  ARE  HARD  TO  FIND. 
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A car  you  can  believe  in 
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Physicians  at  the  capitol 

Doctor  of  the  Day  program 
to  resume  with  spring  session 

The  1991  Doctor  of  the  Day  program  will  begin  in  Feb- 
ruary when  the  next  session  of  the  Oklahoma  legis- 
lature convenes  in  Oklahoma  City.  Doctors  wishing 
to  participate  should  notify  the  OSM  A as  soon  as  pos- 
sible. 

The  program  gives  Oklahoma  physicians  an  op- 
portunity to  observe  their  lawmakers  in  action  while 
volunteering  their  own  professional  services  for  a 
day.  Doctors  of  the  Day  work  at  the  capitol’s  first  aid 
station  from  9 am  until  both  houses  have  adjourned 
for  that  day,  usually  about  4 pm.  Each  doctor  is  intro- 
duced before  the  house  and  senate  by  his  or  her 
elected  representatives. 

The  program  was  established  in  1965  by  the  Okla- 
homa Chapter  of  the  American  Academy  of  General 
Practice  as  a service  for  both  legislators  and  capitol 
employees.  Medications  and  equipment  are  donated 
by  pharmaceutical  companies  through  the  Okla- 
homa State  Medical  Association,  which  coordinates 
the  Doctor  of  the  Day  program.  Only  primary  care  is 
provided;  the  station  is  equipped  with  basic  office 
examination  supplies  such  as  ophthalmoscope,  oto- 
scope, sphygmomonometer,  tongue  depressors,  adhe- 
sive bandages,  etc.  Only  over-the  counter  medica- 


AMA Trustee  Thomas  R. 
Reardon,  MD,  addresses 
members  of  the  Oklahoma 
County  Medical  Society 
during  their  September 
meeting. 


tions  are  available;  doctors  may  bring  their  own  pre- 
scription pads  and  medication  samples  if  they  wish. 

The  Oklahoma  State  Nurses  Association  assigns 
a nurse  to  work  with  the  doctor  each  day;  medical  stu- 
dents also  will  have  an  opportunity  to  serve  this  year. 

Physicians  and  students  wishing  to  participate  in 
the  1991  Doctor  of  the  Day  program  should  write  or 
call  OSMA  Associate  Director  Claudia  Kamas, 
OSMA,  601  Northwest  Expressway,  Oklahoma  City, 
OK  73118,  (405)  843-9571,  1-800-522-9452.  (J) 


From  the  OSDH 


State  Department  of  Health 

Shanghai  in  Oklahoma? 


During  the  winter  of  1989,  an  out- 
0 break  of  influenza  A/Shanghai  oc- 

^ V curred  in  a 50-bed  nursing  home  in 

I p I Oklahoma.  Of  the  53  residents,  28 
(53%)  developed  flu-like  symptoms; 
12  (23%)  were  hospitalized,  and  7 
( 13%)  died.  Of  the  42  employees  on  whom  information 
was  available,  15  (36%)  developed  flu -like  symptoms 
during  the  outbreak;  several  admitted  to  working 
while  ill.  One  employee,  a 29 -year-old  female,  died  of 
respiratory  complications  after  flu-like  symptoms. 
Eight  symptomatic  persons  (3  employees  and  5 resi- 
dents) had  throat  swab  specimens  which  were  culture 


positive  for  influenza  A/Shanghai.  In  addition,  another 
15  persons  had  serologic  evidence  of  recent  infection 
with  influenza  A/Shanghai.  (The  influenza  vaccine 
for  the  1989-90  season  included  A/ Shanghai,  as  well 
as  A/Taiwan  and  B/Yamagata  and,  therefore,  covered 
the  outbreak  strain.)  While  41  of  the  53  (77%)  resi- 
dents had  previously  been  vaccinated,  only  13  of  the 
42  (31%)  employees  had  been  vaccinated.  Of  the  54 
vaccinated  persons,  35  ( 65%)  (5  employees  and  30  res- 
idents) had  been  given  the  vaccine  in  the  gluteus 
rather  than  the  deltoid  muscle.  Despite  this,  vaccine 
efficacy  for  residents  was  56%.  This  outbreak  might 
have  been  prevented  by  higher  vaccination  rates,  par- 
ticularly among  the  staff,  and  by  giving  the  vaccine  in 
the  deltoid,  as  is  recommended. 

(continued  on  next  page) 
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WHAT  CAN  BE  DONE  TO  PREVENT  THE  FLU? 

Since  1957,  there  have  been  at  least  19  epidemics  of 
influenza  in  the  United  States.  Each  caused  over 
10,000  deaths,  and  three  caused  over  40,000  deaths; 
80%-90%  of  the  deaths  occurred  among  the  elderly. 

In  Oklahoma,  the  influenza  season  starts  in  late 
November  and  continues  through  March.  Each  year 
a new  vaccine  is  developed  to  protect  against  the 
strains  of  influenza  virus  most  likely  to  occur  in  the 
community  during  that  season.  The  change  in  the 
strains  of  influenza  virus  from  year  to  year,  along 
with  the  decline  in  immunity,  necessitates  vaccina- 
tion every  year  with  that  season’s  vaccine. 

Typical  influenza  illness  is  characterized  by  abrupt 
onset  of  fever,  fatigue,  sore  throat,  and  non-productive 
cough.  More  severe  illness  may  be  seen  in  up  to  25% 
of  those  infected,  most  commonly  manifested  as  pri- 
mary influenza  pneumonia  or  secondary  bacterial 
pneumonia.  Pneumonia  often  requires  hospitaliza- 
tion and  sometimes  results  in  death.  Most  of  the  se- 
vere complications  occur  in  the  elderly  and  the  debili- 
tated. In  this  outbreak,  23%  of  the  residents  were  hos- 
pitalized, almost  all  with  pneumonia,  and  13%  died. 


Fig.  1 Outbreak  of  influenza  A/Shanghai 
in  an  Oklahoma  Nursing  Home,  1990 

Cases 


Date  of  Onset 


The  most  important  reason  to  vaccinate  nursing 
home  employees  for  influenza  is  to  prevent  spread  of 
the  influenza  virus  from  staff  to  susceptible  residents 
in  whom  the  complication  rate  is  much  higher.  How- 
ever, even  healthy  young  adults,  such  as  nursing 
home  employees,  may  develop  serious  illness  and  die. 
In  the  above  outbreak,  the  employee  who  died  had  not 
been  vaccinated. 

< continued ) 
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Shanghai  in  Oklahoma  ( continued ) 

Given  the  one-  to  three-day  incubation  period  for 
influenza,  the  epidemic  curve  from  this  outbreak 
suggests  spread  of  illness  from  nursing  home  employ- 
ees to  residents  (Fig  1).  Illness  occurred  in  several 
staff  members,  but  not  among  residents,  one  incuba- 
tion period  prior  to  the  outbreak  of  illness  in  resi- 
dents. Several  of  the  employees  admitted  to  working 
while  ill  with  high  fevers.  Influenza  is  spread  easily 
from  person  to  person  by  coughing;  therefore  no  staff 
member  should  ever  work  when  ill  with  a fever  and 
cough.  Furthermore,  all  residents  should  be  confined 
to  their  rooms  when  ill  with  fever  and  cough  to  pre- 
vent spread  of  influenza  to  other  residents. 

A strong  influenza  immunization  program  is  the 
key  to  the  prevention  of  illness  and  outbreaks.  It  is 
recommended  that  all  persons  age  65  and  over,  all 
persons  with  chronic  disorders,  and  all  nursing  home 
residents  and  employees  should  be  vaccinated  yearly 
with  the  current  influenza  vaccine.  Ideally,  vaccine 
should  be  given  in  early  November  to  protect  for  the 
entire  season.  However,  if  an  un vaccinated  person  is 
identified  later  in  the  influenza  season,  the  vaccine 
should  be  given  at  that  time.  In  adults,  the  vaccine 
should  be  given  as  one  dose  of  0.5  ml  of  vaccine  in  the 
deltoid  muscle  (upper  arm)  with  a 1 to  IV2  inch,  22 
gauge  needle.  The  vaccine  should  not  be  given  in  the 
gluteal  area  because  of  the  possibility  of  reduced  vac- 
cine efficacy. 

Free  influenza  vaccine  is  provided  to  any  Okla- 
homa nursing  home  for  their  residents  and  staff, 
through  the  Immunization  Division  of  the  Oklahoma 
State  Department  of  Health.  For  information  on  free 


vaccine  or  about  influenza  vaccination,  please  call 
(405)  271-4073. 

NURSING  HOME  CHECKLIST 

It  is  recommended  that  the  following  guidelines  be 
implemented  in  all  nursing  homes  to  prevent  in- 
fluenza. Please  keep  this  checklist  handy  to  ensure 
all  appropriate  steps  are  taken  in  your  facility. 

□ All  nursing  home  residents  should  be  vaccinated 
in  early  November,  with  the  current  season’s  in- 
fluenza vaccine. 

□ All  nursing  home  employees  should  be  vaccinated 
in  early  November,  with  the  current  season’s  in- 
fluenza vaccine. 

□ Ensure  that  all  new  residents  and  employees  ar- 
riving during  the  influenza  season  either  have  a 
record  of  vaccination  or  are  vaccinated  at  the  time 
of  arrival  or  employment. 

□ Ensure  that  all  vaccine  is  given  correctly.  Addi- 
tional information  may  be  obtained  from  the  pack- 
age insert,  or  by  calling  the  Immunization  Divi- 
sion. 

□ No  employees  with  fever  and  cough  should  report 
for  work.  All  residents  with  fever  and  cough 
should  be  confined  to  their  rooms  for  the  duration 
of  illness. 

□ If  concerned  that  an  outbreak  of  influenza  may  be 

occurring  in  your  nursing  home,  please  contact 
the  Immunization  Division  promptly.  Further  in- 
formation on  methods  to  help  control  the  spread 
of  disease  is  available.  (J) 

— Prepared  by  Patricia  Quinlisk,  MD,  MPH,  and  Lauri  Smithee, 
MS,  Oklahoma  State  Department  of  Health 


Reaction  Time 


Reader  asks  doctors  to  speak  up  when  their  patients  are  smokers 


To  the  Editor:  The  newly  released  1990  Report  of  the 
US  Surgeon  General  on  the  Health  Consequences  of 
Smoking  is  devoted  to  smoking  cessation,  and  in  par- 
ticular, the  benefits  of  quitting  smoking. 

According  to  government  surveys,  more  than  85 
pecent  of  smokers  want  to  quit.  The  single  best  thing 
a health  professional  — especially  a physician  — can 
do  for  the  health  of  patients  who  smoke  is  to  help 
them  break  the  habit  for  good. 

More  than  70  percent  of  American  smokers  visit 
their  physicians  at  least  once  a year.  This  fact  places 


the  health  professional  in  a unique  position  to  influ- 
ence decisions  regarding  tobacco  use.  Studies  have 
shown  that  patients  who  hear  a brief  stop-smoking 
message  from  their  physician  are  2 to  10  times  more 
likely  to  quit  than  those  whose  smoking  is  ignored 
when  they  come  in  for  medical  care. 

Many  programs  are  available  to  motivate,  in- 
struct, and  support  patients  who  want  to  quit.  Physi- 
cians and  other  health  care  providers  can  be  a re- 
source to  direct  patients  to  public  programs  and  ma- 
terials from  local  offices  of  the  American  Cancer  So- 
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ciety,  American  Heart  Association,  and  American 
Lung  Association.  These  organizations  all  have  mate- 
rials designed  for  use  by  health  professionals  who 
want  to  guide  patients  through  the  quitting  process. 

On  average,  if  we  were  to  counsel  all  of  the  smok- 
ing patients  we  see  in  a year,  only  5 to  10  percent 
might  quit  successfully.  Still,  if  half  the  physicians 
in  this  country  got  10  percent  of  their  smoking  pa- 
tients to  quit,  there  would  be  2 million  new  non- 
smokers  each  year! 

The  benefits  and  techniques  of  smoking  cessation 
are  being  covered  extensively  in  the  media  in  con- 
junction with  the  release  of  the  new  Surgeon  Gener- 
al’s report.  I strongly  urge  my  colleagues  to  seize  this 
opportunity  to  add  your  voice  in  support  of  the  bene- 
fits of  smoking  cessation  and  to  take  action  now  to  en- 
courage smokers  to  quit. 

— Richard  Bottomley,  MD 
President,  Oklahoma  Division 
American  Cancer  Society 

OKC  urologist  suggests  residents 
need  more  training  in  CPT  coding 

To  the  Editor:  I have  just  finished  reading  your  edito- 
rial [“Truth  or  Consequences  Encoded”]  in  the  Sep- 
tember issue  of  the  Journal  of  the  Oklahoma  State 
Medical  Association.  I must  say  that  I totally  agree 
with  your  comments  and  assessments.  As  a relatively 
new  physician  in  the  field  of  urology,  I was  absolutely 
amazed  at  the  reimbursement  for  procedures  that  I 
took  for  granted  as  a resident. 

However,  I think  some  of  this  blame  needs  to  be 
laid  upon  the  feet  of  the  medical  educators  them- 
selves. I had  only  a vague  knowledge  of  a CPT  code 
as  a “surgeon  in  training.”  I believe  if  more  residents 
were  aware  of  the  financial  ramifications  of  medicine 
when  they  were  training,  they  would  be  more  willing 
and  flexible  to  new  kinds  of  reimbursement. 

Once  again,  I look  forward  to  your  editorials  and 
appreciate  the  fine  job  that  you  are  doing. 

— Daniel  P.  Barnes,  MD 
Oklahoma  City 


Thomas  E.  Slimp,  MD 
1917  - 1990 

Longtime  Tulsa  dermatologist  Thomas  E.  Slimp, 
MD,  died  September  4,  1990.  A native  of  Frankfort, 
Ind,  Dr  Slimp  earned  his  medical  degree  from  Syra- 
cuse University  College  of  Medicine  in  1950.  He  prac- 
ticed medicine  in  Logansport,  Ind,  and  New  Orleans 
before  moving  to  Tulsa  and  applying  for  OSMA  mem- 
bership in  1960.  During  World  War  II,  Dr  Slimp 
served  on  active  duty  with  the  US  Navy  from  1941  to 
1946. 

Raymond  Emison  Daily,  MD 
1903  - 1990 

OSMA  Life  Member  Raymond  E.  Daily,  MD,  a retired 
general  practitioner,  died  September  3,  1990.  A 1932 
graduate  of  the  University  of  Oklahoma  School  of 
Medicine,  Dr  Daily  had  a private  practice  in  Bixby 
for  more  than  30  years. 

Robert  Eldon  Dillman,  MD 
1922  - 1990 

Robert  E.  Dillman,  MD,  a native  of  Fairfax,  died  Au- 
gust 29,  1990,  in  Tulsa.  After  graduating  from  the 
University  of  Oklahoma  School  of  Medicine  in  1946, 
Dr  Dillman  served  five  years’  active  duty  with  the  US 
Navy  during  World  War  II.  In  1953  he  established  a 
private  obstetrics  and  gynecology  practice  in  Tulsa. 
He  moved  to  Conway,  Ark,  in  1989. 

Claude  Elbert  Lively,  MD 
1906  - 1990 

Retired  McAlester  physician  Claude  E.  Lively,  MD, 
an  OSMA  Life  Member  and  recipient  of  the  associa- 
tion’s 50-year  pin,  died  August  19,  1990,  in  Irving, 
Tex.  Bom  in  Woodward,  Indian  Territory,  Dr  Lively 
was  graduated  from  the  University  of  Oklahoma’s 
School  of  Pharmacy  in  1930  and  School  of  Medicine 
in  1934.  The  following  year  he  moved  to  McAlester, 
where  he  maintained  a general  practice  until  his  re- 
tirement in  1986. 


Reader  comment  is  always  welcome.  Address  Reaction  Time  letters  to 
Ray  V.  McIntyre,  MD,  Editor-in-Chief,  OSMA  Journal, 

601  Northwest  Expressway,  Oklahoma  City,  OK  73118. 
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Book  Shop 


Prevention  in  Childhood  of  Health  Problems 
in  Adult  Life.  Edited  by  Frank  Falkner.  Geneva: 
World  Health  Organization,  1986,  pp  135,  illus,  price 
not  given. 

This  monograph  of  the  World  Health  Organiza- 
tion deals  with  a vitally  important  issue  in  present- 
day  pediatrics.  Many  adult  health  problems  have 
their  origins  in  infancy  and  childhood,  and  the  most 
effective  means  of  prevention  may  be  those  which 
identify  problems  beginning  during  early  life. 

The  volume  begins  with  a pertinent  introduction 
by  the  editor,  Frank  Falkner.  He  cites  several  exam- 
ples central  to  the  topic  of  the  publication.  For  the 
purposes  of  this  volume,  childhood  is  considered  to 
begin  at  conception. 

The  remainder  of  the  book  consists  of  nine  essays 
by  different  authors  which  deal  with  important  top- 
ics. Two  of  the  essays  deal  exclusively  with  fetal  prob- 


lems. Lloyd  and  Wolff  provide  an  interesting  chapter 
on  ovemutrition  and  obesity.  The  essays  on  perinatal 
disease,  infectious  diseases  of  childhood,  and  mental 
health  provide  particularly  good  overviews.  Miller 
and  Barmes,  in  a chapter  entitled,  “Oral  Health,” 
deal  with  the  etiology,  consequences,  and  prevention 
of  dental  disease,  a frequently  neglected  or  under- 
rated subject. 

As  is  usually  the  case  with  a multiauthored  book, 
some  portions  are  better  organized  than  others.  The 
volume  is  valuable  in  delineating  the  problems  and 
providing  background  material.  Some  of  the  knot- 
tiest but  most  important  problems  are  defined,  and 
possible  approaches  to  solutions  are  discussed.  All 
physicians  who  have  the  responsibility  of  dealing 
with  children  will  benefit  from  the  information  in 
this  small  book. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

New  Vaccine  Development:  Establishing 
Priorities.  Vol.  11 : Diseases  of  Importance  in 
Developing  Countries.  By  the  Committee  on  Is- 
sues and  Priorities  for  New  Vaccine  Development, 
Division  of  Health  Promotion  and  Disease  Preven- 
tion, Institute  of  Medicine.  Washington,  DC:  Na- 
tional Academy  Press,  1986,  pp  432,  cost  not  given. 

Volume  I of  New  Vaccine  Development  has  been 
previously  reviewed  ( J Okla  State  Med  Assoc  82:325- 


326,  July,  1989).  In  Volume  I the  background,  history, 
and  approach  to  the  development  of  new  vaccines 
were  outlined.  Volume  I reviewed  priorities  in  the 
United  States. 

Volume  II  focuses  on  developing  countries.  The 
importance  is  clearly  apparent.  Young  children  in  the 
developing  nations  of  the  world  are  in  continual  peril 
of  disease.  Nearly  15  million  under  the  age  of  five  die 
every  year  and  many  of  those  who  survive  are  phys- 
ically or  mentally  impaired  by  disease  for  the  remain- 
der of  their  lives.  A quarter  of  the  deaths  are  caused 
by  some  form  of  diarrhea,  and  nearly  as  many  chil- 
dren are  victims  of  acute  respiratory  infection. 

The  committee  recommended  that  top  priority  for 
accelerated  vaccine  development  should  go  to  infec- 
tions caused  by  Streptococcus  pneumoniae.  The  dis- 
ease that  was  ranked  second  in  priority  for  control  by 
a vaccine  is  rotavirus  diarrhea.  Other  vaccine  candi- 
dates ranked  at  high  priority  by  the  committee  are 
malaria,  typhoid  fever,  shigella,  hepatitis  B,  and 
meningitis.  There  is  also  considerable  discussion 
about  the  enormous  cost  of  such  programs. 

This  book  will  be  an  excellent  reference  for  those 
interested  in  the  many  problems  of  international 
health. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

History  of  the  American  College  of  Physi- 
cians: Executive  Perspectives,  1959-1977.  By 

Edward  C.  Rosenow,  Jr.  Philadelphia:  American  Col- 
lege of  Physicians,  1984,  pp  451,  illustrated,  $16.50. 

I obtained  this  book  from  the  library  primarily  be- 
cause one  of  my  former  mentors,  Rudolph  H.  Kamp- 
meier,  MD,  of  the  Vanderbilt  University  School  of 
Medicine,  served  as  president  (1967-68)  of  the  Amer- 
ican College  of  Physicians  and  I had  heard  him  speak 
frequently  of  the  “College.”  Indeed,  the  career  and 
contributions  of  Dr  Kampmeier  are  well  detailed  on 
pages  162  through  166,  as  well  as  in  several  other 
places  in  the  book.  In  addition,  I found  that  this  re- 
port of  the  affairs  of  this  organization  between  1959 
and  1977,  which  covers  Dr  Rosenow’s  tenure  as  execu- 
tive director,  contains  a wealth  of  information  regard- 
ing the  activities  of  this  important  association.  It  re- 
flects the  trends  and  pertinent  issues  in  medicine  as 
well  as  the  supporting  facts  and  figures  during  this 
period  of  time.  It  will  be  of  particular  interest  to  mem- 
bers of  the  college  but  also  to  others  concerned  with 
major  events  in  medicine  during  the  period  covered. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 
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Classifieds 


In  Memoriam 


1989 

George  Harry  Garrison,  MD 
Monroe  Ruework  Jennings,  MD 
Edmund  Gordon  Ferguson,  MD 
Don  Lee  Dycus,  MD 
Sylvester  Robert  Shaver,  MD 
Charles  Edwards  Leonard,  MD 

1990 

John  Justice  Batchelor,  MD 
Fred  W.  Sellers,  MD 
Dewey  Lee  Mathews,  MD 
Powell  Everett  Fry,  MD 
Alpha  Louis  Johnson,  MD 
Marshall  W.  Opper,  MD 
Vincel  Sundgren,  MD 
Glen  Smith  Kreger,  MD 
Martin  James  Fitzpatrick,  MD 
David  Charles  Lowry,  MD 
Robert  Alan  Johnston,  MD 
Hervey  Adolph  Foerster,  MD 
Paul  E.  Kaldahl,  MD 
Homer  Vincent  Archer,  MD 
Ray  Maxwell  Wadsworth,  MD 
John  Howard  Baker,  Jr.,  MD 
David  Sprouse  Dycus,  MD 
Paul  Olden  Shackleford,  MD 
David  Shapiro,  MD 
Doyle  L.  Patton,  MD 
Edward  McLain  Thorp,  MD 
Murlin  Knight  Braly,  MD 
Claude  Elbert  Lively,  MD 
Robert  Eldon  Dillman,  MD 
Raymond  Emison  Daily,  MD 
Thomas  E.  Slimp,  MD 


October  5 
October  27 
November  17 
December  6 
December  16 
December  27 


January  8 
January  11 
January  18 
January  28 
February  3 
February  12 
March  1 
March  25 
March  27 
March  30 
April  9 
April  15 
May  4 
May  8 
June  11 
June  13 
June  28 
July  27 
August  11 
August  12 
August  16 
August  18 
August  19 
August  29 
September  3 
September  4 


OSMA  Physician 
Recovery  Program 

(405)  360-4535 


Clamified  ads  are  $25  each  up  to  50  word*.  plus  50  centa  for  each  additional  word.  A 
word  ta  one  or  more  character*  bounded  by  spaces  Box  numbers  will  be  assigned  upon 
request  and  add  6 worda  to  the  total  Ada  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northweat 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


CARDIOLOGISTS:  one  invasive  and  one  non-invasive  car- 
diologist to  join  successful  and  rapidly  expanding  four-person 
group  involved  in  a full  spectrum  of  cardiac  diagnostics  and 
therapeutics.  Group  provides  care  at  six  area  hospitals  with  ser- 
vices including  open  heart  surgery  and  cardiac  catheterization 
laboratories  (including  angioplasty).  The  practice  serves  a popula- 
tion of  more  than  250,000  and  is  located  in  a Coastal  Texas  met- 
ropolitan area  with  a major  university  and  a diverse  array  of  cul- 
tural and  recreational  activities  available.  Extremely  competitive 
financial  package  with  opportunity  for  full  partnership  is  offered 
for  board-certified  or  board-eligible  cardiologists.  Contact  John 
Baumann,  3939  Roswell  Road  NE,  Suite  100,  Marietta,  GA  30062; 
call  1-800-759-3020. 


Obstetricians/Gynecologists  needed.  Booming  multi- 
specialty practice  seeks  BE/BC  OB/GYN  physicians  to  begin  as 
soon  as  possible.  Excellent  compensation/fringe  benefits  package. 
SIGNING  BONUS  for  experienced  OB’s  and  WONDERFUL 
LIFESTYLE.  Send  CV  to:  Physician  Recruiter,  Health  First  Med- 
ical Group,  850  Ridge  Lake  Boulevard,  Suite  G02,  Memphis,  TN 
38120.  EOE/M/F/H/V 


PATHOLOGIST,  board  eligible  or  certified  to  join  estab- 
lished Arkansas  practice  consisting  of  private  AP  (surgical-cytol- 
ogy) lab  with  coverage  of  a number  of  hospitals.  Immediate  open- 
ing, excellent  compensation  plus  benefits.  Reply  in  confidence  to: 
Gerald  A.  Stolz,  Jr.,  M.D.,  Pathology  Services  Lab,  P.A.,  PO.  Box 
925,  Russellville,  Arkansas  72801. 


PONCA  CITY,  OKLAHOMA:  A community  of  approximately 

30,000  population  is  seeking  several  primary  care  physicians  (In- 
ternal Medicine  — Family  Practice)  to  serve  the  healthcare  needs 
of  the  area.  Retirement  and  relocation  to  continue  medical  educa- 
tion has  taken  five  primary  care  physicians  from  the  community 
during  the  last  four  months.  Both  the  local  Medical  Center  and 
medical  staff  support  this  search  effort.  Incentive  packages  will  be 
offered  to  the  right  physicians  including  relocation  expense  reim- 
bursement, net  income  guarantee,  and  perhaps  other  items.  Con- 
tact: Garry  L.  England  at  (405)  765-0582  or  (405)  762-7246  or  in 
writing  to  St.  Joseph  Regional  Medical  Center  of  Northern  Okla- 
homa, Inc.;  14th  and  Hartford;  PO.  Box  1270;  Ponca  City,  OK 
74602. 


PONCA  CITY,  OKLAHOMA:  St.  Joseph  Regional  Medical 

Center  of  Northern  Oklahoma,  Inc.,  in  conjunction  with  its 
Emergency  Department  physician  staff,  is  seeking  full-time  and 
part-time  physicians  for  its  active  department.  Prefer  Board  cer- 
tification or  qualification  in  emergency  medicine,  family  practice, 
or  internal  medicine.  Also,  prefer  physicians  with  ACLS  and  ATLS 
certification.  Good  compensation  package  including  malpractice 
insurance  and  reimbursement.  Contact:  Gary  Moyer,  M.D.  (405) 
765-0541  or  (405)  762-2846. 


FAMILY  PRACTICE  — Stillwater,  Okla.  Seeking  family  doc- 
tor to  join  two  others  in  a primary  care  practice  (associated  with 
internists  and  pediatricians).  Share  call  three  ways.  Compensa- 
tion and  fringe  benefits  competitive.  Early  1991  is  desirable.  For 
more  information  call  405-624-2525. 


( continued ) 
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Physicians  Wanted  < continued > 


PRIMARY  CARE  PHYSICIANS  . . . Baptist  Medical  Center 

of  Oklahoma,  a progressive  577-bed  hospital,  is  currently  seeking 
BC/BE  primary  care  physicians  in  Family  Practice  and  Internal 
Medicine  for  several  private  practice  opportunities  in  Oklahoma 
City  and  surrounding  communities.  Excellent  compensation  pack- 
age including  attractive  incentive  plan.  Send  CV  to  Sara  Swanner, 
Office  of  Physician  Development,  3400  N.W.  Expressway,  Suite 
700,  Oklahoma  City,  Oklahoma  73112,  (405)  945-4883. 


Fkmily  practitioners  needed  for  booming  multi-specialty 

group.  Excellent  compensation  package  including  productivity  in- 
centives, malpractice  coverage,  and  comprehensive  fringe  bene- 
fits. Send  CV  to:  Physician  Recruiter,  Health  First  Medical  Group, 
850  Ridge  Lake  Boulevard,  Suite  G02,  Memphis,  TN  38120.  EOE/ 
M/F/H/V 


Full  time  Emergency  Room  physician;  board  certified  or 
residency  trained  in  emergency  medicine  or  family  medicine. 
ATLS  and  ACLS  trained.  40  hrs  per  week.  Stillwater  Medical 
Center  E.R.  Inquire:  Stillwater  Emergency  Medicine,  Inc.,  Box 
637,  Stillwater,  OK  74076. 


Internal  Medicine  physicians  needed.  Due  to  explosive 
growth,  multi-specialty  group  seeks  BE/BC  physicians  in  Internal 
Medicine.  Excellent  guaranteed  salary  and  benefits  package  with 
productivity  incentives.  Excellent  fringe  benefits  package  in- 
cluded. Wonderful  lifestyle.  Send  CV  to  Physician  Recruiter, 
Health  First  Medical  Group,  850  Ridge  Lake  Blvd.,  Suite  G02, 
Memphis,  TN  38120,  or  call  (901)  684-3434.  EOE/M/F/V/H 


FAMILY  PRACTICE  — INTERNAL  MEDICINE.  Seeking 

physician  to  join  M.D.,  D.O.,  N.P,  in  a rural  community,  one  hour 
from  Oklahoma  City.  Join  a busy,  fully-equipped  modem  medical 
clinic.  Beginning  salary  75,000+,  paid  3 wk.  vacation,  malprac- 
tice insurance,  health/life  insurance,  pension/profit  sharing  plan. 
Option  for  additional  income  in  local  emergency  department.  For 
more  information  call  Tricia  405-382-3650. 


La  Junta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


Other 


$10,000  for  Old  Lionel  Trains  in  excellent  condition.  H.R. 

Safford,  III,  M.D.,  2005  Franklin  #550,  Denver,  CO  80205,  303- 
837-0912  (9a-4p)  761-8899  (7-9p). 


Medical  office  space  available  for  lease  at  physician  owned 

building.  Advantages  include  convenient  tunnel  access  to  St.  An- 
thony Hospital  and  free  covered  parking  for  physicians  and  pa- 
tients. Will  remodel  space  to  suite  practice  needs.  Contact:  Keith 
Gasaway,  1111  N.  Lee,  Oklahoma  City,  OK  73103;  Telephone  278- 
2604. 


OSMA  TOLL-FREE  NUMBER 
1-800-522-9452 


Patients  with 
Prescription  Confusion? 

USE 

IDENTI-MED® 

An  Easy  to  Use  System  of 
3-D  DAY-GLO  SYMBOLS  On  Rx  Vials 

Just  Ask  Your  Friendly  Pharmacist 
IDENTI-MED",  INC.  1-800-752-9404 


Selling  or  Buying  a Practice? 


Practice  evaluation 
Practice  brokerage 


Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 
Office  (405)  360-9238  Home  (405)  329-2423 


OKLAHOMA  UROLOGY  CENTER 


CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 


Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 
Prosthetic  Surgery  for  Impotency 
Urinary  Incontinence 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and  one 
of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant  program 
in  Oklahoma  to  earn  government  Medicare  Certification. 


Nazih  Zuhdi,  MD 

DIRECTOR, 


CHIEF  TRANSPLANT  SURGEON  • 

Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
John  S.  Muchmore,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 

B.G.  Smith,  MD 
Paul  Donat,  MD 


Research 

Bettina  Mues 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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Pasteur  Medical  Bldg.  Physicians  & Surgeons  Bldg. 

Room  301  East  Room  105 

1111  N.  Lee  1211  N.  Shartel 


West  Laboratory 

Room  500  103 

3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

i.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918)  747-7506 

OKLAHOMA  TOLL  FREE  1 -800-REF-LAB  1 

ALL  OKLAHOMA  CITY  LOCATIONS 239-7111 


THE 

Independent 

FATHQLDSY 
INSTITUTE.  INE. 


4 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 


MULTI  SPECIALTY  CLINICAL  HEALTHCARE 
FOR  SOUTHEASTERN  OKLAHOMA 


INTERNAL  MEDICINE 

STACY  R.  HARDY,  M.D. 

R.  KERN  JACKSON,  M.D. 
KENNETH  R.  MILLER,  M.D. 
LEROY  M.  MILTON,  M.D. 

GASTROENTEROLOGY 

JAMES  A.  GOLLA,  M.D. 

OPHTHALMOLOGY 

ROBERT  G.  CASE,  M.D. 

PEDIATRICS 

DELTA  W.  BRIDGES,  M.D. 
PAUL  S.  THOMAS,  M.D. 

OTOLARYNGOLOGY 
(POSITION  AVAILABLE) 


SURGERY 

WILLIAM  G.  BLANCHARD,  M.D. 
DAVID!  MACMILLAN,  M.D. 

ALLERGY 

PAUL  S.  THOMAS,  M.D. 

RADIOLOGY 

BRUCE  H.  BROWN,  M.D. 

CARDIOLOGY 
(POSITION  AVAILABLE) 

NEUROLOGY 
(POSITION  AVAILABLE) 

UROLOGY 

(POSITION  AVAILABLE) 


FAMILY  MEDICINE 

BRUCE  W.  BENNETT,  M.D. 
JOHN  B.  COTTON,  M.D. 
LARRY  D.  LEWIS,  M.D. 
WILLIAM  E.  GUPTON,  M.D. 

OBSTETRICS-GYNECOLOGY 

DAVID  L.  DOYLE,  M.D. 

L.  DWAIN  DOYLE,  M.D. 

W.  RILEY  MURPHY,  JR.,  M.D. 
STEPHEN  J.  RIDDEL,  M.D. 


ORTHOPEDICS 

(POSITION  AVAILABLE) 

ADMINISTRATOR 

PAUL  B.  BISHOP 


The  McAlester  Clinic,  Inc.  Afc 

1401  E VAN  BUREN  AVE.  • RO.  BOX  908  • McALESTER  OK  74502  • 918  426-0240  -i.  V 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73 109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  P.C. 

A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 

MEDICAL  CENTER  / Chickasha 

2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel,  M D 
J O Wood.  Jr  , M D 

INTERNAL  MEDICINE 
WS  Harrison.  M D 
D L Stehr,  M D 
Don  R Hess.  M D 
R L Jenkins,  M D 
L V Deck.  M D 
R C Talley,  M D 

CARDIOLOGY 
Joe  T Bledsoe,  M D 

GASTROENTEROLOGY 
C K Su,  M D 

PEDIATRICS 
R E Herndon.  M D 
E Ron  Orr,  M D 
J E Freed.  M D 
Pilar  Escobar.  M.D. 

Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M D 
Alan  J Weedn,  M D 
David  Rumph.  M D 

NEUROLOGY  (Part-time) 
Andrew  Gin  M D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson.  M D 
Virginia  L.  Harr,  M.D. 

Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D 

OPHTHALMOLOGY 
John  R Gearhart.  M D 

ANESTHESIOLOGY 
T Gowlikar.  M.D. 

Gideon  Lau,  M.D 
M M Vaidya,  M D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr , M D 


UROLOGY 
K.T,  Varma,  M.D 

ORTHOPEDIC  SURGERY 
J E Winslow,  M.D. 
Timeri  Murari,  M.D 
Bill  Ohl,  PA. 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C Duus,  M D. 

ONCOLOGY  (Part-time) 

R.G.  Ganick,  M.D. 

L M Bowen,  M D 


CLINICAL  PSYCHOLOGY 
J.M  Ross,  PhD 


ss 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 


RADIOLOGY 
T.J.  Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis.  M Ed.,  C.C.C 


FAMILY  PRACTICE 
Christopher  M Herndon,  M.D. 
Jeff  Jones,  M D 

ALLERGY  (Part-time) 


DERMATOLOGY 
Linda  A Reinhardt,  M D 

ALLERGY 
R E Herndon,  M D 
W.S  Harrison,  M.D. 

PHYSICAL  MEDICINE 
& REHABILITATION 


R E Herndon,  M.D 

DERMATOLOGY  (Part-time) 
Mark  Roytman,  M.D 


SB 


SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 


Kumudini  Vaidya,  M D 


ADMINISTRATION 


NEUROSURGERY  (Part-time)  James  W Loy 

R E Woosley,  M.D.  Daniel  N Vaughan 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
•Stephen  Tkach,  MD,  FACS 
•Joseph  F.  Messenbaugh  III,  MD,  FACS 
•J.  Patrick  Evans,  MD,  FACS 
•Edwin  E.  Rice,  MD,  FACS 
•Warren  G.  Low,  MD,  FACS 
•Thomas  C.  Howard,  MD,  FACS 
•David  L.  Holden,  MD,  FACS 
•Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
•Richard  J.  Hess,  MD,  FACP 
•Jon  W.  Blaschke,  MD 
•R.  Eugene  Arthur,  MD 
•Larry  G.  Willis,  MD 
•Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

•Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


GMxasm 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

2_f  Founded  1925  -K 

adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MDt* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MD|° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDf° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDt* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  f* 

(405)  235-0040 

John  S.  Irons,  MDf° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  t* 

Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 

James  R.  Claflin,  MDt° 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 

George  L.  Winn,  MDt 

3433  N.W.  56th,  Suite  870 

t Diplomate  American  Board  ol  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

• Diplomate  American  Board  of  Internal  Medicine 

(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 

‘ Diplomate  American  Board  ol  Pediatrics 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N SARATOGA  / P O BOX  849 

SHAWNEE.  OKLAHOMA  74801  / Phone 

405-273-5801 

ALLERGY  INTERNAL  MEDICINE 

OPHTHALMOLOGY 

RADIOLOGY  CONSULTANTS 

A.M.  Bell.  MD'  Michael  W Butcher,  MD' 

David  K Linn,  MD'.  PhD 

William  Phillips,  MD' 

Merle  L.  Davis,  MD 

Robert  G.  Wilson,  MD* 

Larry  D Fetzer.  MD 

ORTHOPEDIC  SURGERY 

Cranfill  K.  Wisdom,  MD* 

GENERAL  SURGERY  Eldon  V Gibson.  MD' 

T.  A.  Balan,  MD,  FAAOS' 

Frank  H.  Howard,  MD*  D A.  Mace.  MD 

R M Kamath,  MD,  MS'  (Ortho) 

Gary  D.  Myers.  MD*  J B.  Jarrell,  MD' 

S.  M Waingankar,  MD,  MS'  (Ortho) 

INFECTIOUS  DISEASE 

S.  P.  Shetty,  MD' 

William  A.  Chapman,  MD 

D L Holland.  Jr.,  MD' 

INDUSTRIAL  MEDICINE 

OTORHINOLARYNGOLOGY 

A M Bell.  MD 

S.  Rishi,  MD',  MS,  FACS 

ADMINISTRATOR 

NEONATOLOGY 

W.  J.  Birney 

R K Mnhan  MD 

PATHOLOGY  CONSULTANT 

David  L.  McBride,  MD* 

'Board  Certified 

OBSTETRICS 

GYNECOLOGY 

PEDIATRICS 

Richard  E.  Jones,  MD* 

A.  M Bell,  MD* 

Stephen  E Trotter,  MD" 

R.  K.  Mohan,  MD* 

Donald  E.  Loveless,  Jr..  MD*  W.  A.  Chapman,  MD* 

/fWA  ORTHOPEDIC  ASSOCIATES,  INC. 

viw  AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  73112-5691 
(405)  947-091 1 


David  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Jimmy  H.  Conway,  Jr.,  M.D. 

Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 
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DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OR  RADIOLOGY 


Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MR! 
Radiation  Therapy 


JAMES  T BOGGS.  M.D 

RICHARD  B.  PRICE,  M.D.,  D A.B.N.M  , F.A.C.R 

G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R..  F A. C.P 
ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  D. A.B.N.M. 

CAROL  K.  YATES,  M.D. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
TELEPHONE  (405)  945-4750 


204  MEDICAL  TOWER  BLDG 
3141  NORTHWEST  EXPRESSWAY 
TELEPHONE  (405)  848-7741 


400  PHYSICIANS  PROFESSIONAL  BLDG 
3400  NORTHWEST  EXPRESSWAY 
TELEPHONE  (405)  943-9646 


206  NORTHWEST  MEDICAL  CENTER  BLDG 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  946-8999 


BAPTIST  HOSPITAL 
TELEPHONE  (405)  949-3202 


DEACONESS  HOSPITAL 
TELEPHONE  (405)  949-6107 


nivPI 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 

MRI 

(1.5  Tesla  GE  Magnet) 

Head 
Spine 
Total  Body 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


CT  SCAN 

Head 
Spine 
Total  Body 


OKLAHOMA  HAND c=r-U||-« 
SURGERY  CENTER,  INU^gJ 

Carlos  A.  Garcia-Moral,  MD,  FACS  Kenneth  A.  Hieke,  MD 

405/232-3210 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Sllverateln,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  ol  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


ANESTHESIOLOGY 

ROBERT  E KAPLAN,  M D 
— Anesthesiology  — 
Pain  Management 
3500  State  Street 

Telephone  918-333-4550  Bartlesville.  OK  74006 

Fax  918-333-5886 

CARDIOVASCULAR 

CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Adenography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypedensive  Evaluation 

'G.L  Homck,  MD.  FACC  943-9428  ‘J  Voda,  MO.  FACC  947-1297 
•J  L Bressie.  MD.  FACC  946-0568  G.L.  Worcester,  MD  943-4134 

A F Elliott.  MD.  FACC  943-8421  K J Kassabian,  MD.  FACC  272-8397 

A S.  Dahr.  MD.  MS  947-2321 

"Certified  by  the  American  Board  ol  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N W 56th  Oklahoma  City,  Oklahoma  73112 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $50.00  per  half  inch  per  year. 


ALLERGY 


JAMES  A MURRAY,  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


Galen  P Robbins,  MD 
Williams  S.  Myers,  MD 
Lawrence  M Higgs.  MD 
Ronald  H White,  MD 


CARDIOVASCULAR  CLINIC 
William  J Fors.  MD 
W.  H Oehled,  MD 
Charles  F Bethea,  MD 


Fred  E Lybrand,  MD 
Mel  Clark.  MD 
Jerome  L.  Anderson.  MD 
Santosh  T Prabhu,  MD* 


Senior  Consultant:  Wm.  Best  Thompson.  MD 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effod  tolerance 


BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th.  Suite'400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial.  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


JAMES  A MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  Amencan  Board  ol  Allergy  and  Immunology 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare.  BC&BS,  State  PPO  Accepted 


Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center  Suite  602 

NORTHWEST  ALLERGY  CLINIC  INC 


RONALD  W GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City.  X-Ray  and  CO?  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


John  L Davis.  M D 
3330  N W 56th 

Oklahoma  City.  Oklahoma  73112 
405  843  66’9 


OKLAHOMA  ALLERGY  CLINIC,  INC. 

Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 

Roberts. Ellis. MDf  John  R.  Bozalis.  MDf 

LyleW.  Burroughs,  MDf  John  S Irons,  MDf 

Charles  D.  Haunschild.  MDt°  Warren  V.  Filley,  MDf 
James  H.  Wells.  MDf  James  R Claflin,  MDf 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  4 Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City,  (405)  946-5678 


Senior  Consultants:  George  S.  Bozalis.  MD:  George  L.  Winn,  MDt 
t Diplomate  American  Board  of  Allergy  and  Immunology 
• Diplomate  Amencan  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St.  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 
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ENDOCRINOLOGY 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


M GUDE.  MD.  MRCP  (UK).  FACP 
Diptomate.  American  Boards  of  Internal  Medicine 
and  Endocnnology  Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office  1552  SW  44th.  OKC.  OK  73119  PH  681-1100 
North  Office  6001  NW  120th  Ct  #6,  OKC.  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN.  MD.  FACP 
Diptomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg  M.D  Medical  Tower 

1110  N Classen  Blvd,.  #200  8121  National  Ave , #401 

Oklahoma  City.  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS.  Inc 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  Amencan  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  Amencan  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD.  INC 
Diptomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS.  PC. 

Baptist  Medical  Center  - South  Building 
3435  N.W  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S Fulton  Tompkins.  MD.  DABOS  John  F Thompkins.  MD.  DABOS 


HOUSHANG  SERADGE,  MD.  FICS 
Diptomate  Amencan  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR..  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-Amencan  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


WM.  P TUNELL,  MD’  DAVID  W.  TUGGLE,  MD" 

940  NE  13th  Street.  Oklahoma  City,  Oklahoma  73104 
Office  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
"American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Mural!  Knshna,  M.D,  FAPA 
Diptomate.  American  Board  of  Psychiatry 
John  C Andrus,  M D,  MAPA 
Diptomate,  American  Board  of  Psychiatry 
Shree  S Vinekar.  M.D  . FAACP 
Diptomate.  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M D,  Diptomate.  American  Board  of  Psychiatry 
Charles  E.  Smith.  M.D.,  FAPA 
Diptomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D  , Diptomate,  American  Board  of  Psychiatry 
V Girijanand  Bhat,  M.D,  MRCP  (UK) 
CONSULTANTS 
Robert  J.  Outlaw.  M.D  , FAPA 
Diptomate,  American  Board  of  Psychiatry 
Povl  Toussieng.  M.D,  FAPA 

Thurman  E Coburn,  Ph  D , Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453'272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD" 

JOHN  E.  HUFF,  MD" 

ELWOOD  F WILLIAMS.  MD 

"Diplomates  American  Board  ot  Internal  Medicine 
"American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W  56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 
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KATHERINE  S.  LITTLE.  MD 
DENNIS  M PARKER,  MD 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

Diplomates  American  Board  ol  Internal  Medicine 
American  Board  ot  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  ol  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

PARAMJIT  S BAJAJ,  MD.  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  . Suite  304  13313  N Meridian,  Suite  A 

3330  N.W  56th  Street.  Suite  208  (405)  949-2215 

Oklahoma  City.  Oklahoma  73112 

Oklahoma  City,  OK  73106  Oklahoma  City.  OK  73120 

235-6671  755-6366 

WtLLIAM  J FORREST,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 

Lnt  1 BYNUM.  MU  OLCNNM  TUUNU.  MU 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

HERBERT  M KRAVITZ,  MD,  FACS 
Diplomate  American  Board  of  Plastic  Surgery 

13301  N Meridian  Bldg  300  1125  N Porter 

Oklahoma  City.  Oklahoma  73120  Norman,  Okla  73071 

(405)  752-0186  (405)  364-1071 

Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

RADIOLOGIC  SPECIALTIES,  LTD 
4045  Northwest  64th  Street,  Suite  125 
Oklahoma  City,  Oklahoma  73116 

1 UROLOGY 

Practice  Limited  To  CT  Scanning 

Diplomate  of  the  American  Board  of  Urology 

Suite  606 

V C Tisdal  III,  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 

1211  N SharleJ  Oklahoma  City.  Oklahoma  73103  232-1333 

Diplomates  Amencan  Board  of  Radiology 

BARNEY J LIMES.  MD.  FACS 
1211  N Shartel,  Suite  208 
Oklahoma  City.  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr,  Suite  300 
Midwest  City.  Okla  73110 
Phone  737-3538 

THE  ARTHRITIS  CLINIC 

Lloyd  G McArthur,  PhD,  MD  Winfred  L Medcalf.  MD 

Robert  C Troop.  PhD,  MD 
207  C Street  NW  Ardmore.  OK  73401 

Phone  405-223-5180 

Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 

JOSEPH  D PARKHURST.  MD,  FACS 
Diplomate  Amencan  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany,  OK  73008  495-6134  Yukon,  OK  73099 

SURGERY,  HAND 

G M RAYAN.  MD.  FACS 

CHARLES  L REYNOLDS.  JR..  MD,  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 

Diplomate  American  Board  of  Orthopaedic  Surgery. 

Board  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity.  Hand  & Microsurgery 

DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 

OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 

HOUSHANG  SERADGE.  MD.  FICS 
Diplomate  Amencan  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

Professional  card  listings  are  available  to 

1044  S.W.  44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631 -HAND 

OSMA  members.  They  are  sold  in  vertical  in- 
crements of  one-half  inch  at  the  rate  of  $50.00 
per  half  inch  per  year. 
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OFFICERS  OF  THE  OKLAHOMA 
STATE  MEDICAL  ASSOCIATION 

Perry  A.  Lambird,  MD,  President; 
Billy  D.  Dotter,  MD,  President- 
Elect;  Michael  ),  Haugh,  MD,  Vice-President;  James  D.  Funnell,  MD, 
Secretary-Treasurer;  Larry  L.  Long,  MD,  Speaker,  House  of  Delegates; 
Victor  L.  Robards,  Jr.,  MD,  Vice-Speaker,  House  of  Delegates;  Sara  Reed 
DePersio,  MD,  Chair,  Board  of  Trustees;  Jay  A.  Gregory,  MD,  Vice-Chair, 
Board  of  Trustees. 


Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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Auxiliary 


We  have  begun  a new  decade.  We 
have  new  leadership  to  follow. 
Let’s  get  behind  them  and  work  with 
them  to  help  keep  medicine  in  the 
nineties  great!  Legislative  action  is 
quickly  becoming  the  heartbeat  of 
medicine  and  the  AMA  Auxiliary. 
Therefore,  we  must  educate  and  moti- 
vate every  auxiliary  member  to  partici- 
pate in  any  action  which  will  influence 
the  status  of  pending  bills  before  the 
legislature.  There  are  many  new  faces 
appearing  this  legislative  session;  we 
must  know  who  they  are  and  what  they 
stand  for  and  offer  our  knowledge  to 
help  keep  them  informed  on  medical  is- 
sues. 

Our  major  thrust  this  year,  in  con- 
junction with  the  OSMA,  will  be  to 
focus  on  legislative  action.  Together  we 
can  effectively  influence  the  political 
arena.  The  two  most  pressing  issues  are 
that  of  mandatory  assignment  and  peri- 
natal care.  Legislators  are  being  pressed 
on  all  sides  by  these  concerns;  therefore, 
it  is  imperative  that  we  in  the  medical 
community  arm  them  with  knowledge 
of  how  these  actions  will  either  posi- 
tively or  adversely  affect  medicine. 

You  may  be  asking  How  may  I help? 
What  do  I do  now?  It  is  easy.  Just  two 
simple  steps.  1.  Read.  Learn  all  you  can 
to  stay  abreast.  2.  Be  ready  to  write  and 
to  call  when  notified.  Let  your  legislator 


know  the  facts  and  the  medical  commu- 
nity’s position  on  pending  legislation. 
Earlier  this  year  the  auxiliary’s  phone 
bank,  upon  notification  from  the  AMA, 
went  into  action  on  the  pending  na- 
tional beer  and  alcohol  tax.  It  was  excit- 
ing to  participate  and  to  see  a mighty 
team  united  in  a common  endeavor.  Im- 
agine the  effect  of  so  many  senators 
being  flooded  by  hundreds  of  calls.  It 
does  make  an  impact.  Let’s  be  part  of  it. 


We  are  grateful  to  live  in  a country 
where  medicine  is  unparalleled  and  we 
can  make  a difference.  So,  let’s  team  up, 
roll  up  our  sleeves,  and  work  to  keep 
medicine  first  rate  in  the  nineties.  Your 
shining  light,  joined  by  all  of  us,  can  il- 
luminate. We  can  make  a difference. 
Let’s  do  it  now. 

— Dawn  Wood  (James  O.,  Jr.) 

— Ann  Rumph  (David) 
Legislation  and  Phone  Bank  Co-Chairs 
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The  Last  Word 


■ The  Board  of  Trustees  of  the  Oklahoma  State 

Medical  Association  (OSMA)  is  now  accepting  nomi- 
nations for  the  1991  Donald  J.  Blair  Friend  of 
Medicine  and  A.H.  Robins  awards.  The  Blair  award 
recognizes  a member  of  the  laity  who  has  rendered 
outstanding  service  and  support  to  the  medical  com- 
munity, and  the  Robins  award  recognizes  a physician 
for  contributions  to  the  community. 

Nominations  should  be  directed  to  the  Board  of 
Trustees  or  OSMA  executive  offices,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Winners  will 
be  selected  at  the  board’s  February  meeting  and  an- 
nounced at  the  Annual  Meeting  next  May. 

■ Copies  of  Oklahoma’s  new  Directive  to  Physi- 
cians, or  Living  Will  as  it  is  more  commonly  known, 
were  mailed  out  with  the  August  issue  of  OSMA 
News.  The  leaflet  includes  answers  to  some  of  the 
most  frequently  asked  questions  about  the  directive. 
Additional  copies  of  the  directive  are  available  from 
the  Oklahoma  Department  of  Human  Services  Em- 
ployees Library,  (405)  521-3727. 

■ William  P.  Tunell,  MD,  professor  of  surgery 

and  chief  of  the  Pediatric  Surgery  Section  at  the  Uni- 
versity of  Oklahoma  Health  Sciences  Center  in  Okla- 
homa City,  has  been  elected  chairman  of  the  Surgical 
Section  of  the  American  Academy  of  Pediatrics.  The 
Surgical  Section  has  500  members  and  is  a compo- 
nent of  the  15,000-member  American  Academy  of 
Pediatrics.  Dr  Tunell’s  duties  include  serving  as  a 
liaison  between  the  nation’s  pediatric  surgeons  and 
the  American  Academy  of  Pediatrics.  Dr  Tunnell, 
also  chief  of  the  Pediatric  Surgical  Service  at  Chil- 
dren’s Hospital  of  Oklahoma,  has  served  as  a member 
of  the  section’s  executive  committee  for  the  past  five 
years  and  also  as  a member  of  the  organization’s 
Board  of  Governors. 

■ A toilet  plunger  can  be  a lifesaver  in  more  ways 

than  one,  according  to  a letter  published  in  the  Oc- 
tober 3 Journal  of  the  American  Medical  Association. 
Keith  G.  Lurie,  MD,  of  the  University  of  California 
at  San  Francisco  Medical  Center,  and  colleagues  re- 
port the  case  of  a 65-year-old  Iranian  man  with  a his- 
tory of  heart  problems  who  suddenly  collapsed  at 
home.  The  man’s  son,  poorly  trained  in  traditional 
cardiopulmonary  resuscitation  (CPR),  attempted  to 
restore  his  father’s  breathing  and  pulse  without  suc- 
cess. He  then  grabbed  a toilet  plunger  and  used  it  to 


compress  his  father’s  chest  for  10  minutes  until  para- 
medics arrived.  Apparently  this  was  not  a new  tech- 
nique in  the  household:  the  mother  had  used  the 
plunger  to  resuscitate  the  man  six  months  earlier. 
Both  times  the  man  was  revived.  It  was  determined 
the  man  did  not  suffer  a heart  attack  but  did  have  ir- 
regular heart  rhythms.  The  son  later  suggested  to 
physicians  that  toilet  plungers  be  placed  next  to  all 
beds  in  the  hospital’s  coronary  care  units.  “We  recom- 
mended that  he  take  a basic  CPR  course  but  had  to 
admit  that  it’s  hard  to  argue  with  success,”  the  au- 
thors write. 

■ The  OSMA’s  Doctor  of  the  Day  program  re- 
sumes in  February  when  the  1991  Oklahoma  legisla- 
tive session  begins.  Physicians  wishing  to  volunteer 
a day  of  their  time  at  the  capitol’s  first  aid  station  and 
also  see  their  lawmakers  at  work  should  contact 
OSMA  Associate  Director  Claudia  Kamas,  (405)  843- 
9571  or  1-800-522-9452. 

■ The  Oklahoma  State  Department  of  Health 

(OSDH)  now  has  available  a 16"  x 23"  color  poster 
promoting  awareness  of  the  risk  of  perinatal  trans- 
mission of  hepatitis  B and  AIDS.  The  poster  is  useful 
in  any  waiting  area  where  family  planning,  prenatal, 
and  child  health  services  are  offered.  Unlimited 
quantities  of  the  poster  may  be  obtained  by  calling 
the  Films  and  Publications  Division  of  the  State 
Health  Department,  (405)  271-5188. 

■ The  influenza  season  in  Oklahoma  runs  from 

late  November  through  March,  and  now  is  the  prime 
time  for  vaccinations.  The  State  Health  Department 
reminds  physicians  that  their  recommendations  are 
the  single  most  important  factor  in  persuading  pa- 
tients to  receive  the  vaccine. 

■ Available  now  from  the  Public  Health  Service 

is  a pamphlet  entitled  “Tuberculosis  — The  Connec- 
tion Between  TB  and  HIV.”  It  provides  basic  informa- 
tion about  TB,  as  well  as  its  connection  with  HIV,  and 
recommends  testing  for  people  at  risk  for  TB.  Written 
on  a fifth-grade  reading  level,  the  pamphlet  is  in- 
tended for  distribution  at  HIV  counseling  and  testing 
sites,  drug  treatment  centers,  STD  clinics,  correc- 
tional facilities,  TB  clinics,  and  persons  at  risk  for 
HIV  infection.  Copies  may  be  obtained  by  calling  the 
OSDH  Films  and  Publications  office  at  (405)  271- 
5724  or  the  24-hour  AIDS  Hotline,  1-800-535-AIDS. 

<J> 


580 


I Okla  State  Med  Assoc,  Vol  83,  November  1990 


Always  on  call. 


For  over  20  years.  C.  L.  Frates  and  Company  has  been  recognized  as 
“Insurance  Counselors  to  the  Oklahoma  State  Medical  Association."  Because 
of  our  long-term  relationship  with  OSMA,  we  understand  the  priorities  and 
time  limitations  of  the  medical  profession. 

We  are  deeply  committed  to  meeting  the  special  needs  of  doctors,  staff 
and  their  families  through  eight  OSMA-endorsed  insurance  plans.  With 
OSMA  owned  and  governed  Physicians  Liability  Insurance  Company,  we 
offer  professional  liability  and  a comprehensive  medical/hospitalization  plan, 
PLICO  HEALTH.  Our  other  OSMA-endorsed  insurance  programs  are 
disability  income,  business  overhead  expense,  term  life,  accidental  death/ 
dismemberment,  personal  liability  umbrella  and  hospital  indemnity. 

One  of  our  experienced  insurance  specialists  is  available  at  any  time,  day 
or  night,  to  discuss  or  provide  a complete,  no  obligation,  personal  and 
business  risk  analysis.  For  more  information  about  our  OSMA-endorsed 
insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY 

INTERNATIONAL  INSURANCE  FACILITIES 

Insurance  Counselors  to  the  OSMA 
P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 


Good  Cents  Doesn't  Cost,  It  Pays! 
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‘With  over  20,000  square  feet  and  a heated  pool,  we  have  unusual  energy 
_ needs.  But,  with  Good  Cents  and  our  heat  pumps,  the 

\ savings  and  ease  of  maintenance  have  been  fantastic.” 

IT 


Jim  Seawright  — Council  Oaks  Learning  Campus 
Broken  Arrow 


Bottom-Line  Benefits  For  Any  Building  Owner. 

For  buildings  of  any  size  or  type,  PSO’s  Good  Cents 
energy  efficiency  programs  mean  lower  energy  bills, 
reduced  operating  costs,  and  increased  property  values. 

To  put  our  cost-cutting  Good  Cents  Programs  to 
work  for  you,  call  your  Good  Cents  Commercial 
representative  at  PSO. 


GoodCiaifa 
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Multiple  Specially  Clinics 


Ambulatorv  Care 

271-2728 

Kent  C.  Hensley,  M.D. 
Leslie  A.  Arneson,  M.D. 

Aviation  Medicine 

271-2728 

Leslie  A.  Arneson,  M.D. 
Behavioral  Medicine 

271-2453 

Lucien  D.  Rose,  Ph.D. 
William  J.  Shaw,  Psy.D. 
Everett  E.  Bayne,  M.D. 

Cardiology 

271-2733 

Charles  W.  Robinson,  M.D. 
Thomas  R.  Russell,  M.D. 
Paul  C.  Houk,  M.D. 

Alan  R.  Puls,  M.D. 

Cardiovascular- 
Thoracic  Surgerv 

271-2733 

R.  Mark  Bodenhamer,  M.D. 
Brian  R.  Boggs,  M.D. 

Endocrinology 

271-2717 

James  L.  Males,  M.D. 
Ronald  P.  Painton,  M.D. 
Jonathon  L.  Davis,  M.D. 

Family  Medicine 

271-2717 

Steven  A.  Crawford,  M.D. 
James  R.  Kimball,  M.D. 
Robert  E.  Terrell,  M.D. 
Paul  D.  Johnson,  M.D. 
Jeffrey  B.  Cruzan,  M.D. 
Constance  A.  Smiley,  M.D. 
Charles  W.  Lunn,  M.D. 

T.  Wade  Toalson,  M.D. 
Denise  LeBlanc,  M.D. 

T.  Gwynn  Carver,  M.D. 

Gastroenterology 

271-2747 

David  A.  Neumann,  M.D. 
Robert  S.  McFadden,  M.D. 
Joe  C.  Zuerker,  M.D. 
Leann  C.  Serbousek,  M.D. 

General  Surgerv 

271-2749 

Jay  P.  Cannon,  M.D. 
Teresa  M.  Shavney,  M.D. 

Hcmatologv-Oncology 

271-2744 

Ralph  G.  Qanick,  M.D. 

L.  Michael  Bowen,  M.D. 
Gregory  A.  Parker,  M.D. 

Hepatology 

271-2747 

Robert  S.  McFadden,  M.D. 


Infectious  Diseases 


Internal  Medicine 


Neonatology 


Sylvia  Lopez,  M.D. 
Neurolog 


J.  Pat  Livingstc 
John  R.  Hunter,  M.D. 

Otolaryngology 
Head  and  Neck  Surgery 


271-271 7 


Clifford  G.  Wlodaver,  M.D. 
James  L.  Kirk,  M.D. 


271-2717 


Donald  G.  Preuss,  M.D. 
Earl  S.  Elliott,  M.D. 

Brian  P.  Levy,  M.D. 

Charles  D.  Arnold,  M.D. 
James  C.  Lorentzen,  M.D. 
Michael  K.  Crawford,  M.D. 
Gregory  M.  Spencer,  M.D. 
David  W.  Rader,  M.D. 
Terry  N.  Copeland,  M.D. 
Peter  S.  Young,  M.D. 

James  E.  Goodwin,  M.D. 


271-2788 


271-2500 


Neurology 

Robert  W7 Dow,  M.D. 

Obstetrics  and  Gynecology  271-2771 
Roger  D.  Quinn,  M.D. 

Thomas  R.  Bryant,  M.D. 

John  D.  Dachauer,  M.D. 

Robert  S.  Ryan,  M.D.,  Ph.D. 

Jana  Turner  Karim,  M.D. 

Orthopedic  Surgery 271-276$ 

ston,  M.D. 


1-2791 


C.  Joseph  Wine,  M.D. 

Joseph  E.  Leonard,  M.D. 

Willard  B.  Moran,  Jr.,  M.D. 

Pediatrics 271 -27.88 

Hal  B.  Vorse,  M.D. 

William  J.  Kruse,  M.D. 

Gary  D.  McGann,  M.D. 

Mickey  E.  Crittenden,  M.D. 

Don  L.  Wilber,  M.D. 

(Continued  on  next  column) 


701  N.E.  10th 

Oklahoma  City,  OK  73104 
271-2700 
1-800-522-0224 

6 Locations  Across  The  State 


Charles  A.  (Tony)  Leveridge,  M.D. 
David  H.  Cheatham,  M.D. 

Andrea  L.  Key,  M.D. 

Robert  W.  Nickeson,  M.D. 

Martha  A.  Brehm,  M.D. 

Maribel  Diaz-Esquivel,  M.D. 

Carol  G.  Lawrence,  M.D. 

Victor  T.  Wilson,  M.D. 


271-2788 


Robert  W.  Nickeson,  M.D. 

Podiatry 

271-2513 

W.  Bradley  Johnston,  D.P.M. 

Pulmonary  Disease/ 
Critical  Care 

271-2933 

William  W.  Cook,  M.D. 
Mark  S.  Fixley,  M.D. 
Steven  R.  Smith,  M.D. 

Radiology 

271-2755 

Alan  M.  Effron,  M.D. 

Carol  V.  Sheldon,  M.D. 
Thomas  W.  White,  M.D. 
Clark  A.  Ward,  M.D. 

Ruth  G.  Brush,  M.D. 

Nancy  R.  Pennington,  M.D. 

Urology . 
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William  F.  Barnes,  M.D. 
Richard  E.  Herlihy,  M.D. 
John  P.  Ross,  M.D. 

Family  Medicine-Elk  City 
Dennis  J.  Friesen,  M.D. 
John  R.  Perkins,  M.D. 
Craig  A.  Phelps,  M.D. 


225-8131 


Executive  Director 


A.  Wayne  Coventon 


Diabetes  Management  Center  271-2604 


Oklahoma  Arthritis 
Care  Center 


271-CARE 


Sexual  Health  Center 


271-7553 


Nutrition  Counseling  and 

Weight  Control  Programs 271-26Q4 


Accredited  
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for  Ambulatory  Health  Care  Inc. 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.9 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L.  HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital— UCLA 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 
Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 


OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 

11  When  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician,  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result,  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
1'800'USA'ARMY. 


ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


...there  may  be  bronchitis 


Pulvules 
250  mg 


cefaclor 


'Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Summary. 

Consult  toe  package  literature  for  prescribing  Information. 
Indication:  Lower  respiratory  Infections,  Including 
pneumonia,  caused  by  Streptococcus  pneumoniae. 
Haemophilus  Influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytlc  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered In  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  Is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  In  the  event  of  allergic  reactions  to  it, 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  In  the 
presence  of  markedly  Impaired  renal  function.  Although 
dosage  adjustments  In  moderate  to  severe  renal 
Impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  In  Individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  In 
pregnancy,  lactation,  and  Infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  Include: 

• Hypersensitivity  reactions  have  been  reported  In  about 
1.5%  of  patients  and  Include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs' 
tests  each  occur  In  less  than  1 1n  200  patients.  Cases 
of  serum-slckness-llke  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthrltls/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  Is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  Immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  Is  ongoing,  serum-slckness-llke 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  In  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 1n  200  (0.5%)  In 
one  focused  trial  to  2 In  8,346  (0.024%)  In  overall 
clinical  trials  (with  an  Incidence  In  children  In  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  In  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  Initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  In  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
In  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  In  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  Insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilla,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and.  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly 

• Abnormal  urinalysis;  elevations  In  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehllng's  solution  and  Cllnltest'  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 

PA  879 1 AMP  [021490LRI] 

Additional  Information  available  to  the  profession 
on  reouest  from  Ell  Lilly  and  Company.  Indianapolis. 
Indiana  46285. 

Eli  Lilly  Industries,  Inc 
C/Z,^  Carolina,  Puerto  Rico  00630 

A Subsidiary  of  Ell  Lilly  and  Company 
_l  Indianapolis,  Indiana  46285 
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Editorial 


An  Opening  Door 

Child  abuse  statistics  have  a gut-wrenching  effect 
that  makes  us  want  to  turn  away  and  think  about 
something  else  — anything  else.  Usually,  we  just  give 
thanks  that  we  personally  have  little  part  of  the  prob- 
lem and  gladly  leave  it  to  someone  else  — anyone 
else. 

And  yet,  every  year  in  Oklahoma  25  to  30  young 
children  die  at  the  hands  of  an  abusive  caretaker. 
Every  year  in  Oklahoma  about  8000  cases  of  child 
abuse  are  confirmed  by  the  Department  of  Human 
Services.  Of  those  children  who  do  not  die,  many 
suffer  permanent  brain  damage  or  physical  impair- 
ments, and  nearly  all  are  severe  emotional  casual- 
ties. The  survivors  of  these  terrible  episodes  fre- 
quently become  dysfunctional  adults,  many  with 
learning  disabilities,  unable  to  love  or  be  loved,  un- 
able to  accept  guidance,  or  to  rear  their  own  children 
equitably.  In  the  adult,  the  emotional  wreckage  of 
child  abuse  is  often  hidden  but  insidiously  pervasive, 
and  may  even  be  contagious.  Most  imprisoned  felons 
were  abused  when  they  were  children. 

In  the  absence  of  intervention,  child  abuse  epi- 
sodes tend  to  be  repetitive,  and  progressively  violent. 
Our  abused  Oklahoma  children  sorely  need  earlier 
diagnosis,  and  interruption  of  the  escalation  of  vio- 
lence. For  normal  development,  all  children  need  to 
grow  up  feeling  that  they  are  cared  for  and  loved; 
child  abuse  regularly  causes  long-term  emotional  in- 
jury. 

The  recent  enactment  of  the  Oklahoma  Child 
Abuse  Examiner  bill  gives  Oklahoma  physicians  an 
opportunity  to  help  alleviate  the  child  abuse  tragedy. 
The  law  establishes  an  Oklahoma  State  Chief  Abuse 
Examiner’s  office,  and  authorizes  the  Chief  Exam- 
iner to  certify  a panel  of  physicians  to  be  Child  Abuse 
Examiners  for  the  state.  Then  any  DHS  office  or  Dis- 
trict Attorney  in  the  state  will  readily  be  able  to  have 


the  medical  opinion  of  a certified  Child  Abuse  Ex- 
aminer. The  widespread  presence  of  expert  testimony 
will  then  fortify  the  courts  and  the  DHS  in  early  child 
protection,  and  improve  perpetrator  treatment  and 
quarantine.  More  prompt  custody  re-evaluations  and 
stronger  perpetrator  treatment  judgments  will  give 
the  legal  system  an  opportunity  to  interrupt  the  age- 
old  cycle  of  child  abuse. 

The  OSMA  Board  of  Trustees  approved  the  con- 
cept of  the  Child  Abuse  Examiner  law  about  two 
years  ago,  in  the  hope  of  improving  the  health  of  the 
little  children  in  Oklahoma.  Now,  the  aspirations  of 
the  Board  of  Trustees  can  be  fulfilled  by  the  members 
of  the  OSMA  who  will  step  forward  to  be  trained  and 
certified  as  Child  Abuse  Examiners.  The  sense  of 
commitment  to  the  children  will  be  the  major  re- 
quirement; the  time  and  trouble  required  to  become 
certified  Examiners  will  be  modest.  Primary  care 
physicians  such  as  pediatricians  and  family  physi- 
cians will  adapt  easily  to  this  system.  But  any  clini- 
cian who  has  medical  contact  with  either  children  or 
the  parents  of  minor  children  may  well  make  a signif- 
icant contribution  to  a new  concept  of  child  abuse  pre- 
vention soon  to  unfold  in  Oklahoma.  An  improved 
quality  of  child  abuse  prevention  may  result  from 
this  effort. 

For  any  human  tribe  to  prosper,  the  children  must 
be  reared  in  a loving  and  nurturing  milieu.  We  Okla- 
homa physicians  now  have  a golden  opportunity  to 
mobilize  medical  science  for  Oklahoma’s  maltreated 
children.  The  children  are  the  future,  and  we  Okla- 
homa physicians  should  now  join  the  effort  to  elimi- 
nate child  abuse  from  Oklahoma. 

tc  X & 
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New  Beginnings 

As  this  holiday  season  leads  us 
to  the  end  of  1990,  there  is  much 
to  celebrate.  So  much,  in  fact, 
that  genuine  new  currents  may 
be  in  the  air. 

Our  Congress  adjourned 
having  cut  Medicare  payments 
substantially  in  a fruitless  at- 
tempt to  escape  the  morass  of 
the  deficit.  The  flavor  of  the 
non-financial  pieces  of  legislation  was  very  different, 
however.  The  rural/urban  disparities  in  payment  for 
hospital  services  will  disappear.  Significant  floors 
have  been  placed  under  rural  physician  allowables. 
CLIA  regulations  were  affirmatively  addressed.  The 
bulk  of  the  AMA’s  anti-hassle  bill  was  adopted.  Pro- 
posals which  would  have  limited  the  scope  of  action 
of  physicians  (or  even  criminalized  them)  were  de- 
feated. In  short,  this  Congress  treated  physicians  and 
hospitals  with  respect  and  concern. 

Your  American  Medical  Association,  under  the 
leadership  of  James  Todd,  MD,  is  developing  a new 
management  style.  The  accents  are  on  active  partici- 
pation by  volunteer  physicians,  delegation  of  respon- 
sibility and  authority  to  competent  staff,  and  joint 
undertakings  by  AMA  councils  and  committees.  We 


in  Oklahoma  have  been  in  the  forefront  of  the  coun- 
try in  calling  for  changes  such  as  these.  It  is  a new 
day. 

Your  Oklahoma  State  Medical  Association  has  en- 
larged its  scope  of  activities  in  ways  which  may  well 
influence  the  course  of  Oklahoma  medicine  well  into 
the  next  century.  The  Committee  on  Women  in 
Medicine  and  the  Young  Physicians’  Section  have  in- 
augurated action  programs  designed  to  make  our  as- 
sociation indispensable  to  these  important  groups  of 
physicians.  Rebecca  Tisdal,  MD,  and  Donald  Crawley, 
MD,  deserve  congratulations  on  their  initial  efforts. 
Your  officers  have  met  with  the  Oklahoma  Bar  As- 
sociation to  asseSs  the  possibilities  for  programs 
which  may  in  the  future  bring  together  the  two 
learned  professions.  Truly,  new  beginnings. 

In  this  holiday  month  our  hearts  and  thoughts  are 
with  our  troops  in  the  Gulf,  and  with  all  those  who 
are  separated  from  their  families  and  friends.  May 
they  find  joy  and  peace. 

To  all  of  you,  Happy  Holidays! 
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insurance  plans,  please  give  us  a call. 


C.L.  FRATES  AND  COMPANY/ 


INTERNATIONAL  INSURANCE 


Insurance  Counselors  to  the  OSMA 


P.O.  Box  26967  • Oklahoma  City,  OK  73126  • 405/524-7811  • Toll  Free  1-800-522-9219 


590 


I Okla  State  Med  Assoc,  Vol  83,  December  1990 


Scientific 


Cancer  of  the  Prostate  — An  Overview 

lohnny  B.  Roy,  MD 


The  prostate,  so  named  because  of  its  anatomical  posi- 
tion, is  a small,  chestnut-sized  gland.  Despite  its  small 
size,  it  is  the  source  of  one  of  the  most  prevalent  internal 
malignancies  in  man.  Recently  the  incidence  of  prostate 
cancer  has  surpassed  even  cancer  of  the  lung.  Nonethe- 
less, little  if  anything  is  known  about  its  pathogenesis  or 
its  natural  history. 

In  1989,  estimates  of  the  incidence  of  cancer  of  the 
prostate  surpassed  incidence  of  cancer  of  the  lung 
for  the  first  time,  according  to  the  American  Cancer 
Society.  Cancer  of  the  prostate  constitutes  1/5  of  all 
incidents  of  cancer  in  men  and  accounts  for  11%  of 
cancer  deaths.  Approximately  100,000  Americans 
are  diagnosed  each  year  with  prostate  cancer,  and 
28,000  die  annually.1  In  spite  of  the  vast  advance- 
ment in  medical  science,  the  chilling  fact  remains 
that  death  rates  from  prostate  cancer  have  not 
changed  for  several  decades.  Little  is  known  about 
the  natural  history  of  this  common  cancer.  The  etiol- 
ogy of  the  disease  remains  obscure,  but  the  fact  re- 
mains that  age  and  androgens  play  a significant  role. 
Cancer  of  the  prostate  is  rarely  seen  in  men  younger 
than  50  years  of  age.  The  landmark  study  by  Franks 
in  1954  showed  that  30%  of  men  over  the  age  of  50 
exhibited  histologic  evidence  of  prostate  malig- 
nancy.2 Incidental  discovery  of  cancer  after  routine 
prostatectomy  is  reported  to  be  10.4%  in  men  between 
the  ages  of  50  and  59.  This  incidence  climbs  to  60% 
in  men  over  90  years  of  age.3  In  support  of  the  role 

Direct  correspondence  to  Johnny  B.  Roy,  MD,  Department  of  Urology,  University  of  Okla- 
homa Health  Sciences  Center,  PO  Box  26901,  Oklahoma  City,  OK  73190 


of  androgen  is  the  observation  that  eunuchs  do  not 
develop  this  malignancy,  nor  do  they  develop  benign 
prostatic  hyperplasia  (BPH).  Cancer  of  the  prostate 
can  be  induced  experimentally  in  animal  models 
with  prolonged  sex  hormone  administration.4 

Diagnosis 

The  sad  fact  is  that  less  than  20%  of  prostate  cancer 
patients  are  diagnosed  early  enough  to  cure.  A sad- 
der fact  is  the  absence  of  any  reliable  screening 
method  or  test  with  high  sensitivity  and  specificity 
for  the  diagnosis  of  this  disease.  Digital  rectal  exami- 
nation remains  the  mainstay  of  early  diagnosis.  De- 
spite the  simplicity  of  this  routine  examination,  it  is 
often  neglected  or  deferred. 

The  discovery  of  the  association  between  cancer 
of  the  prostate  and  serum  acid  phosphatase  in  1938 
ushered  in  the  age  of  tumor  markers.5  Acid  phos- 
phatase has  now  been  in  use  for  40  years.  Despite  the 
isolation  of  the  prostatic  fraction  of  acid  phosphatase, 
the  use  of  this  marker  for  early  detection  of  the  dis- 
ease has  been  disappointing.  This  enzyme  is  a reli- 
able measure  of  the  disease  when  the  cancer  has 
spread  outside  the  confines  of  the  prostate.  However, 
about  a third  of  the  patients  with  distant  metastasis 
(Stage  D2)  do  not  have  elevation  of  this  enzyme.6  A 
search  for  a more  reliable  marker  led  to  the  identifi- 
cation of  prostatic  specific  antigen  (PSA)  in  1978. 7 
Though  PSA  is  a useful  marker,  it  suffers  from  being 
nonspecific  for  neoplasm  since  it  is  also  elevated  in 
BPH.8 

The  prostate  is  made  up  of  epithelial  and  stromal 
tissue.  Various  clinical  entities  such  as  BPH,  pros- 
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tatitis,  infarction,  stone  formation,  corpora  amylacea, 
and  cancer  alter  the  histology  of  the  prostate.  The 
availability  of  sophisticated  imaging  instrumenta- 
tion, coupled  with  attempts  to  improve  on  the  digital 
rectal  examination,  has  led  to  vast  interest  in  trans- 
rectal  ultrasonography.9  This  test  is  relatively  easy  to 
learn  and  pragmatically  it  is  in  the  realm  of  the  prac- 
ticing urologist.  Despite  the  fact  that  this  technology 
has  the  potential  of  enhancing  our  diagnostic  ability, 
its  long-term  usefulness  for  screening  is  still  to  be 
defined.  The  vast  body  of  literature  relative  to  this 
imaging  technique  is  testimonial  to  the  interest  of 
clinicians  in  their  search  for  early  diagnosis  of  this 
malignancy.  The  triad  of  digital  rectal  exam,  PSA, 
and  ultrasonography  may  lead  to  a more  promising 
diagnostic  tool. 

Staging  of  Prostate  Cancer 

Staging  is  the  process  of  defining  the  extent  of  tumor 
involvement.  The  purpose  of  the  staging  is  to  cate- 
gorize the  disease  to  certain  conventional  manage- 
ment plans  based  on  the  rational,  predictable,  natu- 
ral course  in  the  host.  Understaging  in  this  malig- 
nancy is  more  the  rule  than  the  exception,  which  may 
account  for  therapeutic  failures.  Upstaging  following 
radical  surgery  can  reach  66%  in  some  series.10  There 
are  two  staging  systems,  the  American  Urological 
Association  (AUA)  System  of  A,  B,  C,  D staging,  and 
the  International  System  ofT,  N,  M.11  Comparison  be- 
tween the  two  is  not  easy.  Urologists  generally  prefer 
the  clinically  useful  ABCD  system  shown  in  Table  1. 

Management 

As  mentioned  earlier,  the  majority  of  the  patients 
with  cancer  of  the  prostate  present  with  advanced 
disease;  consequently,  palliation  becomes  the  only 
available  option.  Treatment  of  prostate  cancer  is  tail- 
ored to  the  stage  of  the  disease  as  well  as  the  histo- 
logic grading  at  the  time  of  presentation.  If  the  dis- 
ease is  discovered  accidentally  (Stage  A,),  observa- 
tion is  certainly  an  acceptable  method  of  manage- 
ment since  a small  percentage  would  progress  or 
show  recurrence.12  However,  other  options,  shown  in 
Table  2,  have  their  advocates. 

In  Stage  A2,  a lesion  with  higher  volume  and  a 
more  sinister  course,  surgery  or  radiation  is  indi- 
cated. In  this  heterogeneous  stage,  regional  nodal 
metastasis  is  found  in  up  to  Va  of  the  patients.1914  In 
Stage  B,  which  theoretically  is  a localized  disease, 
radical  prostatectomy  offers  the  most  effective 
method  of  management.15  Stage  C disease  remains 
somewhat  of  an  “orphan,”  with  no  one  management 


Table  1.  Staging 

Stage  A: 

A,  focal  (few  foci,  well  differentiated) 
A2  diffuse  (less  differentiated) 

Stage  B: 

B,  small  discrete  nodule  <2.0  cm 
B2  large  nodule  (extending  beyond  midline) 

Stage  C: 

local  extension  beyond  prostatic  capsule 

Stage  D: 

D,  metastasis  confined  to  pelvis 
D2  distant  metastasis 

group  having  a convincing  therapeutic  claim.  Since 
hormonal,  surgical,  and  radiotherapeutic  treatment 
are  all  applied  in  this  stage  and  none  has  demon- 
strated any  superiority,  it  is  best  that  a patient  with 
this  stage  of  disease  be  entered  into  a cooperative 
study  if  at  all  possible.  It  is  only  through  such  an  en- 
deavor that  a rational  treatment  program  can  be  for- 
mulated. 

Stage  D.  Since  Huggins  demonstrated  in  his 
Nobel  prize— winning  work  the  dependence  of  pros- 
tate cancer  on  androgen,  hormonal  manipulation  of 
one  sort  or  another  has  been  the  mainstay  in  the 
management  of  advanced  cancer  of  the  prostate.16  A 
working  knowledge  of  the  hypothalmic-hypophyseal, 
gonadal,  adrenal  axis  is  a prerequisite  to  understand- 
ing any  hormonal  therapy.  The  hypothalamus  episod- 
ically releases  leutinizing  hormone  releasing  hor- 
mone (LHRH)  that  acts  on  the  anterior  hypophysis 
and  in  turn  releases  leutinizing  hormore.  LH  binds 
to  Leydig  cell  receptors  in  the  testes,  with  subsequent 


Table  2.  Treatment  Options 

Stage  A: 

A,  — Disease  discovered  accidentally  after 
prostatectomy 

— Majority  advocate  observation 

A2  — Observation 
— Radiotherapy 
— Radical  prostatectomy 

Stage  B: 

B,  — Radical  prostatectomy 
— Radiotherapy 

B2  — Radical  prostatectomy 
— Radiotherapy 

Stage  C: 

C — Radiotherapy 
— Surgery 

— Hormonal  therapy 

Stage  D: 

D — Endocrine  manipulation 
— Orchiectomy 
— Cytotoxic  agents 

592 


I Okla  State  Med  Assoc,  Vol  83,  December  1990 


production  of  testosterone.  Testosterone  is  a pro- 
hormone, and  its  reduced  form,  dihydrotestosterone 
(DHT)  is  the  active  agent  responsible  for  prostatic 
growth  and  development.  About  90%  of  testosterone 
is  synthesized  by  the  testes,  and  the  rest  comes  from 
the  adrenals  (androstanedione  and  dehydroepi- 
androsterone).  Orchiectomy  is  effective  in  lowering 
serum  testosterone  by  95%.  It  is  an  effective  treat- 
ment in  Stage  D2  disease.  A segment  of  this  patient 
population  may  not  respond  due  to  the  presence  of 
hormonally  independent  cancer  cells.  The  hormon- 
ally irresponsive  cells  may  proliferate  and  account 
for  the  relapse.  When  orchiectomy  poses  a demas- 
culinizing  impact  on  an  individual,  exogenous  estro- 
gen in  the  form  of  diethylstilbestrol  (DES)  is  equally 
effective.  The  superiority  of  estrogen  over  orchiec- 
tomy has  never  been  established.  Hypophysectomy 
and  adrenalectomy  were  popular  several  decades  ago, 
but  replacement  steroids  were  necessary.  Hence 
these  procedures  have  fallen  by  the  wayside.  The  ad- 
vent of  LHRH  analogue  and  aminogluthetemide  pro- 
vide chemical  hypophysectomy  and  adrenalectomy. 
LHRH  administration  raises  the  testosterone  level 
initially,  but  downgrades  the  pituitary  (saturates  the 
androgen  receptors),  which  causes  chemical  orchiec- 
tomy by  diminishing  LH  release.  The  DHT  reaches 
castrate  levels  with  the  administration  of  this  agent. 
The  discovery  of  the  nonsteroidal,  antiandrogen 
flutamide  has  introduced  the  terms  “total”  and  “com- 
bination” therapy,  meaning  suppression  of  both  tes- 
ticular and  adrenal  androgens.17 

Clinical  trials  on  the  use  of  this  total  androgen  de- 
privation (flutamide  and  LHRH)  have  been  encourag- 
ing.18 Flutamide  blocks  the  translocation  of  andro- 
gen-receptor complex  to  the  cell  nucleus.19  Since  this 
unique  action  of  flutamide  is  at  the  cytoplasmic  level 
and  involves  DHT  receptor  complex,  it  does  not  inter- 
fere with  libido  or  potency.20  It  has  been  used  as  a 
monotherapy  both  in  Europe  and  in  the  United 
States.21  Determination  of  the  merit  of  using  either 
monotheraphy  or  combination  therapy  will  have  to 
await  the  results  of  ongoing  trials.  Flutamide  mono- 
therapy may  provide  a new  approach  in  the  treat- 
ment of  the  metastatic  prostate  disease  in  sexually 
active  men. 

Conclusion 

Nonhormonal  chemotherapy  of  metastatic  prostate 
cancer  remains  experimental.  Single  and  multiple 
agents  of  most  of  the  known  chemotherapeutic  drugs 
have  been  tested,  all  with  unencouraging  response.21 
However,  one  needs  to  keep  in  mind  these  agents  are 


used  as  a last  resort  in  patients  with  markedly  ad- 
vanced tumors  and  who  have  had  all  forms  of  treat- 
ment including  radiation  therapy.  The  current  surg- 
ing interest  in  this  very  common  disease,  coupled 
with  the  advent  of  new  treatment  modalities,  should 
provide  improved  future  prospects  for  patients  with 
prostatic  carcinoma.  (J) 
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Examination  of  394  cases  of  diabetic  ketoacidosis  pre- 
senting at  the  Children's  Hospital  of  Oklahoma  from 
1975  to  1987  has  indicated  a higher  frequency  of  very 
young  patients  with  low  insulin  requirements  and  fre- 
quent presentation  in  the  winter  months.  The  severity 
of  the  preceding  hyperglycemia  varies  widely  as  indi- 
cated by  the  range  of  glycosylated  hemoglobin  values  at 
the  time  of  diagnosis.  In  addition  we  have  identified 
measures  to  prevent  the  main  hazards  occurring  during 
therapy  which  are  related  to  potassium  replacement 
and  correction  of  dehydration  without  causing  cerebral 
edema.  The  general  principles  of  management  are  re- 
viewed and  we  have  selected  certain  aspects  for  em- 
phasis and  discussion  based  on  past  experience. 

The  epidemiology  of  type  I diabetes  has  been  drama- 
tically changing,  explaining  an  increase  in  newly 
diagnosed  cases  in  the  United  States  and  else- 
where.12 In  Britain  the  prevalence  appears  to  be 
doubling  every  decade.1'1  Our  experience  with  dia- 
betes presenting  during  infancy,  childhood,  and 
adolescence  is  similar  to  that  previously  recorded 
(Figs  1 and  2).  Our  higher  frequency  of  very  young 
patients  may  reflect  referral  bias  attributable  to  the 
need  for  tertiary  care  and  consultation  for  this  age 
group.  We  have  not  seen  a significant  difference  in  fre- 
quency or  age  distribution  due  to  sex  as  described 
previously.1  The  months  of  most  frequent  presenta- 
tion were  January,  February,  and  March,  and  in  some 
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years  this  followed  an  influenza  outbreak.  Although 
presentation  was  less  frequent  in  the  summer,  signif- 
icant peaks  were  observed  in  July  and  October.  In  our 
opinion  this  weak  association  with  viral  illness  re- 
flects decompensation  in  cases  with  low  beta  cell  re- 
serve following  a long  period  of  autoimmune  islet  cell 
damage.5 

A recognizable  sequence  of  clinical  events  corre- 
lates with  underlying  physiological  processes  and 
precedes  the  onset  of  severe  acidosis  and  hypergly- 
cemia. Polyuria,  polydipsia,  and  polyphagia  of  a few 
days’  or  weeks’  duration  is  induced  by  osmotic  diure- 
sis, and  this  triad  of  symptoms,  along  with  recent 
weight  loss,  should  strongly  suggest  diabetes  mel- 
litus  until  proven  otherwise.  Fortunately,  with  im- 
proved public  knowledge  about  diabetes,  the  diag- 
nosis is  usually  made  before  severe  dehydration, 
shock,  and  coma  ensue.  Nevertheless,  delays  in  diag- 
nosis still  occur  when  the  signs  and  symptoms  are 
mistakenly  interpreted  as  indications  of  urinary 
tract  infection  or  a respiratory  condition  without  ap- 
propriate testing  for  diabetes. 

The  severity  of  these  events  at  the  time  of  presen- 
tation determines  the  rate  of  correction  of  these  clin- 
ical abnormalities.  Each  case  requires  individual  as- 
sessment and  therapeutic  strategy.  Varying  severity 
of  hyperglycemia  precedes  the  onset  of  ketoacidosis, 
as  indicated  by  our  finding  of  a wide  range  of  glyco- 
sylated hemoglobin  results  at  the  time  of  presenta- 
tion (Fig  2). 

The  response  to  therapy  varies  with  the  age  of  the 
child,  the  duration  of  the  diabetes,  the  degree  of  de- 
hydration, and  the  associated  stresses.  These  vari- 
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Figure  1.  Age  of  onset  at  the  time  of  tirst  presentation  with  ketoacidosis  for  children  seen 
between  1975  and  1987  (n=  194). 


ables  must  be  recognized  when  estimating  fluid  re- 
quirements and  selecting  insulin  doses.  During  the 
course  of  therapy  serious  dangers  exist,  especially  in 
relation  to  potassium  replacement  and  fluid  shifts 
which  might  cause  cerebral  edema.68  The  correct 
handling  of  these  situtations,  based  on  past  experi- 
ence, has  been  reviewed.9  15  In  this  review  we  have 
selected  certain  aspects  for  emphasis  and  discussion, 
based  on  our  own  experience. 

Pathogenesis 

Insulin  deficiency.  Insulin  deficiency  may 
occur  in  either  undiagnosed  or  treated  children  with 
diabetes  mellitus.  In  both  cases,  ketoacidosis  may  be 
the  resulting  metabolic  derangement.  With  relative 
insulin  insufficiency,  the  passage  of  glucose  into  cells 
is  impaired,  and  the  mobilization  of  free  fatty  acids 
from  adipose  tissue  proceeds  rapidly.  This  process  is 
further  enhanced  by  the  lipolytic  action  of  stress- 
induced  release  of  glucagon,  norepinephrine,  cortico- 
steroids, and  growth  hormone,  which  promote  fatty 
acid  mobilization  and  subsequent  beta-oxidation  in 
hepatic  mitochondria  to  form  ketone  bodies.  Gluca- 
gon plays  a particularly  significant  role  in  the  de- 
velopment of  ketosis  by  enhancing  beta-oxidation.16 
As  a consequence,  the  major  ketone  bodies,  acetoace- 
tic  acid,  and  beta-hydroxybutyric  acid  cause 
metabolic  acidosis. 


“ Rebound ” or  Somogyi  phenomenon.  Stress 
hormones  increase  hepatic  glucose  production,  which 
results  in  osmotic  diuresis  and  consequent  dehydra- 
tion, along  with  ketone  body  formation.  The  osmotic 
diuresis,  accompanied  by  tissue  catabolism,  then  re- 
sults in  deficits  in  sodium,  potassium,  chloride,  and 
phosphate. 

Iatrogenic  administration  of  excessive  insulin 
may  cause  hypoglycemia  which  is  followed  by  “re- 
bound” hyperglycemia  and  ketosis.17  This  effect, 
known  as  the  Somogyi  phenomenon,1718  occurs  in  re- 
sponse to  insulin-induced  hypoglycemia,  which  is  fol- 
lowed by  a counterhormonal  response  with  resultant 
enhancement  of  glycolysis  and  fatty  acid  mobiliza- 
tion. The  hyperglycemia  and  ketosis  is  accentuated 
when  the  effect  of  the  previous  insulin  dose  wanes.19-20 
A second  injection  may  avoid  this  waning  effect  and 
consequent  proneness  to  fatty  acid  mobilization. 

This  offers  an  explanation  for  the  susceptibility  of 
poorly  controlled  subjects,  such  as  those  encountered 
by  Somogyi,18  to  the  effect  of  hypoglycemic-induced 
stress.  In  our  experience  the  Somogyi  phenomenon  is 
more  often  observed  in  noncompliant  patients  with 
chronically  unstable  blood  glucose  control,  for  which 
excessive  doses  of  insulin  have  been  prescribed. 

Lability  of  the  counterhormones  in  poorly  control- 
led diabetics  has  been  illustrated  by  Tamborlane  in 
a group  of  adolescents  who  were  studied  before  and 
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after  improved  control  using  continuous  subcutane- 
ous insulin  infusion.21  Two  weeks  of  improved  control 
with  the  insulin  pump  resulted  in  a significant  reduc- 
tion in  the  counterhormonal  responses  to  a standar- 
dized exercise  test.  This  suggests  that  well-controlled 
diabetics  are  protected  from  stress-induced  counter- 
hormonal  responses,  whereas  the  poorly  controlled 
“brittle”  diabetics  are  not,  explaining  why  poorly  con- 
trolled patients  are  prone  to  characteristic  rises  in 
blood  glucose  following  repeated  rises  in  cathechola- 
mines.  Furthermore,  reductions  in  blood  glucose 
from  very  high  concentrations  to  values  barely  above 
100  mg/dl  may  also  cause  counterhormonal  re- 
sponses,22 indicating  that  relative  rather  than  abso- 
lute hypoglycemia  may  be  the  trigger  for  the  rebound 
phenomenon. 

Clinical  Evaluation 

In  new  onset  diabetes  the  history  and  exmination  is 
essential  to  making  a diagnosis.  If  the  child  presents 
with  diabetes  for  the  first  time,  polyuria  and  thirst 
may  have  been  present  for  a few  weeks.  The  as- 
sociated weight  loss  is  secondary  to  dehydration  and 
tissue  catabolism.  Appetite  is  increased,  causing 
polyphagia,  the  third  component  of  the  classical  triad 
of  polyuria,  polydipsia,  and  polyphagia. 

A family  history  of  diabetes  and  other  autoim- 
mune diseases  is  supportive  evidence.  Although  Type 
I diabetes  does  not  follow  a Mendelian  pattern  of  in- 
heritance, the  incidence  ranges  from  2%  to  6%  in 
first-degree  relatives,23  and  the  predictability  is  in- 
creased by  histocompatibility  antigen  typing  and  de- 
tection of  islet  cell  antibodies.24 

In  cases  with  known  diabetes,  the  diagnosis  is 
more  obvious.  The  previously  diagnosed  child  with 
diabetes  mellitus  will  frequently  be  wearing  a med- 
ical identification  necklace  or  bracelet  (for  example, 
by  Medicalert)  which  indicates  the  diagnosis.  This  is 
important  time-saving  information  when  the  parents 
are  not  available.  Alternatively,  a history  from  a par- 
ent will  often  suggest  the  diagnosis. 

An  attempt  should  be  made  to  identify  the  pre- 
cipitating circumstances  primarily  responsible  for 
the  development  of  the  ketoacidosis,  such  as  (1)  a 
missed  insulin  dose,  (2)  progressive  deterioration  in 
control  associated  with  a decline  in  compliance  with 
the  usual  management  routine,  (3)  chronic  overin- 
sulinization,  (4)  psychosocial  stress,  (5)  drugs  and  al- 
cohol, (6)  infections  or  a second  illness,  and  (7)  trauma. 

Signs  & Symptoms 

Drowsiness  and  coma,  characteristic  of  a hyperosmo- 


lar state,  result  from  shrinkage  of  the  brain.  The  re- 
sulting gradient  results  in  a reversal  of  the  fluid  shift 
from  the  vascular  space  into  interstitial  and  intracel- 
lular spaces. 

In  severe  ketoacidosis,  there  is  always  an  as- 
sociated dehydration  manifested  by  sunken  eyes,  dry 
mouth,  and  decreased  tissue  turgor.  A recent  weight, 
if  taken  under  conditions  of  good  control,  will  aid  in 
estimating  the  percentage  of  dehydration,  which  is  at 
least  10%,  bearing  in  mind  that  tissue  catabolism 
contributes  to  the  weight  loss.  Characteristic  rapid, 
deep  breating  (Kussmaul  respiration)  is  a feature  of 
acidosis,  and  the  sweet  odor  of  acetone  may  fre- 
quently be  detected  on  the  child’s  breath.  In  many 
cases,  abdominal  pain,  which  is  attributed  to  stress- 
induced  gastrointestinal  spasm,  occurs  and  is  often 
associated  with  vomiting.  The  pain  usually  subsides 
with  treatment;  however,  tenderness  and,  occasion- 
ally, guarding  may  be  present.  Severe  and  prolonged 
ketosis  predisposes  to  infection  because  of  disturbed 
polymorphonuclear  phagocytosis;  thus  a blood  cul- 
ture, urine  culture,  and  chest  x-ray  should  be  consid- 
ered, particularly  in  new  cases.  Other  laboratory 
findings  include  a characteristic  leukocytosis  due  to 
stress  and  splenic  contraction,  and  hemoconcentra- 
tion  with  an  increased  BUN  occurs  secondary  to  the 
osmotic  diuresis. 

Comparison  With  Hypoglycemia 

The  unconscious,  insulin-treated  child  may  have 
hypoglycemia,  a condition  which  may  be  rapidly  diag- 
nosed using  a glucose  meter.  The  clinical  history  is 
of  shorter  duration  than  in  diabetic  ketoacidosis,  and 
there  is  no  dehydration  or  Kussmaul  breathing.  Hypo- 
thermia may  be  striking,  and  seizures  are  prone  to 
occur. 

Intravenous  dextrose,  1 ml  per  kilogram  of  50% 
dextrose  or  2-4  ml  per  kilogram  of  25%  dextrose  may 
be  given  intravenously  for  acute  hypoglycemia.  Alter- 
natively, glucagon  1 mg  intramuscularly  may  be 
given  in  an  emergency  situation  in  the  absence  of 
available  personnel  trained  to  give  an  intravenous 
dextrose  infusion.  If  the  index  of  suspicion  for  hypo- 
glycemia is  high,  dextrose  or  glucagon  may  be  given 
after  a blood  sample  for  glucose  is  obtained. 

Treatment 

Initially,  establishing  a good  airway  with  adequate 
ventilation  and  stabilizing  the  hemodynamics  are 
priorities.  The  aspiration  of  vomitus  may  be  avoided 
by  inserting  a nasogastric  tube. 

Laboratory  results  should  be  charted  on  a flow- 
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Figure  2.  Distribution  of  glycosylated  hemoglobin  (%HbAI  by  ion  exchange  column,  Isolab) 
for  cases  seen  at  clinic  visits  during  1987  (n=  171,  median  = 10.2)  compared  to  values  at 
presentation  with  ketoacidosis  during  a three-year  period  (n  = 38,  median  = 13.9). 


sheet  to  aid  rapid  assessment  of  progress.  A blood 
sample  is  taken  for  glucose,  electrolytes,  venous  pH, 
bicarbonate,  serum  acetone,  phosphate  and  ionized 
calcium,  and  a complete  blood  count.  A drop  of  ven- 
ous blood  sample  is  placed  on  a reagent  strip  for  an 
immediate  reading  with  a glucose  meter  to  provide 
early  information.  The  glucose  concentration  fails  to 
correlate  with  the  severity  of  the  acidosis25  and  may 
range  from  over  1000  mg/dl  to  under  300  mg/dl,  re- 
flecting the  contribution  of  hepatic  glucose  produc- 
tion.26 A glycosylated  hemoglobin  result  at  the  onset 
provides  information  as  to  the  long-term  glucose  con- 
trol. Transient,  stress-induced  hyperglycemia  is  as- 
sociated with  a normal  glycosylated  hemoglobin, 
whereas  diabetic  patients  have  higher  results,  indi- 
cative of  chronic  hyperglycemia,  particularly  when 
first  diagnosed  (Fig  2). 

Hyponatremia  is  common,  often  due  to  dilution  of 
the  intravascular  space  with  body  water  drawn  from 
the  interstitial  and  cellular  spaces  by  osmotic  attrac- 
tion. Urine  sodium  loss  as  ketoacid  salts  contributes 
to  hyponatremia.  In  a few  cases,  bicarbonate  loss 
leads  to  hyperchloremia,  which  requires  correction.27 
Rarely,  adrenal  insufficiency  may  cause  extreme 
hyponatremia  associated  with  hypotension,  in- 
creased sensitivity  to  insulin,  and  hyperpigmenta- 
tion. 

With  methods  for  measuring  the  sodium  concen- 


tration, a factitious  lowering  of  all  the  serum  values, 
including  sodium,  occurs  in  patients  with  hypertri- 
glyceridemia as  a consequence  of  the  displacement  of 
the  aqueous  phase  with  lipid.  In  this  situation,  the 
aqueous  infranate  should  be  measured  after  ultra- 
centrifugation28 which  can  be  conveniently  done 
using  a tabletop  ultracentrifuge  (Airfuge,  Beckman 
Co.).  An  alternative  method  is  to  extract  the  lipid 
with  a solvent  prior  to  serum  analysis. 

When  the  osmotic  diuresis  continues  until  water 
losses  are  maximal,  the  serum  sodium  increases  in 
association  with  hemoconcentration.  When  this  oc- 
curs, the  reserves  of  body  water  from  the  interstitial 
and  intracellular  spaces  (3rd  space)  have  become  de- 
pleted to  the  point  that  further  passage  of  water  into 
the  intravascular  space  is  markedly  reduced.  This 
situation  is  usually  associated  with  severe  acidosis 
and  impending  shock. 

Potassium  concentration  levels  may  be  increased, 
normal,  or  rarely  decreased6  at  the  onset  of  ketoacid- 
osis, depending  on  factors  such  as  tissue  catabolism, 
acidosis,  tissue  uptake,  and  renal  excretion.  An  in- 
creased aldosterone  secretion  in  response  to  hypo- 
volemia may  contribute  to  lowering  the  serum  potas- 
sium concentration. 

Low  arterial  or  venous  pH  and  decreased  plasma 
bicarbonate  are  typical  findings  in  ketoacidosis  and 
reflect  a metabolic  acidosis  with  an  increased  anion 
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gap  due  to  increased  endogenous  acid  production  in 
the  form  of  ketones  along  with  a small  amount  of  lac- 
tic acid. 

Intravenous  Fluids  and  Electrolytes 

It  is  usual  to  begin  immediate  treatment  of  dehydra- 
tion with  normal  saline  to  expand  the  intravascular 
volume  and  to  increase  peripheral  flow  and  replace 
sodium  loss  due  to  the  osmotic  diuresis.  The  infusion 
rate  should  be  10  ml  per  kilogram  or  more  for  the  first 
hour.  Half  the  estimated  initial  deficit,  in  addition  to 
maintenance  requirements,  should  be  given  during 
the  first  eight  to  twelve  hours.  The  remaining  deficit, 
plus  maintenance  requirements,  is  given  in  the  sub- 
sequent 16  to  24  hours,  or  over  a longer  period  if 
necessary,  depending  on  the  clinical  state  of  hydra- 
tion. Conventional  calculation  of  the  maintenance 
fluids  will  suffice,  provided  the  blood  glucose  is  not 
in  excess  of  the  renal  threshold  for  longer  than  3 
hours.  If  excessive  and  prolonged  hyperglycemia  is 
present,  maintenance  fluid  requirements  may  be  cal- 
culated as  the  sum  of  the  ongoing  losses  in  the  urine 
and  the  insensible  water  loss.  Fluid  balance,  as  indi- 
cated by  the  difference  in  fluid  intake  and  output, 
should  be  retrospectively  assessed  at  least  every  4 
hours,  and  appropriate  adjustments  should  be  made 
to  the  infusion  rate. 

Volume  loading  with  large  amounts  of  crystalloid 
solution29  results  in  a hyperoncotic  load  that  may  con- 
tribute to  the  development  of  subclinical  or  overt 
cerebral  edema.30  31  Rapid  glucose  lowering  (>90mg/ 
dl/hr)  with  associated  loss  of  osmoles  from  the  vascu- 
lar space  or  infusion  of  hypotonic  solutions  also  may 
be  contributory;  however,  an  etiologic  role  for  the  rate 
of  blood  glucose  correction  or  the  speed  of  hydration 
has  been  controversial,32  33  indicating  the  existance  of 
unknown  factors. 

Insulin 

In  order  to  reduce  hyperglycemia  and  to  re-establish 
the  antilipolytic  and  antiketogenic  effect  of  insulin, 
it  is  necessary  to  maintain  consistent  insulinization. 
To  achieve  this  goal,  the  most  effective  regime  has 
been  found  to  be  continuous  intravenous  infusion  of 
low  dose  regular  human  insulin.34,35  This  route  is  pre- 
ferable because  complete  absorption  of  subcutaneous 
insulin  may  not  occur  until  rehydration  is  underway. 
The  dose  administered  should  achieve  serum  insulin 
levels  within  a therapeutic  range  (20  to  200  micro- 
units per  milliliter)  so  that  there  will  be  sufficient  cir- 
culating insulin  to  saturate  cellular  receptor  sites 
and  achieve  the  necessary  metabolic  effects. 


Efficacy  and  convenience  support  the  use  of  insu- 
lin infusion  of  low  dose  if  certain  biochemical  criteria 
of  severity  are  met,  such  as  a blood  glucose  greater 
than  300  mg/dl  or  venous  pH  less  than  7.3,  with  a 
bicarbonate  less  than  15  mEq/1.  Under  these  condi- 
tions, the  serum  acetone  is  usually  positive  in  a 1:2 
dilution  or  more.  Usually,  an  initial  dose  of  0.1  units 
of  insulin  per  kilogram  is  given  as  an  intravenous 
bolus,  followed  by  an  infusion  dose  of  0.1  units  per 
kilogram  per  hour.  The  latter  is  administered  by  di- 
luting the  insulin  with  normal  saline  to  a concentra- 
tion of  0.5  units  of  regular  insulin  per  milliliter.  The 
insulin  is  conveniently  mixed  in  a 250  ml  bag  of  nor- 
mal saline  by  adding  125  units  of  regular  human  in- 
sulin. This  should  be  checked  by  a colleague  or  team 
member.  The  insulin  should  be  remixed  every  12 
hours.  The  insulin  is  then  infused  via  a Y connection, 
the  other  arm  of  the  Y being  connected  to  the  replace- 
ment fluids.  The  drip  rates  of  the  infusions  are  mon- 
itored mechanically.  Before  running  the  insulin  infu- 
sion, about  the  first  10  units  (20  ml)  is  discarded, 
allowing  the  insulin  to  saturate  the  plastic  tubing 
and  avoiding  an  initial  insulin  deficit  due  to  its  bind- 
ing to  the  plastic. 

In  exceptional  patients  with  extreme  salt  and 
water  depletion  associated  with  hypovolemia,  the 
intravascular  volume  is  partially  maintained  by  a 
high  blood  glucose  concentration,  which  osmotically 
draws  fluid  from  intracellular  and  interstitial  spaces. 
A decrease  in  blood  glucose  under  these  circumstances 
might  precipitate  severe  shock.  It  is  advisable,  there- 
fore, to  withhold  the  insulin  for  15  to  30  minutes  or 
to  administer  a sufficiently  low  dose  to  inhibit  keto- 
genesis  without  significantly  decreasing  the  blood 
glucose.36  Cases  presenting  initially  with  hypoten- 
sion should  be  treated  with  colloid  infusion  in  the 
form  of  a plasmanate  or  human  albumin  infusion  (20 
ml/kg)  over  20  minutes.  Central  venous  pressure 
monitoring  is  indicated  to  ensure  that  the  pressure 
can  be  increased  above  5 mm  Hg  by  the  colloid  infu- 
sion. 

In  the  usual  case,  the  decrease  in  blood  sugar  over 
the  first  few  hours  is  predictable  and  should  occur  at 
a rate  of  60  to  90  mg/dl  each  hour.  The  infusion  rate 
of  insulin  may  be  increased  or  decreased  according  to 
the  rate  of  glucose  decline.  Usually  infants  and  chil- 
dren below  age  5 years  are  very  sensitive  to  insulin 
and  require  a half  or  quarter  of  the  usual  0.1  unit/kg/ 
hour  infusion  dose.  To  prevent  an  excessive  decrease 
in  blood  glucose,  5%  dextrose  is  added  to  the  infusion 
solution  when  the  blood  glucose  decreases  to  below 
250  mg/dl. 
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Circulating  insulin  levels  are  maintained  by  con- 
tinuing the  insulin  infusion  until  the  pH  is  above  7.3. 
The  continuation  of  the  insulin  infusion  will  facili- 
tate the  correction  of  the  acidosis,  which  often  lags 
behind  changes  in  blood  glucose.  A subcutaneous  in- 
jection of  intermediate-acting  insulin  should  be 
given  at  least  an  hour  before  discontinuing  the  insu- 
lin infusion.  This  avoids  a potential  gap  in  insulin 
supply  and  prevents  counterhormone-induced  lipo- 
lysis  and  ketosis. 

Potassium 

In  the  insulin-deficient  state,  progressive  intracellu- 
lar depletion  of  potassium  is  associated  with  the 
period  of  protein,  glycogen,  and  fat  catabolism  during 
the  days  or  weeks  prior  to  the  onset  of  ketoacidosis. 
A total  body  potassium  deficit  exists  even  though  nor- 
mal or  high  serum  concentrations  are  recorded.  After 
insulin  treatment,  a fall  in  the  serum  level  is  inevit- 
able, concurrent  with  the  intracellular  diffusion  of 
glucose  and  correction  of  the  acidosis.  Therefore,  if 
potassium  is  not  replaced  early,  cardiac  function  will 
be  endangered.  Good  peripheral  perfusion  is  essen- 
tial prior  to  the  infusion  of  potassium  because  the  ad- 
ministration of  potassium  to  a shocked  and  dehy- 
drated patient  with  low  urine  output  could  induce 
dangerous  hyperkalemia. 

Potassium  should  be  infused  shortly  after  the 
intravenous  insulin  infusion  is  started  because  of  the 
immediate  action  of  insulin  and/or  bicarbonate 
therapy  on  the  intracellular  passage  of  potassium, 
which  could  lead  to  cardiac  arrest  when  serum  potas- 
sium reserves  are  inadequate. 

A dose  of  30  to  40  mEq  of  potassium  is  added  to 
each  liter  of  the  intravenous  solution.  Larger  doses 
may  be  necessary  in  the  treatment  of  severely  acido- 
tic  and  potassium-depleted  patients.  It  is  recom- 
mended that  the  potassium  be  given  as  a mixture  of 
buffered  potassium  phosphate  and  potassium  chlo- 
ride. The  potassium  deficit  is  calculated  as  5 mEq/kg 
and  phosphate  deficit  as  3 mEq/kg.  Replacement  of 
the  phosphate  deficit  improves  oxygen  delivery  to  tis- 
sues by  repleting  red  blood  cell  2,  3-diphosphogly- 
cerate  so  that  impairment  in  brain  and  myocardial 
oxygenation  is  prevented.37  Determination  of  an  ini- 
tial ionized  calcium  is  also  advisable,  since  too  much 
phosphate  may  precipitate  with  calcium  and  de- 
crease the  serum  calcium  level. 

When  in  doubt  about  serum  potassium,  im- 
mediate information  may  be  obtained  by  an  EKG.  If 
hypokalemia  is  present,  prolongation  of  the  QT  inter- 
val with  wide  low  amplitude  T waves  will  be  seen. 


Bicarbonate 

A major  concern  is  whether  to  treat  the  acidosis  with 
bicarbonate.2738-40  It  has  been  observed  that  the  addi- 
tion of  bicarbonate  to  patients  with  severe  ketoacido- 
sis does  not  affect  recovery.39  The  consensus  is  to  use 
bicarbonate  sparingly  because  of  possible  unfavora- 
ble effects  when  bicarbonate  is  used  in  excess.38 
Theoretical  reasoning,  based  on  limited  experimen- 
tal evidence,40  is  that  bicarbonate  is  converted  to  car- 
bon dioxide,  which  crosses  the  blood  brain  barrier 
and  causes  intracerebral  acidosis  due  to  the  forma- 
tion of  carbonic  acid.  This  would  be  undesirable  if  the 
level  of  consciousness  is  already  impaired;  however, 
specific  advantages  of  bicarbonate  use  must  be 
weighed  against  possible  disadvantages  such  as 
promotion  of  intracerebral  -acidosis;  alkalosis  and 
shifting  the  oxygen  dissociation  curve  to  the  left,  re- 
sulting in  decreased  oxygen  delivery  to  tissue;  and  ac- 
celerating the  entry  of  potassium  into  the  intracellu- 
lar space,  resulting  in  hypokalemia. 

It  is  known  that  depressive  effects  of  acidosis  on 
the  respiratory  minute  volume  and  myocardial  con- 
tractility occur  below  a blood  pH  of  7.1. 4142  Thus, 
when  the  pH  is  less  than  7.1  or  when  the  bicarbonate 
is  below  10  mEq/1,  we  recommend  the  administration 
of  bicarbonate  to  preserve  optimal  cardiac  function. 
The  bicarbonate  dose  is  calculated  to  attain  partial 
correction  to  an  actual  concentration  of  15  mEq/1. 
This  is  done  by  using  a formula  that  is  based  on  cal- 
culating the  amount  of  bicarbonate  needed  to  diffuse 
throughout  the  extracellular  space.  The  formula  is  as 
follows: 

Correction  dose  (mEq)  = body  weight  (kg)  x 0.6  x 15-bicarbonate  (mEq) 

Alternatively,  a dose  calculated  as  2 mEq/kg  is  a 
conservative  estimate.  The  bicarbonate  should  not  be 
given  as  a bolus  that  represents  a significantly  high 
osmolar  load,  and  the  concentration  should  not  ex- 
ceed 80  mEq/1.  Therefore,  giving  half  the  calculated 
amount  by  slow  intravenous  infusion  over  30  minutes 
and  the  remainder  over  4 to  6 hours  is  appropriate. 
When  the  pH  exceeds  7.25,  additional  bicarbonate  is 
no  longer  necessary. 

Conversion  of  ketoacid  salts  to  bicarbonate,  a pro- 
cess enhanced  by  insulin  administration,  contributes 
to  the  correction  and  further  supports  the  argument 
for  calculating  only  partial  correction  of  the  bicar- 
bonate deficit.  However,  some  allowance  should  be 
made  for  patients  with  hyperchloremic  acidosis  who 
tend  to  recover  more  slowly  although  they  have  less 
of  an  anion  gap.27 

It  should  be  remembered  that  testing  for  ketones 
with  nitroprusside  reagents  (strips  or  tablets)  may  be 
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misleading  because  most  of  the  ketones  initially  will 
be  in  the  form  of  beta-hydroxybutyric  acid,  which 
does  not  react  with  nitroprusside,  whereas  acetoace- 
tic  acid  will.  During  effective  therapy,  beta-hydro- 
xybutyric acid  will  be  converted  to  acetoacetic  acid. 
Thus,  the  ketones  may  appear  to  increase  during  the 
recovery  period  when  tested  with  these  reagents,  al- 
though the  level  of  beta-hydroxybutyric  acid  de- 
creases substantially. 

Convalescent  Phase 

To  prevent  aspiration  of  gastric  contents  in  the  event 
of  vomiting,  there  should  be  no  ingestion  of  food  or 
fluids  during  severe  acidosis.  Appetite  usually  re- 
turns when  the  acidosis  is  corrected,  and  a normal 
diet  can  be  gradually  introduced.  When  the  electro- 
lytes are  normal  and  when  the  serum  pH  is  above  7.3, 
it  is  safe  to  allow  the  child  a liquid  diet,  with  the  pro- 
vision that  hypotonic  fluids  (which  could  precipitate 
cerebral  edema)  are  avoided.  Careful  recording  of 
fluid  intake  and  output  should  continue  until  com- 
plete correction  is  attained,  usually  within  a 48-hour 
period. 

It  is  good  practice  to  commence  with  a dose  of  sub- 
cutaneous insulin  the  morning  following  initial 
intravenous  therapy,  or  at  another  convenient  start- 
ing point.  Estimation  of  the  dose  is  a question  of  judg- 
ment that  is  made  based  on  the  response  to  insulin 
observed  during  correction,  previous  insulin  dosages 
in  diagnosed  cases,  and  age.  Infants  and  young  chil- 
dren are  insulin-sensitive  and  may  require  no  more 
than  0.25  units/kg/day  given  as  a single  daily  dose  of 
intermediate-acting  insulin.  Older  children  and  ado- 
lescents require  a total  dose  of  0.5  to  1.5  units/kg/day 
given  as  combined  doses  of  intermediate-  and  short- 
acting insulins  before  breakfast  and  supper. 

During  the  ensuing  months,  the  newly  diagnosed 
case  may  transiently  require  less  insulin,  after  which 
a decline  in  endogenous  insulin  reserves  leads  to  in- 
creased dose  requirements.  Somatic  growth,  in- 
creases in  counterhormonal  responses,  and  stresses 
of  adolescence  may  contribute  to  an  increased  insulin 
demand.  Excessive  insulin  may  lead  to  repeated 
hypoglycemia  associated  with  a corresponding  coun- 
terhormonal response,  a situation  leading  to  continu- 
ous fluctuations  in  blood  glucose  and  a predisposition 
to  ketoacidosis,  as  discussed  previously. 

In  order  to  determine  an  approximate  dose  re- 
quirement, most  children  will  need  a short  period  of 
in-hospital  adjustment  during  which  blood  sugars 
are  monitored  under  conditions  that  simulate  the 
home  environment  with  respect  to  diet  and  activity. 


The  initial  period  after  diagnosis  is  an  important 
phase  of  therapy  that  involves  education  and  encour- 
agement of  both  parents  and  child,  with  considera- 
tion of  factors  such  as  age,  level  of  education,  matur- 
ity, and  acceptance  of  diabetes. 

Ultimate  success  will  depend  on  good  communica- 
tion with  a health  care  team  consisting  of  a physi- 
cian, diabetes  nurse  educator,  and  a dietitian,  with 
additional  availability  of  social  workers  and  psychol- 
ogists. Following  discharge,  good  telephone  contact 
should  be  ensured  so  that  decisions  on  dose,  diet,  and 
activity  changes  can  be  discussed  between  clinic  vis- 
its. If  possible,  other  members  of  the  family  should 
be  progressively  involved  in  the  education  process  so 
that  a strong  support  system  is  developed  between 
the  patient  and  family,  with  sufficient  confidence  to 
manage  the  diabetes  during  future  years.  (J) 
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Coming  next  month 

January  will  feature  the  next  biography  in  the  Journal’s  Leaders  in  Medicine 
series.  Also  being  prepared  for  publication  are  papers  on  brachial  plexus 
neuropathy  and  cocaine  metabolites  in  pre-Columbian  mummy  hair,  as  well 
as  a report  on  how  physicians  can  help  recruit  nurses. 
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Medical  Student  Career  Choices  — 

The  University  of  Oklahoma  College  of  Medicine  Experience, 
1981-1990 


R.  Timothy  Coussons,  MD;  F.  Daniel  Duffy,  MD 


This  is  the  second  of  several  articles  dealing  with  med- 
ical education  and  recruitment  in  Oklahoma  and  gener- 
ated at  the  request  of  the  OSMA-OUHSC  Liaison  Com- 
mittee. The  articles  were  sought  out  and  submitted  with 
the  assistance  of  Edward  N.  Brandt,  Jr.,  MD,  PhD,  execu- 
tive dean  of  the  University  of  Oklahoma  College  of 
Medicine. 

The  dramatic  and  significant  changes  occurring  in 
the  practice  of  medicine  in  the  United  States  dur- 
ing the  last  decade  have  prompted  efforts  to  predict 
the  number  of  physicians  that  will  be  required  in 
various  medical  specialties  to  meet  the  nation’s 
changing  health  needs.  This  paper  reports  initial 
career  choices  of  graduating  senior  medical  students 
at  the  University  of  Oklahoma  College  of  Medicine 
during  the  last  10  years,  comparing  those  choices  to 
those  made  by  students  nationwide.  Several  factors 
that  may  influence  medical  student  career  choices 
are  also  discussed. 

Table  1 summarizes  the  career  choices  of  graduat- 
ing senior  medical  students  from  the  University  of 
Oklahoma  College  of  Medicine,  Oklahoma  City  and 
Tulsa  campuses,  for  the  years  1981  through  1990. 
Table  2 displays  comparable  career  choices  for  all 
graduating  seniors  from  US  medical  schools  for  the 
same  period.  Both  the  number  and  the  percentage  of 
students  in  each  class  selecting  various  subspecial- 
ties are  listed.  Since  medical  student  class  size  has 
fallen  at  our  school  during  the  decade  of  the  eighties 

Direct  correspondence  to  F.  Daniel  Duffy,  MI).  Department  of  Internal  Medicine,  Univer- 
sity of  Oklahoma  College  of  Medicine  Tulsa.  2808  South  Sheridan,  Tulsa,  OK  74129 


(as  it  has  in  many  US  schools),  examining  the  per- 
centage of  students  selecting  a given  discipline  per- 
mits year-to-year  comparisons.  The  National  Resi- 
dent Matching  Plan,  which  began  in  the  early  1950s, 
has  developed  into  a sophisticated  computerized 
mechanism  that  allows  medical  students  to  apply  to 
a large  number  and  wide  range  of  residency  pro- 
grams and  is  utilized  by  over  99%  of  graduating 
senior  medical  students.  The  career  choices  listed 
represent  the  first  postgraduate  year  (PGY1)  experi- 
ence chosen  at  the  time  of  graduation,  and  some  por- 
tion of  the  choices  in  internal  medicine,  general 
surgery,  and  transitional  may  be  a “preliminary 
year”  required  for  entry  into  a medical  or  surgical 
specialty.  The  transitional  program  is  an  outgrowth 
of  the  previous  rotating  internship  and  is  a pathway 
to  a range  of  career  choices  including  surgical  and 
medical  specialties. 

Since  disciplines  such  as  emergency  medicine 
have  only  recently  begun  to  accept  graduating  senior 
students  into  their  specialty  training  program,  com- 
parative data  may  be  limited  to  a few  years  in  these 
areas.  Of  97  medical  students  on  the  Oklahoma  City 
campus  participating  in  the  recently  completed  1990 
match,  over  80%  received  their  first  or  second  career 
choice.  Fifty-six  percent  of  these  students  chose  to  re- 
main in  Oklahoma  for  their  residency  training 
period.  This  compares  favorably  with  data  that  dem- 
onstrate that  for  the  1970-1979  period,  approxi- 
mately 56%  of  our  graduates  eventually  practice 
within  the  state  of  Oklahoma,  ranking  us  26th 
among  112  medical  schools  regarding  percent  of  grad- 
uates practicing  within  the  state  . < continued ) 
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Table  1.  University  of  Oklahoma  College  of  Medicine  Graduating  Seniors  Matched  to  PGY1  by  Specialty  1981-1990 

(Oklahoma  City  and  Tulsa  Campuses) 


1981 

1982 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Family  Medicine 

21 

12 

28 

17 

24 

15 

41 

24 

29 

17 

25 

15 

33 

21 

18 

11 

7 

5 

6 

4 

Internal  Medicine 

42 

25 

54 

33 

34 

21 

41 

24 

53 

31 

44 

27 

39 

25 

45 

28 

33 

24 

40 

29 

Pediatrics 

15 

9 

9 

5 

8 

5 

17 

10 

19 

11 

14 

9 

8 

5 

12 

7 

8 

6 

10 

7 

Obstetrics/Gynecology 

8 

5 

6 

4 

12 

7 

5 

3 

6 

4 

11 

7 

11 

7 

8 

5 

6 

4 

9 

7 

Medicine/Pediatrics 

0 

0 

0 

0 

0 

0 

0 

0 

1 

1 

2 

1 

1 

1 

0 

0 

6 

4 

4 

3 

Psychiatry 

9 

5 

7 

4 

14 

9 

10 

6 

13 

8 

10 

6 

15 

10 

12 

7 

15 

11 

10 

7 

Neurology 

2 

1 

1 

1 

2 

1 

1 

1 

3 

2 

2 

1 

1 

1 

3 

2 

1 

1 

0 

0 

Ophthalmology 

1 

1 

2 

1 

3 

2 

6 

3 

0 

0 

0 

0 

0 

0 

2 

1 

4 

3 

0 

0 

Surgery 

18 

11 

18 

11 

21 

13 

13 

7 

14 

8 

13 

8 

9 

6 

27 

17 

18 

13 

18 

13 

Neurosurgery 

1 

1 

0 

0 

2 

1 

0 

0 

1 

1 

0 

0 

1 

1 

0 

0 

1 

1 

0 

0 

Orthopaedic  Surgery 

3 

2 

3 

2 

7 

4 

6 

3 

6 

4 

6 

4 

4 

3 

2 

1 

8 

6 

3 

2 

Otorhinolaryngology 

2 

1 

3 

2 

2 

1 

3 

2 

2 

1 

3 

2 

2 

1 

0 

0 

1 

1 

1 

1 

Urology 

1 

1 

4 

2 

5 

3 

4 

2 

4 

'2 

3 

2 

2 

1 

3 

2 

2 

1 

2 

1 

Anesthesiology 

10 

6 

11 

7 

16 

10 

10 

6 

6 

4 

9 

6 

9 

6 

11 

7 

15 

11 

15 

11 

Emergency  Medicine 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

2 

1 

2 

1 

2 

1 

5 

4 

Pathology 

3 

2 

0 

0 

6 

4 

2 

1 

2 

1 

4 

2 

1 

1 

0 

0 

1 

1 

0 

0 

Physical  Medicine 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

1 

1 

1 

2 

1 

3 

2 

0 

0 

Radiology 

7 

4 

9 

5 

3 

2 

6 

3 

6 

4 

5 

3 

7 

4 

6 

4 

3 

2 

5 

4 

Transitional 

27 

16 

10 

6 

4 

2 

9 

5 

6 

4 

9 

6 

10 

6 

8 

5 

5 

4 

8 

6 

TOTAL 

170 

102 

165 

100 

163 

100 

174 

100 

171 

103 

161 

100 

156 

101 

161 

99 

139 

101 

136 

99 

Source:  OUHSC  5/90 

Table  2 

. US  Graduates  Matched  to  PGY1  by  Specialty  1981  Through  1990 

1981 

1982 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

FAMPRC 

1727 

13.6 

1757 

13.5 

1681 

13.1 

1773 

13.0 

1626 

11.8 

1680 

12.2 

1728 

12.7 

1494 

11.1 

1468 

11.1 

1418 

10.9 

INT  MD 

4327 

34.0 

4484 

34.4 

4511 

35.0 

4779 

35.2 

4997 

36.3 

4994 

36.3 

4781 

35.2 

4846 

35.9 

4744 

35.9 

4569 

35.2 

PEDIAT 

1241 

9.8 

1203 

9.2 

1182 

9.2 

1271 

9.4 

1287 

9.4 

1366 

9.9 

1366 

10.0 

1313 

9.7 

1256 

9.5 

1286 

9.9 

OB/GYN 

810 

6.4 

841 

6.5 

807 

6.3 

844 

6.2 

828 

6.0 

866 

6.3 

828 

6.1 

903 

6.7 

883 

6.7 

925 

7.1 

PSYCH 

489 

3.8 

541 

4.2 

496 

3.9 

497 

3.7 

600 

4.4 

651 

4.7 

675 

5.0 

745 

5.5 

722 

5.5 

644 

5.1 

MEDSPC 

44 

0.3 

50 

0.4 

57 

0.4 

56 

0.4 

63 

0.5 

44 

0.3 

50 

0.4 

48 

0.4 

45 

0.3 

38 

0.3 

DERMAT 

6 

6 

6 

5 

5 

5 

6 

6 

9 

15 

NEUROL 

24 

30 

34 

30 

35 

22 

30 

24 

22 

15 

OPHTHM 

14 

14 

17 

21 

23 

17 

14 

18 

14 

8 

GEN  SG 

1769 

13.9 

1777 

13.6 

1711 

13.3 

1831 

13.5 

1862 

13.5 

1796 

13.1 

1703 

12.5 

1647 

12.2 

1532 

11.6 

1501 

11.6 

SURGSP 

356 

2.8 

490 

3.8 

485 

3.8 

470 

3.5 

461 

3.4 

450 

3.3 

469 

3.4 

538 

4.0 

547 

4.1 

539 

4.2 

NEURSG 

34 

37 

40 

25 

29 

27 

27 

24 

23 

25 

ORTHOP 

237 

287 

291 

294 

287 

307 

335 

402 

415 

400 

OTOLAR 

39 

87 

72 

43 

39 

39 

34 

42 

40 

42 

UROLOG 

46 

75 

80 

103 

100 

71 

66 

64 

63 

65 

PLSTSG 

4 

2 

5 

6 

6 

7 

6 

6 

7 

SUPPSP 

878 

6.9 

881 

6.8 

1085 

8.4 

1151 

8.5 

1057 

7.7 

1007 

7.3 

1022 

7.5 

1017 

7.5 

1108 

8.4 

1172 

9.0 

ANESTH 

291 

343 

332 

368 

339 

268 

249 

219 

200 

251 

EMERMD 

168 

189 

221 

242 

264 

278 

297 

337 

PATHOL 

244 

236 

265 

263 

190 

197 

209 

184 

253 

243 

PHYSMD 

37 

36 

56 

65 

62 

63 

66 

73 

84 

71 

PREVMD 

0 

0 

0 

0 

3 

1 

2 

4 

2 

5 

DX  RAD 

291 

251 

250 

252 

219 

223 

221 

252 

262 

258 

RX  RAD 

15 

15 

14 

13 

23 

13 

11 

7 

9 

5 

NUCMED 

1 

1 

0 

0 

0 

0 

1 

2 

TRANS 

1083 

8.5 

999 

7.7 

859 

6.7 

916 

6.7 

972 

7.1 

902 

6.6 

974 

7.2 

945 

7.0 

910 

6.9 

864 

6.7 

TOTAL 

12724 

100 

13023 

100 

12874 

100 

13588 

100 

13753 

100.0 

13753  100.0 

13596  100.0 

13496  100.0 

13215 

100.0 

12976 

100.0 

Source:  NRMP  4/90 
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Primary  Care  as  a Career  Choice 
Percent  Choosing  Primary  Care  1981-1990 


1981 

1982 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

100  75  50  25  0 25  50  75  100 

All  Grads  Grads  with  Dist. 

Source:  OUHSC  5/90 


Figure  1. 


There  has  been  much  concern  on  the  national 
scene  regarding  the  numbers  and  quality  of  individu- 
als selecting  primary  care  (family  medicine,  internal 
medicine,  pediatrics,  and  ob-gyn)  over  the  last  sev- 
eral years.12  3 Figure  1 demonstrates  the  number  and 
percentage  of  all  of  our  graduates  compared  to  our 
graduates  with  distinction  who  select  primary  care, 
the  latter  group  representing  generally  10%  to  15% 
of  a given  graduating  class  in  recognition  of  their  out- 
standing academic  achievement  during  four  years  of 
medical  school.  A downward  trend  in  the  selection  of 
primary  care  careers  appears  among  all  of  our  grad- 
uates, although  no  dramatic  reduction  is  evident 
through  the  past  decade.  In  the  years  1983,  1984, 
1985, 1987,  and  1988,  those  graduating  “with  distinc- 
tion” selected  primary  care  as  a career  choice  by  a sig- 
nificantly reduced  percentage  when  compared  to  all 
students.  For  the  decade,  the  average  of  all  graduates 
selecting  primary  care  was  53.5%,  as  contrasted  to 
43.7%  for  graduates  “with  distinction.”  Students 
graduating  with  honors  or  distinction  at  most  medi- 
cal schools  are  likely  to  have  a wider  choice  of  career 
options  and  seem  to  be  seeking  careers  other  than  pri- 
mary care,  with  a notable  shift  away  from  internal 
medicine.4 

Another  interesting  aspect  of  the  career  choice 
equation  is  the  comparison  of  the  number  of  training 
program  positions  offered  with  those  filled  by  appli- 
cants. Table  3 shows  for  the  years  1984  through  1990 
the  number  of  positions  offered  by  various  training 
programs  within  the  US  and  the  percent  filled  by  US 
graduating  seniors  (%  US)  as  well  as  total  applicants 


(includes  US  students  who  have  graduated  in  previ- 
ous years  and  are  redirecting  their  careers,  Canadian 
graduates,  osteopathic  physicians,  and  foreign  medi- 
cal graduates).  The  listings  for  family  medicine,  in- 
ternal medicine,  and  pediatrics,  which  represent  the 
bulk  of  primary  care,  show  a significant  decline  in 
the  percent  of  positions  filled  by  US  seniors.  Analysis 
of  these  data  is  complicated  by  the  fact  that  the 
number  of  positions  in  a given  discipline  varies  from 
year  to  year,  with  a general  overall  increase  particu- 
larly in  internal  medicine.  This  increase  in  number 
of  positions  offered  has  generally  reflected  the  needs 
of  large  metropolitan  hospitals  to  meet  patient  care 
obligations  rather  than  expanded  educational  objec- 
tives. The  number  of  PGY1  positions  in  Oklahoma 
over  the  decade  has  changed  very  little  and  for  inter- 
nal medicine  was  steady  at  40.  Figure  2 shows  for 
1990  the  percentage  of  positions  filled  by  graduating 
US  seniors  and  all  other  applicants  in  family 
medicine,  internal  medicine,  pediatrics,  ob-gyn,  psy- 
chiatry, general  surgery,  orthopedic  surgery,  anes- 
thesia, emergency  medicine,  pathology,  radiology, 
and  transitional  programs.  Over  90%  of  the  available 
positions  were  filled  in  ob-gyn,  orthopedic  surgery, 
emergency  medicine,  and  diagnostic  radiology. 

Figure  3 shows  the  percentage  of  US  students  in 
1990  who  listed  choices  for  programs  of  only  one  spe- 
cialty and  went  unmatched.  Orthopedic  surgery, 
obstetrics,  and  gynecology,  general  surgery,  and  diag- 
nostic radiology  all  show  a high  percentage  of  un- 
matched US  students,  reflecting  their  desirability  as 
specialty  choices  among  recent  graduates.  The  pri- 
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Table  3.  PGY1  Positions  Offered  and  Filled  in  the  Match  by  US  Graduates  and  Total  Applicants  From  1984  Through  1990 


1984 

1985 

1986 

1987 

1988 

1989 

1990 

Positions 

Positions 

Positions 

Positions 

Positions 

Positions 

Positions 

rd  Filled 

Offrd  Filled 

Offrd  Filled 

Offrd  Filled 

Offrd  Filled 

Offrd  Filled 

Offrd  Filled 

% % 

% % 

% % 

% % 

% % 

% % 

% % 

US  Tot 

US  Tot 

US  Tot 

US  Tot 

US  Tot 

US  Tot 

US  Tot 

Family 


Practice 

Internal 

2359 

75.2 

85.2 

2372 

68.5 

80.0 

2390 

70.3 

82.0 

2395 

72.2 

82.6 

2412 

61.9 

73.3 

2456 

59.8 

71.1 

2393 

59.3 

70.4 

Medicine 

6579 

72.6 

87.7 

6736 

74.2 

90.5 

6912 

72.3 

86.6 

7076 

67.6 

82.3 

7272 

66.6 

83.3 

7467 

63.5 

80.4 

7442 

61.4 

79.4 

Pediatrics 

1915 

66.4 

87.9 

1899 

67.8 

89.0 

1944 

70.3 

88.6 

2009 

68.0 

86.1 

2036 

64.5 

81.5 

2068 

60.7 

80.0 

2052 

62.7 

81.3 

Obstetrics/Gyn 

1014 

83.2 

96.5 

1021 

81.1 

94.9 

1048 

82.6 

92.9 

1031 

80.3 

89.9 

1043 

86.6 

94.1 

1061 

83.2 

94.9 

1076 

86.0 

97.0 

Psychiatry 

Medical 

879 

56.5 

75.2 

902 

66.5 

81.9 

932 

69.8 

83.9 

987 

68.4 

83.6 

1097 

67.9 

85.0 

1095 

65.9 

81.9 

1135 

58.5 

76.0 

Specialty* 

90 

62.2 

71.1 

91 

69.2 

73.6 

80 

55.0 

65.0 

73 

68.5 

80.8 

69 

69.6 

84.1 

72 

62.5 

73.6 

81 

46.9 

65.4 

Dermatology 

6 

83.3 

83.3 

5 100.0  100.0 

9 

55.6 

55.6 

7 

85.7 

85.7 

7 

85.7  100.0 

9 

100.0  100.0 

15  100.0  100.0 

Neurology 

59 

50.8 

61.0 

59 

59.3 

62.7 

50 

44.0 

58.0 

47 

63.8 

78.7 

42 

57.1 

76.2 

44 

50.0 

65.9 

51 

29.4 

54.9 

Ophthalmology 

General 

25 

84.0 

92.0 

27 

85.2 

92.6 

21 

81.0 

85.7 

19 

73.7 

84.2 

20 

90.0 

95.0 

19 

73.7 

78.9 

15 

53.3 

66.7 

Surgery 

Surgical 

2330 

78.6 

89.9 

2310 

80.6 

88.9 

2322 

77.3 

85.9 

2282 

74.6 

83.1 

2270 

72.6 

80.8 

2218 

69.1 

77.7 

2255 

66.6 

75.7 

Specialty* 

532 

88.3 

96.1 

530 

87.0 

96.0 

504 

89.3 

98.0 

537 

87.3 

97.0 

601 

89.5 

96.3 

632 

86.6 

94.8 

633 

85.2 

95.6 

Neurosurgery 

35 

71.4 

77.1 

35 

82.9 

88.6 

31 

87.1 

93.5 

32 

84.4 

87.5 

30 

80.0 

80.0 

33 

69.7 

81.8 

38 

65.8 

73.7 

Orthopedic  Surg 

334 

86.0 

97.3 

329 

87.2 

98.8 

342 

89.8 

100.0 

384 

87.2 

97.9 

439 

91.6 

99.8 

462 

89.8 

98.9 

456 

87.7 

99.3 

Otolaryngology 

47 

91.5 

95.7 

46 

84.8 

87.0 

42 

92.9 

95.2 

40 

85.0 

97.5 

49 

85.7 

87.8 

50 

80.0 

84.0 

52 

80.8 

90.4 

Urology 

111 

92.8 

98.2 

112 

89.3 

95.5 

83 

85.5 

92.8 

74 

89.2 

95.9 

77 

83.1 

88.3 

79 

79.7 

82.3 

79 

82.3 

87.3 

Plastic  Surgery 
Support 

5 100.0  100.0 

8 

75.0 

75.0 

6 100.0 

100.0 

7 100.0 

100.0 

6 100.0  100.0 

8 

75.0  100.0 

8 

87.5  100.0 

Specialty* 

1546 

74.5 

82.8 

1468 

72.0 

81.7 

1449 

69.5 

79.4 

1447 

70.6 

80.4 

1449 

70.2 

83.0 

1598 

69.3 

82.2 

1706 

68.7 

81.8 

Anesthesiology 

427 

86.2 

90.4 

375 

90.4 

93.1 

330 

81.2 

84.8 

323 

77.1 

81.1 

270 

81.1 

87.0 

293 

68.3 

73.0 

321 

78.2 

82.2 

Emergency  Med 

209 

90.4 

98.1 

234 

94.4 

99.1 

270 

89.6 

98.5 

298 

88.6 

100.0 

326 

85.3 

99.1 

376 

79.0 

94.4 

440 

76.6 

93.2 

Pathology 

479 

54.9 

68.7 

468 

40.6 

60.0 

477 

41.3 

57.9 

471 

44.4 

58.6 

443 

41.5 

56.9 

475 

53.3 

64.2 

486 

50.0 

60.1 

Physical  Med 

105 

61.9 

70.5 

87 

71.3 

83.9 

78 

80.8 

87.2 

76 

86.8 

94.7 

78 

93.6 

97.4 

89 

94.4 

96.6 

95 

74.7 

82.1 

Preventive  Med 

2 

0.0 

0.0 

6 

50.0 

50.0 

8 

12.5 

62.5 

8 

25.0 

50.0 

7 

57.1 

71.4 

10 

20.0 

20.0 

15 

33.3 

40.0 

Diagnostic  Rad 

291 

86.6 

93.1 

263 

83.3 

89.7 

265 

84.2 

90.9 

258 

85.7 

92.6 

313 

80.5 

96.8 

344 

76.2 

99.1 

337 

76.6 

99.7 

Therapeutic  Rad 

30 

43.3 

46.7 

33 

69.7 

75.8 

21 

61.9 

66.7 

13 

84.6 

92.3 

9 

77.8 

77.8 

10 

90.0 

90.0 

6 

83.3 

83.3 

Nuclear  Med 

3 

33.3 

33.3 

2 

0.0 

0.0 

0 

0.0 

0.0 

0 

0.0 

0.0 

3 

0.0 

33.3 

1 

100.0  100.0 

6 

33.3 

66.7 

Transitional 

1213 

75.5 

87.5 

1206 

80.6 

90.0 

1189 

75.9 

86.0 

1210 

80.5 

89.8 

1264 

74.8 

82.8 

1288 

70.7 

79.3 

1328 

65.1 

74.1 

Total 

18457 

73.6 

87.3 

18535 

74.2 

88.0 

18770 

73.3 

86.0 

19047 

71.4 

84.1 

19513 

69.2 

82.6 

19955 

66.2 

80.2 

20101 

64.6 

79.2 

•Advanced  specialties  with  a limited  number  of  PGY1  positions. 
(Percents  may  not  add  to  100  due  to  rounding) 

Source:  NRMP  4/90 


mar}’  care  disciplines  of  family  practice,  internal 
medicine,  and  pediatrics  show  a much  smaller  per- 
centage of  unmatched  students,  reflecting  their  less 
competitive  status  among  US  graduates. 

This  reduction  of  interest  in  primary  care  discip- 
lines in  the  face  of  a recognized  societal  need  for  pri- 
mary care  physicians,  particularly  in  rural  areas,  has 
attracted  considerable  attention  and  analysis.  The 
changes  within  American  culture  and  the  practice  of 
medicine  in  the  last  decade,  including  the  erosion  of 
private  practice  opportunities,  the  malpractice  crisis, 
the  reduction  in  physician  prestige,  and  the  uncer- 


tainty of  future  financial  remuneration,  have  all 
been  considered  as  explanations.  Schwartz  and 
others  distributed  questionnaires  to  346  graduates  of 
9 medical  schools  in  1988. 5 Students  were  asked  to 
rank  the  importance  of  various  influences  on  their 
specialty  selection.  Analysis  of  data  suggested  three 
general  groups  of  importance,  including  the  life-style 
factor  (personal  time,  prestige,  control  of  practice, 
and  remuneration),  the  cerebral  and  practice  ac- 
tivities factor  (clinical  faculty  role  models,  academic 
medicine  orientation,  and  interest  in  large  urban 
practice),  and  the  altruism  factor  (including  commu- 
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MEDICAL  STUDENT  CAREER  CHOICES 


Filling  of  Positions  — NRMP  1990 


□ US  Seniors  □ Others 

Source:  NRMP  4/90 

FP=  Family  Practice,  IM  = Internal  Medicine,  PD  = Pediatrics,  OB  = Obstetrics/Gynecology,  PS  = Psychiatry,  GS  = Gen- 
eral Surgery,  OR  = Orthopedic  Surgery,  AN  = Anesthesiology,  EN  = Emergency  Medicine,  PA  = Pathology,  RD  = Radiol- 
ogy, TR  = Transitional  Programs 


Figure  2. 


nity  service  orientation,  types  of  patients  to  be  cared 
for,  and  practice  in  a rural  area).  The  authors  chose 
to  group  the  specialties  into  those  with  a noncontrol- 
lable  life-style  (NCL)  (surgery,  medicine,  family  prac- 
tice, pediatrics,  and  ob-gyn)  and  those  with  a control- 
lable life-style  (CL)  (anesthesiology,  dermatology, 
emergency  medicine,  ophthalmology,  otorhinolaryn- 
gology, pathology,  psychiatry,  and  neurology).  The 
data  suggest  an  increase  in  competitiveness  among 
academically  capable  students  for  the  limited 
number  of  CL  residency  positions  and  less  competi- 
tion for  non-CL  specialties. 

Strategies  to  renew  and  reinforce  interest  in  pri- 
mary care  either  focus  on  the  characteristics  of  med- 
ical students  most  likely  to  enter  primary  care  or  ad- 
dress issues  of  the  medical  student  curriculum  and 
the  educational  experience  that  might  favorably  in- 
fluence them.  Typical  of  the  first  category  would  be 
the  study  by  Montaro,  in  which  the  attitudes  of  the 
University  of  Washington  medical  students  in- 
terested in  family  practice  as  a career  were  compared 
to  classmates  that  chose  another  discipline.2  Medical 
students  in  both  categories  had  a nearly  identical 
perception  of  a career  in  family  practice,  whether 
they  chose  it  as  a career  or  not.  The  students  that 
chose  family  practice,  however,  placed  a significantly 
higher  value  on  the  commonly  agreed  upon  charac- 
teristics of  family  practice.  The  students  selecting 
family  practice  put  considerable  additional  value  on 


the  close  personal  relationship  with  patients,  the 
ability  to  take  care  of  children  and  families,  the  deal- 
ing with  psychosocial  problems,  and  the  practicing  of 
preventive  medicine  than  did  students  who  chose 
other  careers.  The  early  identification  among  pre- 
medical or  medical  students  of  those  individuals  who 
have  strong  beliefs  or  values  that  are  shared  with  pri- 
mary care  practitioners  and  the  reinforcement  of 
these  values  in  medical  school  may  be  worthwhile  as 
attempts  to  strengthen  interest  in  primary  care  are 
undertaken. 

Regan-Smith  and  others  suggest  expanded  use  of 
medical  school  alumni  to  improve  career  counseling 
for  medical  students.6  A mini-elective  providing  an 
opportunity  for  medical  students  to  spend  several 
days  living  and  working  with  a practicing  physician 
in  the  discipline  of  their  choice  early  in  their  medical 
school  curriculum  was  suggested  as  a possibility  to 
find  what  a “real-life  role  model”  actually  does. 
While  this  article  provides  no  data  regarding  the 
benefits  of  such  a program,  the  suggestion  is  interest- 
ing. The  authors  also  describe  an  expanded  “career 
day,”  usually  occurring  on  a weekend  on  the  medical 
school  campus,  when  first-  and  second-year  medical 
students  have  the  opportunity  to  meet  with  alumni 
to  discuss  opportunities  in  various  disciplines.  Ses- 
sions are  designed  to  be  interactive,  encouraging 
questions  and  comments  from  both  students  and 
alumni. 
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US  Students  Unmatched  in  1990 


25  - 


All  Choices  For  One  Type  of  Program 

Source:  NRMP  4/90 

FP=  Family  Practice.  IM  = Internal  Medicine.  PD  Pediatrics,  OB  = Obstetrics/Gynecology,  PS  = Psychiatry,  GS  = Gen- 
eral Surgery,  OR  = Orthopedic  Surgery.  AN  - Anesthesiology.  EN  = Emergency  Medicine.  PA  = Pathology,  RD  = Radiol- 
ogy, TR  = Transitional  Programs 


Figure  3. 


Volunteer  faculty,  many  of  whom  are  University 
of  Oklahoma  College  of  Medicine  alumni,  have  for 
many  years  played  a key  role  in  the  recruitment  of 
medical  students  and  house  officers  and  provide  im- 
portant educational  experiences  for  both.  The  rural 
preceptorship  program,  which  began  in  1949,  was 
originally  proposed  by  alumni  and  received  en- 
thusiastic support  from  its  very  beginning.  The  inau- 
guration of  the  preceptorship  program  at  the  Univer- 
sity of  Oklahoma  School  of  Medicine  and  the  dedica- 
tion of  the  Oklahoma  Medical  Research  Foundation 
were  reported  in  the  New  York  Times  on  Tuesday,  July 
5,  1949,  as  innovative  programs.  The  preceptorship 
was  initially  a volunteer  program  for  the  4th  year 
class,  with  72  of  75  members  participating.  It  soon  be- 
came part  of  the  curriculum,  and  19  preceptors  were 
named  by  the  university  regents.7  Currently,  28  pre- 
ceptors serving  in  communities  of  7500  or  less  pro- 
vide a valuable  one-month  experience  for  all  senior 
medical  students.  The  program  continues  to  provide 
unique  insights  into  rural  health  care  and  has  influ- 
enced the  career  choices  of  students  for  many  years. 
The  important  contributions  of  volunteer  faculty  and 
other  practicing  physicians  will  continue  and  will  be 
strengthened  as  the  medical  school  initiates  an  ex- 
tensive reexamination  of  its  basic  science  and  clini- 
cal curriculums  through  the  Oklahoma  Model  of 
Medical  Education  for  the  21st  Century  Project. 


Summary 

The  career  choices  of  University  of  Oklahoma  College 
of  Medicine  graduating  seniors  for  the  decade  of  the 
eighties  are  presented  with  some  selected  compari- 
sons to  national  figures.  Factors  influencing  medical 
students’  career  choices  are  briefly  outlined,  and 
some  strategies  for  improving  interest  in  primary 
care  as  a career  are  discussed.  (J) 
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PROs 

Study  shows  implicit  review  of  care  to  be  effective  criterion 


Implicit  review  of  care  — having  practitioner  opinion 
serve  as  the  basis  of  review  — is  an  effective  measure 
of  quality  of  care,  according  to  a study  of  Medicare 
patients  published  in  the  October  17  Journal  of  the 
American  Medical  Association. 

“This  is  good  news  for  professional  review  organi- 
zations, which  perform  the  bulk  of  quality  reviews  na- 
tionally and  use  implicit  review  to  do  so,”  writes  au- 
thor Lisa  V.  Rubenstein,  MD,  of  the  RAND  Corpora- 
tion, Santa  Monica,  Calif,  and  colleagues. 


Care  for  five  conditions,  including  congestive 
heart  failure  and  hip  fractures,  was  studied  for  1,366 
Medicare  patients  who  were  hospitalized  in  1981-82 
or  1985-86. 

“The  quality  of  medical  care  improved  between 
1981-1982  and  1985-1986  (from  25%  receiving  poor  or 
very  poor  care  to  12%),  although  more  patients  were 
judged  to  have  been  discharged  too  soon  and  in  un- 
stable condition  (7%  vs  4%),”  the  authors  write.  (J) 


AIDS  precautions  in  hospitals  costing  more  than  estimated 


Increased  precautions  against  infections  taken  by 
hospital  personnel  cost  an  estimated  $337  million  in 
fiscal  year  1989,  according  to  a new  study  published 
in  the  October  24  Journal  of  the  American  Medical 
Association. 

Authors  Bradley  N.  Doebbeling,  MD,  MS,  and 
Richard  P.  Wenzel,  MD,  MSc,  both  of  the  University 
of  Iowa  College  of  Medicine,  found  that  costs  for  iso- 
lation materials  per  inpatient  admission  increased 
from  $13.70  to  $22.98;  costs  per  outpatient  visit  in- 
creased from  $98  per  visit  to  $215  (per  1000  outpa- 
tient visits). 


The  study  examined  purchasing  patterns  for  latex 
and  vinyl  gloves,  protective  gowns,  disposable  face 
masks,  reusable  pocket  masks,  protective  eye  wear, 
and  disposable  sharps  containers  at  the  University  of 
Iowa  Hospitals  and  Clinics  for  a five-year  period. 
Two-thirds  of  the  increase  was  due  to  the  rise  in  rub- 
ber glove  use,  from  1.64  million  pairs  annually  to  2.81 
million  pairs. 

“If  expenditures  for  isolation  materials  at  our 
medical  center  are  representative,  previous  esti- 
mates may  have  significantly  underestimated  costs 
nationwide,”  they  write.  (J 


Missed  diagnoses 

Fetal  alcohol  syndrome  often  overlooked  despite  symptoms 


Physicians  may  not  be  making  a diagnosis  of  fetal  al- 
cohol syndrome  (FAS)  although  they  are  presented 
with  all  the  signs  and  symptoms,  concludes  a study 
in  October’s  American  Journal  of  Diseases  of  Chil- 
dren. 

Bertis  B.  Little,  MA,  PhD,  of  the  Department  of 
Obstetrics  and  Gynecology,  University  of  Texas 
Southwestern  Medical  Center,  Dallas,  and  colleagues 
studied  the  medical  records  of  40  infants  born  to  38 
alcohol  abusers  and  the  frequency  of  characteristics 
associated  with  FAS  (prenatal/postnatal  growth  defi- 
ciency, mental  retardation,  facial  anomalies,  be- 


havioral disturbances).  Six  infants  displayed  FAS 
characteristics  and  17  others  had  poor  postnatal 
growth  and  development. 

“The  diagnosis  of  FAS  did  not  appear  in  the  med- 
ical records  of  any  of  these  infants,  despite  the  fact 
that  the  mothers’  obstetric  records  included  a history 
of  alcohol  abuse  during  pregnancy,”  write  the  au- 
thors. Better  communication  is  needed  between  ob- 
stetric and  pediatric  staff  to  establish  the  diagnosis 
of  FAS  and  to  provide  appropriate  medical  follow-up 
for  these  infants,  they  conclude.  $ 
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We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  ana 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 
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In  Memoriam 

1989 

Sylvester  Robert  Shaver,  MD 

December  16 

Charles  Edwards  Leonard,  MD 

December  27 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

Powell  Everett  Fry,  MD 

January  28 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 

Vincel  Sundgren,  MD 

March  1 

Glen  Smith  Kreger,  MD 

March  25 

Martin  James  Fitzpatrick,  MD 

March  27 

David  Charles  Lowry,  MD 

March  30 

Milam  Felix  McKinney,  MD 

April  2 

Robert  Alan  Johnston,  MD 

April  9 

Hervey  Adolph  Foerster,  MD 

April  15 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Ray  Maxwell  Wadsworth,  MD 

June  11 

John  Howard  Baker,  Jr.,  MD 

June  13 

David  Sprouse  Dycus,  MD 

June  28 

Paul  Olden  Shackleford,  MD 

July  27 

David  Shapiro,  MD 

August  11 

Doyle  L.  Patton,  MD 

August  12 

Edward  McLain  Thorp,  MD 

August  16 

Murlin  Knight  Braly,  MD 

August  18 

Claude  Elbert  Lively,  MD 

August  19 

Robert  Eldon  Dillman,  MD 

August  29 

Howard  Louis  Puckett,  MD 

September  1 

Raymond  Emison  Daily,  MD 

September  3 

Thomas  E.  Slimp,  MD 

September  4 

Bert  E.  Mulvey,  MD 

October  12 

Carson  Leroy  Oglesbee,  MD 

October  23 

George  Leroy  Goodman,  MD 

October  26 

OSMA  Physician 
Recovery  Program  f] 

(405)  360-4535 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

What  Does  a Positive  Hepatitis  C Test  Result  Mean? 


Recently , a screening  test  for  hepatitis 
C was  licensed  and  is  now  being  done 
at  all  blood  donation  centers  in  Okla- 
homa. Blood  donors  who  test  positive 
are  or  soon  will  be  receiving  letters 
from  blood  centers,  informing  them  of 
the  test  results.  This  article  attempts  to  answer  the 
question:  “What  does  a positive  hepatitis  C test  result 
really  mean?” 

BACKGROUND 

After  laboratory  tests  for  hepatitis  A and  hepatitis  B 
became  available  in  the  mid-1970s,  it  became  evident 
that  another  type  of  infectious  hepatitis  existed  that 
was  caused  by  an  unknown  agent  or  agents.  Termed 
non-A,  non-B  hepatitis  (NANBH),  it  is  today  respon- 
sible for  over  90%  of  post-transfusion  hepatitis  cases 
in  the  US,  with  an  estimated  1%  to  10%  incidence 
after  transfusion.'  However,  NANBH,  also  can  be 
transmitted  in  the  apparent  absence  of  parenteral  ex- 
posure. It  is  estimated  that  annually  in  the  US,  more 
than  150,000  cases  of  NANBH  occur;  half  of  these  pa- 
tients develop  biochemical  evidence  of  chronic  liver 
disease,  with  approximately  15,000  cases  leading  to 
chronic  active  hepatitis  or  cirrhosis,  as  well  as  an  un- 
known number  of  cases  of  hepatocellular  carcinoma.2 

Preliminary  studies  indicate  that  the  hepatitis  C 
virus  (HCV)  not  only  is  the  major  cause  of  post-trans- 
fusion NANBH.  but  accounts  for  most  community- 
acquired  NANBH  in  the  US.3  4 

THE  VIRUS 

The  agent  of  hepatitis  C is  as  yet  unclassified,  but  ap- 
pears to  be  smaller  than  80  nm  with  a positive-strand 
RNA  and  a lipid  envelope.  It  may  be  related  to  the 
toga-  or  flaviviruses.15 

ACUTE  VS  CHRONIC  DISEASE 

Recent  studies  have  suggested  that  about  75%  of 
acute  hepatitis  C infections  are  subclinical.  Approx- 
imately 50%  of  all  infections  (including  asymptoma- 
tic infections)  may  lead  to  chronic  infections,  and  of 
these,  approximately  20%  lead  to  cirrhosis  of  the 
liver.1  An  association  between  hepatitis  C and 
hepatocellular  carcinoma  also  has  been  suggested  in 
some  studies.1 

The  incubation  period  is  about  6 to  9 weeks,  but 
may  be  as  short  as  2 weeks  or  as  long  as  6 months.1 


There  is  some  evidence  that  the  longer  the  incuba- 
tion period,  the  greater  the  risk  of  developing  chronic 
hepatitis.1 

SEROLOGY 

It  is  estimated  that  0.6%  of  all  blood  donors  in  the  US 
are  seropositive  for  anti-HCV,  and  that  more  than 
80%  of  true  seropositive  persons  are  infectious,  with 
or  without  concomitant  hepatitis.1 

There  is  evidence  that  the  time  from  exposure  to 
seroconversion  averages  3 to  5 months  but  may  range 
from  16  days  to  as  long  as  9 months.4  Thus  there  is 
a seronegative  phase  of  acute  infection,  and  long- 
term follow-up  of  patients  with  suspected  NANBH  is 
required  when  seronegative  results  are  originally  ob- 
tained. Patients  may  be  infectious  during  the  sero- 
negative phase. 

Loss  of  antibodies  occurs  in  most  patients  who  re- 
solve their  infections;  conversely,  patients  with 
chronic  hepatitis'C  have  antibody  persistence.  It  is  es- 
timated that  75%  of  persons  with  hepatitis  C,  but 
without  chronic  sequelae,  will  lose  detectable  anti- 
bodies in  10  years.6 

THE  SCREENING  TEST 

This  test,  performed  at  blood  donation  centers,  is  an 
enzyme  immunoassay  for  antibody  to  HCV  and  is  ex- 
pected to  decrease  the  post-transfusion  hepatitis 
rates  to  significantly  below  1%.  It  is,  however,  consid- 
ered a screening  test,  performed  to  allow  rejection  of 
potentially  HCV-infectious  blood.  It  cannot  reliably 
identify  carriers  or  act  as  a definitive  diagnostic  test 
for  hepatitis  C. 

When  screening  blood,  if  the  hepatitis  C test  is 
positive  the  first  time,  the  donation  center  repeats 
the  test  two  more  times  on  the  same  blood  sample. 
If  repeatably  positive,  the  blood  is  rejected  and  the 
donor  informed  that  he  or  she  tested  positive  for 
HCV.11  However,  based  on  results  from  clinical  trials, 
60%  of  repeatably  reactive  tests  occur  in  blood  donors 
who  are  most  likely  not  infected.7 

Confirmatory  tests  for  hepatitis  C are  available  in 
two  forms,  though  neither  is  licensed  at  this  time. 
One  is  the  RIBA  test  which  tests  for  two  specific  anti- 
bodies to  HCV.  The  other  is  the  antibody  neutralizing 
test  (ANT).  Both  tests  are  more  specific  than  the  anti- 
HCV  screening  test,  and  will  reduce  the  number  of 
noninfected  persons  who  falsely  test  positive.  The 
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Hepatitis  C 


(continued) 


RIBA  test  is  being  done  at  the  Oklahoma  Blood  Insti- 
tute for  research  purposes,  but  may  be  available  to 
private  physicians  on  a case-by-case  basis. 


TRANSMISSION 

While  hepatitis  C virus  has  been  identified  as  the 
major  cause  of  transfusion-related  hepatitis,  it  also 
has  been  implicated  in  approximately  50%  to  70%  of 
“community- acquired”  NANBH.  Some  of  these  “com- 
munity-acquired” infections  may  be  related  to  intra- 
venous drug  use;  in  fact,  IV  drug  users  have  been 
found  to  have  prevalence  rates  of  seropositivity  rang- 
ing from  48%  to  92%.  But  in  the  majority  of  cases,  no 
risk  factors  have  been  identified. 

Most  transfusion-transmitted  agents  are  also 
readily  spread  by  the  sexual  route;  however,  the  evi- 
dence thus  far  indicates  that  hepatitis  C is  not  as  eas- 
ily spread  by  this  route  as  other  diseases  such  as 
hepatitis  B.  Nevertheless,  the  use  of  condoms  during 
sexual  intercourse  should  still  be  considered  for  those 
found  to  be  positive  for  hepatitis  C. 


TREATMENT 

Since  the  anti-HCV  screening  test  now  being  per- 
formed is  not  considered  a diagnostic  test,  but  only 
a screening  test,  a confirmatory  test  is  important  in 
the  diagnosis  of  hepatitis  C.  Although  there  is  no 
licensed  confirmatory  test  available  at  this  time,  it  is 
expected  that  the  second  generation  RIBA  test  will 
be  licensed  by  the  middle  of  1991. 

It  has  been  suggested  that  the  primary  physician, 
when  confronted  by  an  asymptomatic  blood  donor 
with  a positive  hepatitis  C screening  test,  perform  an 
alanine  aminotransferase  (ALT)  level  and  a confirm- 
atory test  if  available.711  If  these  tests  are  normal,  the 
positive  hepatitis  C test  was  probably  a false  positive 
and  nothing  further  needs  to  be  done.  However,  an 
elevated  ALT  or  positive  confirmatory  test  would  in- 
dicate a need  for  the  patient  to  be  evaluated  by  a gas- 
troenterologist. A liver  biopsy  may  be  indicated,7  and 
if  chronic  liver  disease  is  diagnosed,  treatment  with 
alfa  interferon  may  be  considered.  Some  authors  have 
reported  alfa  interferon  treatment  as  providing  at 
least  temporary  beneficial  responses  in  chronic 

hepatitis  C.9-10  (continued) 
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The  treatment  for  acute  symptomatic  hepatitis  C 
is  the  same  as  for  other  types  of  hepatitis.  However, 
chronic  forms  of  hepatitis  are  common  after  hepatitis 
C infection;  thus,  a patient  should  have  follow-up 
ALT  and  hepatitis  C testing  done  6 months  later.  If 
these  tests  remain  abnormal,  referral  to  a gastroen- 
terologist is  indicated. 

It  is  unknown  if  the  presence  of  anti-HCV  anti- 
body connotes  protection,  but  if  a known  percutane- 
ous exposure  has  occurred  (for  example,  needle  shar- 
ing with  a person  with  hepatitis  C)  treatment  with 
immune  globulin  (IG)  has  been  suggested  at  a dose 
of  0.06  mg/kg. The  efficacy  of  this  treatment  in  pre- 
venting infection  is  unknown.  Hepatitis  B immune 
globulin  (HBIG)  has  a higher  titer  of  anti-HCV  than 
IG,  but  its  efficacy  in  protecting  against  acute 
hepatitis  C is  also  unknown.  (J 


— Patricia  Quinlisk,  MD,  MPH 
Oklahoma  State  Department  of  Health 
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Deaths 


George  Leroy  Goodman,  MD 
1898  - 1990 

Leroy  Goodman,  MD,  a family  practitioner  in  Yukon 
for  more  than  60  years,  died  October  26,  1990.  A Life 
Member  of  the  OSMA,  Dr  Goodman  was  bom  in 
Lexington,  Indian  Territory.  He  served  in  the  US 
Army  during  World  War  I and  was  graduated  from 
the  University  of  Oklahoma  School  of  Medicine  in 
1927.  He  retired  from  his  practice  in  Yukon  in  De- 
cember 1985.  Dr  Goodman  was  featured  in  the  Jour- 
nal’s Leaders  in  Medicine  series  in  December  1989. 

Milam  Felix  McKinney,  MD 
1904  - 1990 

OSMA  Life  Member  Milam  F.  McKinney,  MD,  retired 
Oklahoma  City  general  practitioner,  died  April  2, 
1990.  Dr  McKinney  was  a 1930  graduate  of  the  Uni- 
versity of  Oklahoma  School  of  Medicine,  where  he 
later  became  assistant  professor  of  medicine.  During 
World  War  II  he  served  on  active  duty  with  the  US 
Navy,  attaining  the  rank  of  Lieutenant  Commander. 

Bert  E.  Mulvey,  MD 
1906  - 1990 

Yukon  native  Bert  E.  Mulvey,  MD,  a retired  Okla- 
homa City  radiologist,  died  October  12, 1990.  Dr  Mul- 
vey was  graduated  from  the  University  of  Oklahoma 


School  of  Medicine  in  1930.  He  earned  the  rank  of 
Lieutenant  Colonel  during  World  War  II,  serving  in 
the  South  Pacific  with  the  21st  Evacuation  Hospital. 
In  addition  to  his  private  practice,  Dr  Mulvey  was  a 
clinical  professor  emeritus  at  his  alma  mater. 

Carson  Leroy  Oglesbee,  MD 
1906  - 1990 

Muskogee  general  practitioner  Carson  L.  Oglesbee, 
MD,  died  October  23.  A Life  Member  of  the  OSMA, 
Dr  Oglesbee  was  bom  in  New  Canton,  111,  and 
graduated  from  the  University  of  Oklahoma  School 
of  Medicine  in  1937.  He  practiced  medicine  in  Mus- 
kogee for  more  than  50  years  and  during  World  War 
II  served  with  the  US  Army  Medical  Corps  in  North 
Africa,  Sicily,  and  Italy. 

Howard  Louis  Puckett,  MD 
1903  - 1990 

Howard  L.  Puckett,  MD,  Stillwater  surgeon,  died  Sep- 
tember 1,  1990.  Dr  Puckett  was  bom  in  Youngs 
Comer,  Tenn,  completed  high  school  in  Weleetka, 
Okla,  and  earned  his  medical  degree  at  the  Univer- 
sity of  Michigan  Medical  School  in  Ann  Arbor.  Dur- 
ing World  War  II  he  served  in  the  Pacific  and  later  at 
the  US  Navy  hospital  in  Norman;  at  the  time  of  his 
discharge  he  held  the  rank  of  Commander.  (J 
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Reaction  Time 

September  editorial  about  coding  generates  reaction  from  readers 


To  the  Editor:  Thank  you  for  your  excellent  editorial 
“Truth  or  Consequences  Encoded”  [Sept].  It  was  writ- 
ten with  precision  and  insight,  and  is  quite  pertinent. 
For  me  the  essence  of  the  article  is  the  sentence  “It 
is  all  too  easy  to  project  blame  on  the  government  for 
these  questionable  practices  . . . .”  Certainly  govern- 
ment intrusion  in  medical  practice  provides  another 
temptation  to  do  the  wrong  thing  and  this  is  rein- 
forced by  the  frustration  and  bitterness  engendered 
by  this  intrusion.  It  is  equally  certain  that  resisting 
this  temptation  (to  strike  back?)  is  critical  to  ethical 
conduct. 

You  correctly  state  that  physicians  must  occupy 
(perhaps  reoccupy  is  more  appropriate)  a moral  posi- 
tion. No  other  position  allows  us  to  deal  from 
strength. 

— Jess  Hensley,  MD 
Claremore 

To  the  Editor:  Your  editorial  in  the  September  issue 
got  my  attention  — again. 

Your  description  of  what  has  been  going  on  in  the 
last  few  years  is  accurate  and  I can’t  argue  more 
strongly  that  they  signify  “a  serious  weakening  of  the 
moral  integrity  of  the  medical  profession.” 

Our  only  hope  is  that  there  are  enough  physicians 
who  will  “reoccupy  a moral  position.”  If  there  aren’t, 
the  medical  profession  and  the  public  have  had  it. 

More  power  to  you! 

— John  W.  Records,  MD 
Oklahoma  City 

To  the  Editor:  I was  happy  to  see  your  editorial  of 
September  1990  in  the  Journal  of  the  Oklahoma  State 
Medical  Association.  I completely  agree  with  your 
premise;  however,  I was  quite  concerned  when  some 
of  my  staff  had  come  back  from  the  Oklahoma  State 
Medical  Association  coding  course  and  the  instructor 
had  told  them  that  a second  procedure  should  be 
billed  for  a full  fee.  Historically,  surgeons  have  billed 
the  second  procedure  at  half  price.  I had  tried  to  con- 


tact the  woman  that  offered  the  course,  but  during 
that  month  she  was  ill  and  was  unavailable.  This  had 
slipped  my  mind  until  your  article  appeared  in  the 
Journal.  I would  think  that  the  association  must 
heal  itself  first  in  its  own  courses  in  order  to  stop  the 
misrepresentation  of  coding  practices  among  physi- 
cians. I would  be  interested  in  your  comment  in  re- 
gard to  my  observation. 

— Robert  H.  Nelson,  MD 
Tulsa 

Editor’s  Note:  Dr  Nelson  is  correct  in  asserting  that 
the  OSMA  coding  course  instructor  advised  — with 
the  concurrence  of  Medicare  — that  a simultaneous 
second  procedure  be  billed  to  Medicare  at  a full  fee.  He 
is  also  quite  right  to  note  that  the  traditional  practice 
has  been  to  charge  for  the  second  procedure  at  half 
price.  We  personally  believe  that  to  be  ethically  correct 
practice,  as  the  time  of  service  to  the  patient  is  usually 
reduced  by  about  that  amount. 

Regardless  of  how  the  surgeon  submits  the  charges 
in  this  situation,  Medicare  will  reimburse  only  a cer- 
tain amount  that  bears  no  relation  to  the  amount 
charged.  Also,  Medicare  has  a “relative  value  scale” 
that  determines  which  is  the  primary  operation  and 
which  is  secondary,  and  the  secondary  is  discounted 
or  disallowed  by  an  unpublished  (and  unobtainable) 
formula.  In  the  end,  Medicare  pays  a predetermined 
amount  no  matter  how  the  bill  is  submitted. 

Presumably,  Medicare  would  like  the  second  oper- 
ation billed  at  full  fee  to  relieve  them  of  the  adminis- 
trative trouble  of  accounting  for  secondary  operations 
in  their  average  billed  charges  computer  runs.  Also, 
retaining  the  power  to  unilaterally  decide  which  oper- 
ation is  primary  and  which  is  secondary  may  be  part 
of  the  government  motivation. 

The  long-term  effects  of  these  accounting  peculiar- 
ities and  ethical  inveiglements  on  Medicine’s  relation- 
ship with  patients  and  with  commercial  insurance 
companies  will  probably  be  quite  negative.  (J) 


Reader  comment  is  always  welcome.  Address  Reaction  Time  letters  to 
Ray  V.  McIntyre,  MD,  Editor-in-Chief,  OSMA  Journal, 

601  Northwest  Expressway,  Oklahoma  City,  OK  73118. 
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Worth  Repeating 


The  Other  Epidemic 

By  O.  W.  Dehart,  MD,  Vinita 

He  wasn’t  the  first  child  abuse  victim  I had  cared  for, 
but  Oh,  how  I fervently  wished  he  would  be  the  last. 
Nineteen  months  old,  beautiful  as  only  one  of  that  age 
can  be,  he  had  come  to  our  emergency  room  in  the 
arms  of  his  mother.  Almost  thrown  at  the  nurse  that 
November  night  he  was  unresponsive,  cold  and  still  as 
death  with  the  chin -lifting  gasps  of  those  last  ragged 
agonal  respirations  before  all  effort  ends.  There  were 
no  pulses  to  feel,  only  the  slow  faint  beat  of  a faltering 
heart  heard  through  the  earpieces  of  a stethoscope. 
Frantic,  almost  panic-stricken  efforts  to  intubate, 
shouted  instructions,  part  prayer  and  part  oath  — any- 
thing, any  effort  to  bring  back  this  child  from  his  al- 
ready beginning  slide  towards  the  outstretched  arms 
of  death.  Veins  probed  for,  not  to  be  found;  shock,  cold 
and  collapse  cheating  us  of  an  avenue  for  help  we  so 
desperately  wanted  to  give.  His  body  temperature  was 
too  low  to  measure;  we  warmed  him  and  tried  anew 
while  a saphenous  vein  was  exposed  and  cannulated. 
No  flutter  of  consciousness,  no  movement  met  our  ef- 
forts; the  only  reward  a return  of  the  deeper  respira- 
tions and  a stronger  heartbeat  now  supplying  pulses 
we  could  feel. 

Only  then  was  it  possible  to  take  a critical  look  at 
his  body  with  wounds  in  varying  degrees  of  healing. 
Cigarette  burns,  scrapes,  bruises,  pinch  marks  and 
the  signature  of  a strap  all  gave  testimony  to  agony  a 
young  life  had  endured.  His  abdomen,  now  silent  and 
tense,  hid  from  us  the  injury  inflicted  by  a barefooted 
stomping.  The  parent’s  explanations,  all  heard 
through  ears  almost  deafened  by  anger,  was  that  the 
child  was  sent  out  to  play,  was  missed  after  dark,  and 
when  found  had  been  pinned  beneath  an  overturned 
stack  of  firewood. 

Transferred  to  a tertiary  care  hospital,  and  after 
surgery  to  repair  a duodenum  severed  by  the  stomped 
foot,  he  lived  to  be  placed  with  foster  parents.  The 
father  was  sentenced  to  ten  years  in  prison.  His  mother 
was  never  charged  for  contributory  abuse  although 
she  had  witnessed  it  all.  Through  several  painful  and 
lengthy  courtroom  proceedings,  she  regained  custody 
from  the  foster  parents  with  whom  he  had  been  placed. 
After  less  than  a week  of  caring  for  this  now  severely 
disturbed  and  disabled  child  she  voluntarily  relin- 


quished her  parental  rights  and  explained  that  she 
couldn’t  take  care  of  him.  When  I last  heard  from  him 
three  years  after  that  fateful  night  he  was  well  and  in 
school  — that  is,  if  such  a child  can  ever  be  “Well.” 


He  wasn’t  my  last  child  abuse  patient,  although 
he  certainly  was  the  worst.  I suppose  no  Family 
Physician,  Pediatrician,  or  Emergency  Room  doctor 
can  never  escape  that  terrible  duty  no  matter  where 
the  practice  location  or  what  the  town’s  size.  Cases  in- 
crease each  year;  in  my  state  alone  confirmed  cases 
of  neglect  and  abuse  demonstrate  an  11%  annual  in- 
crease. All  states  now  have  some  form  of  mandatory 
reporting.  Nationwide,  approximately  2 million 
cases  of  neglect  and  abuse  were  reported  in  1986.  An 
estimated  5-10%  are  found  to  be  malicious  false  re- 
ports and  many  others  are  found  to  be  groundless 
after  careful  investigation.  Unfortunately,  a signifi- 
cant percentage  of  all  reported  cases  are  found  to  be 
painfully  true;  in  1986,  1,200  cases  resulted  in  death 
for  the  victim.  Some  authorities  report  that  as  many 
as  2,000-5,000  cases  of  child  abuse  or  neglect  result 
in  death  each  year.  In  every  instance  there  is  a de- 
fenseless child  of  some  age,  at  some  stage  of  develop- 
ment as  a person,  and  in  some  period  of  growth.  None 
of  them,  not  one,  is  equipped  to  cope  alone.  Each  re- 
quires an  advocate,  a protector,  a mentor  and  a guide 
out  of  this  maze  through  which  society  drags  it.  In 
most  instances  a physician  fills  one  or  several  of  these 
roles. 

No  physician  is  ever  fully  equipped  for  this  most 
terrible  of  ordeals.  Even  the  ones  of  minor  severity 
are  trying  because  of  their  nature.  Nevertheless, 
there  is  a need,  the  overshadowing  obligation,  to 
choke  back  anger  and  swallow  the  bitter  tears  of 
frustration  called  forth  by  this  blight  on  today’s  soci- 
ety. It  is  difficult  to  display  the  imperturbability  Sir 
William  Osier  called  “Aequanimitas”*  but  if  there 
are  ever  such  occasions  they  are  those  such  as  this 
which  I have  described.  It  was  more  than  I could  man- 
age. (J 


Reprinted  by  permission  from  Southern  Medicine,  Vol  76,  No.  2,  p.  16.  *Valedictory  Address,  University  of  Pennsylvania,  May  1,  1889 
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ical Group,  850  Ridge  Lake  Boulevard,  Suite  G02,  Memphis,  TN 
38120.  EOE/M/F/H/V 


Family  practitioners  needed  for  booming  multi-specialty 

group.  Excellent  compensation  package  including  productivity  in- 
centives, malpractice  coverage,  and  comprehensive  fringe  bene- 
fits. Send  CV  to:  Physician  Recruiter,  Health  First  Medical  Group, 
850  Ridge  Lake  Boulevard,  Suite  G02,  Memphis,  TN  38120.  EOE/ 
M/F/H/V 


Full  time  Emergency  Room  physician;  board  certified  or 
residency  trained  in  emergency  medicine  or  family  medicine. 
ATLS  and  ACLS  trained.  40  hrs  per  week.  Stillwater  Medical 
Center  E.R.  Inquire:  Stillwater  Emergency  Medicine,  Inc.,  Box 
637,  Stillwater,  OK  74076. 


Internal  Medicine  physicians  needed.  Due  to  explosive 
growth,  multi-specialty  group  seeks  BE/BC  physicians  in  Internal 
Medicine.  Excellent  guaranteed  salary  and  benefits  package  with 
productivity  incentives.  Excellent  fringe  benefits  package  in- 
cluded. Wonderful  lifestyle.  Send  CV  to  Physician  Recruiter, 
Health  First  Medical  Group,  850  Ridge  Lake  Blvd.,  Suite  G02, 
Memphis,  TN  38120,  or  call  (901)  684-3434.  EOE/M/F/V/H 


La  Junta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 
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$10,000  for  Old  Lionel  Trains  in  excellent  condition.  H.R. 

Safford,  III,  M.D.,  2005  Franklin  #550,  Denver,  CO  80205,  303- 
837-0912  (9a-4p)  761-8899  (7-9p). 


EXAMINING  TABLE  with  adjustable  back,  front  and  side 

drawers,  arm  board,  stirrups,  step,  and  electrical  outlets.  Excellent 
condition.  $250.00  405/842-6744. 
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EARTH  DAY 

Earth  Day  every  day.  Hulsey  GH,  179 

EDITORIALS 

American  Adolph.  Lambird  PA,  397 
Challenge  of  rural  health  care.  Alexander  JR, 
107 

CON  on  PRO.  McIntyre  RV,  395 
Dawn  in  the  east.  McIntyre  RV,  105 
Golden  age  of  medicine,  The.  McIntyre  RV,  531 
Greatest  virtue,  The.  McIntyre  RV,  483 
Longitudinal  insurance.  McIntyre  RV,  297 
More  than  a pat  on  the  back.  Alexander  JR,  8 
OMPAC  — Who  needs  it.  Lambird  PA,  485 
On  cranberry  juice.  McIntyre  RV,  55 
On  motherhouses  and  families.  Lambird  PA, 
209 

On  the  epidemiology  of  child  abuse.  McIntyre 
RV,  7 

One  hundred  days.  Lambird  PA,  445 
Opening  door,  An.  McIntyre  RV,  587 
Pull  out  the  pens!  Lambird  PA,  299 
Quicksand  in  the  garden.  McIntyre  RV,  207 
Reflections  on  organizations.  Lambird  PA,  253 
Resolved:  America  deserves  better.  . . . McIn- 
tyre RV,  251 

Sail  ho!  McIntyre  RV,  157 
Teamwork!  Alexander  JR,  159 
Thanksgiving?  Yes!  Lambird  PA,  533 
Truth  or  consequences  encoded.  McIntyre  RV, 
443 

Unrivaled  value.  Alexander  JR,  56 
EDUCATION 

Allied  health  education  in  Oklahoma.  Holder 
L,  Nelson  S,  Curcio  B,  546 
K-12  health  programs  endorsed  by  OSMA 
House  of  Delegates,  366 
Medical  student  career  choices  — the  Univer- 
sity of  Oklahoma  College  of  Medicine  experi- 
ence, 1981-1990.  Coussons  RT,  Duffy  FD,  602 


New  project  at  OU  HSC  to  study  reform  for  med- 
ical education,  411 

EYE  INJURY 

Double  penetrating  nail  injury  to  the  eye:  a 
case  report.  Newell  SW,  119 


— F— 

FETAL  ALCOHOL  SYNDROME 

Fetal  alcohol  syndrome  often  overlooked  de- 
spite symptoms,  609 


— G— 

GERIATRICS 

Center  educates  care  providers  for  state's 
geriatric  population,  181 
GENETIC  SCREENING  FORM 
Physicians  encouraged  to  use  task  force’s 
screening  form,  499 


— H— 

HANDICAP  PARKING  PRIVILEGES 

Requirements  change  for  issuance  of  handicap 
parking  privileges,  499 

HEALTH  ACCESS  AMERICA 
Resolved:  America  deserves  better.  McIntyre 
RV,  251 

HERPES  SIMPLEX 

Unusual  skin  sites  of  Herpes  simplex  erup- 
tions: delay  in  diagnosis.  Wlodaver  CG, 
Greenfield  RA,  161 

HERRMANN,  JESS  D. 

Leaders  in  medicine:  Jess  D.  Herrmann,  MD. 
Green  R,  259 

HOLBROOK,  RALPH  WINFREY,  MD 

Pioneer  in  medicine:  Ralph  Winfrey  Holbrook, 
MD.  Ferguson  MH,  68 

HUMAN  GROWTH  HORMONE 
Human  growth  hormone  and  Creutzfeldt- 
Jakob  disease.  Zekauskas  S,  Boggs  MB,  Wil- 
son DP,  447 

HUMAN  IMMUNODEFICIENCY  VIRUS 
(HIV)  (See  ACQUIRED  IMMUNODEFI- 
CIENCY SYNDROME) 


IN  A LIGHTER  VEIN  172,  224,  459,  495 
IN  MEMORIAM  32,  76,  131,  183,  226,  274,  371, 
419  460,  506,  567,  610 

INSTRUCTIONS  FOR  AUTHORS  46,  94,  148, 
198,  240,  288,  384,  432,  520,  578,  632 
INSURANCE 

Longitudinal  insurance.  McIntyre  RV,  297 
Sail  ho!  McIntyre  RV,  157 
Truth  or  consequences  encoded.  McIntyre  RV, 
443 


— I— 

JACOCKS,  M.  ALEX 

Oklahoma  City  surgery  professor  receives  Mas- 
ter Teacher  Award,  269 

JOURNAL 

Journal  wins  Honorable  Mention  in  medical 
journalism  contest,  220 


— L— 

LABORATORIES 

Pull  out  the  pens.  Lambird  PA,  299 


LAMBIRD,  PERRY  A. 

Perry  Lambird  assumes  presidency  during 
Oklahoma  City  meeting,  219 
LAST  WORD,  THE  48,  96,  150,  200,  242,  290, 
386,  434,  476,  522,  580,  634 
LOSS  PREVENTION 
Seminars  to  help  office  personnel,  270 

— M— 

MASTER  TEACHER  AWARD 

Oklahoma  City  surgery  professor  receives  Mas- 
ter Teacher  Award,  269 
MEASLES 

Family  physicians’  group  urges  second  measles 
vaccination,  127 

MEDICAL  EDUCATION  (See  EDUCATION) 
MEDICAL  LICENSE 
Medical  license  renewals  due,  269 
MEDICAL  SERVICES,  OSMA  COUNCIL  ON 
OSMA  council  reminds  physicians  to  observe 
drugs’  indications,  221 
MEDICARE 

Physician  payment  reform  update:  a letter  to 
physicians  about  the  comparative  perfor- 
mance report  program,  501 

MELANOMA 

Malignant  melanoma  — a new  epidemic.  Riley 
HD  Jr,  214 

MENTAL  ILLNESS  AND  RETARDATION 

Mental  retardation,  1990:  an  overview.  Kugel 
RB,  489 

METHICILLIN-RESISTANT 
STAPHYLOCOCCUS  AUREUS  (MRSA) 

State  health  department  issues  its  recommen- 
dations on  MRSA,  411 

— N— 

NEUROLEPTIC  MALIGNANT  SYNDROME 

Survival  of  severe  neuroleptic  malignant  syn- 
drome in  a 78-year-old  man  treated  with  dan- 
trolene. Kimerer  NB,  Parker  DM,  Sholer 
CM,  Trammell  Jr,  122 

— o— 

OFF  DUTY  30,  79,  132,  458 
OKLAHOMA  MEDICAL  POLITICAL 
ACTION  COMMITTEE  (OMPAC) 

President’s  Page:  OMPAC  — Who  needs  it. 
Lambird  PA,  485 

OKLAHOMA  STATE  DEPARTMENT  OF 
HEALTH  (See  OSDH,  FROM  THE) 

OMPAC  (See  OKLAHOMA  MEDICAL 
POLITICAL  ACTION  COMMITTEE) 
OPHTHALMIC  CHANGES 
Ophthalmic  changes  during  normal  and  tox- 
emic pregnancy.  Warn  AA,  Acers  TE,  399 
OSDH,  FROM  THE  28,  76,  130,  179,  221,  271, 
369,  415,  461,  504,  562,  611 

— P— 

PEER  REVIEW 

American  Adolph.  Lambird  PA,  397 
CON  on  PRO.  McIntyre  RV,  395 
Study  shows  implicit  review  of  care  to  be  effec- 
tive system,  609 
PRENATAL  RECORD  FORM 
Perinatal  Task  Force  releases  its  new  prenatal 
record  form,  412 

PHYSICIANS  LIABILITY  INSURANCE 
COMPANY 

PLICO  appreciates  AM  News  story  explaining 
claims-made  policies,  365 
PLICO  changes  anesthesia  rules  to  include 
newest  techniques,  455 
Unrivaled  value.  Alexander  JR,  56 
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PLANNING  AND  DEVELOPMENT.  OSMA 
COUNCIL  ON 

Planning  and  development  council  meets  at 
Roman  Nose  Resort,  219 
PLICO  (See  PHYSICIANS  LIABILITY 
INSURANCE  COMPANY) 

PRESIDENT  S PAGE 
Alexander  JR,  8,  56,  107,  159 
Lambird  PA,  209,  253.  299,  397,  445,  485,  533, 
589 

PRO  (See  PEER  REVIEW) 

PROCEEDINGS 

1990  annual  meeting  proceedings,  301 


— R— 

REACTION  TIME  80,  133,  183,  417,  504,  564, 

614 

RENAL  FAILURE 

Unusual  causes  of  renal  failure  in  diabetics: 
two  case  studies.  VenkataRaman  TV,  Knick- 
erbocker F,  Sheldon  CV,  164 
RURAL  HEALTH  CARE 
Challenge  of  rural  health  care.  Alexander  JR. 
107 

Rural  physician  survey.  Hanley  JA,  408 


— s— 

SCIENTIFIC  ARTICLES 

Another  complication  of  intravenous  catheteri- 
zation: a case  report.  Smith  MB,  18 

Cancer  of  the  prostate  — an  overview.  Roy  JB, 
591 

Dementia:  the  importance  of  clinical  evalua- 
tion, autopsy  confirmation,  and  research. 
Brumback  RA,  Leech  RW,  Carella  J,  Miner 
GD,  109 

Diabetic  ketoacidosis  at  the  Children's  Hospital 
of  Oklahoma:  a review  on  presentation  and 
management.  Blacket  PR,  Lera  T Jr,  Gamica 
A,  Schaefer  GB,  Domek  D,  Parker  M,  594 

Double  penetrating  nail  injury  to  the  eye:  a 
case  report.  Newell  SW,  119 

Experience  with  cardiorespiratory  support  de- 
vices in  patients  undergoing  heart  and  heart- 
lung  transplantation.  Tamez  A,  Cooper  DKC, 
Novitzky  D,  Chaffin  JS,  Greer  AE,  Zuhdi  N, 
449 

High  dose  rate  sources  in  remote  afterloading 
brachytherapy:  implications  for  intracavi- 
tary and  interstitial  treatment  of  carcinoma. 
Syzek  EJ,  Bogardus  CR  Jr,  541 

Human  growth  hormone  and  Creutzfeldt- 
Jakob  disease.  Zekauskas  S.  Boggs  MB,  Wil- 
son DP,  447 

Methicillin-resistant  Staphylococcus  aureus:  a 


descriptive  analysis  on  veterans.  Hall  LE, 
Klein  EG,  Slater  LN,  Flournoy  DJ,  60 
Ophthalmic  changes  during  normal  and  tox- 
emic pregnancy.  Warn  AA,  Acers  TE,  399 
Renin-secreting  tumors.  Roswell  RH,  57 
Spontaneous  splenic  rupture  secondary  to  an- 
giosarcoma. Buckner  JW  III,  Porterfield  G, 
Williams  GR,  211 

Survival  of  severe  neuroleptic  malignant  syn- 
drome in  a 78-year-old  man  treated  with  dan- 
trolene. Kimerer  NB,  Parker  DM,  Sholer 
CM,  Trammell  JR,  122 

Thrombosis  in  human  pancreatic  transplanta- 
tion associated  with  elevated  cyclosporine 
levels  and  possible  protection  by  antihyper- 
tensive agents.  Jennings  WC,  Smith  J,  Corry 
RJ,  255 

Treatment  of  venomous  bite  by  high  voltage 
direct  current.  Osborn  CD,  9 
Unusual  causes  of  renal  failure  in  diabetics: 
two  case  studies.  VenkataRaman  TV,  Knick- 
erbocker F,  Sheldon  CV,  164 
Unusual  skin  sites  of  Herpes  simplex  erup- 
tions: delay  in  diagnosis.  Wlodaver  CG, 
Greenfield  RA,  161 

Uptake  of  trimethoprim  and  metronidazole  in 
the  seminal  vesicle:  experimental  study. 
Fiorica  VM,  Albers  DD,  Tu  YH,  Allen  LV  Jr, 
15 

SEMINAL  VESICLE 

Uptake  of  trimethoprim  and  metronidazole  in 
the  seminal  vesicle:  experimental  study. 
Fiorica  VM,  Albers  DD,  Tu  YH,  Allen  LV  Jr, 
15 

SMOKING 

Thirteen  hospitals  in  OKC  begin  new  year  with 
no-smoking  rule,  32 

SOCIALISM 

Dawn  in  the  east.  McIntyre  RV,  105 

SPECIAL  ARTICLES 
Adolescent  drug  and  alcohol  abuse:  a time  for 
physician  response.  Confer  DJ,  Block  RW, 
487 

Dementia  and  Alzheimer’s  disease:  resources 
in  Oklahoma.  Leech  RW,  Carella  J,  Miner 
GD,  Brumback  RA,  405 
Leaders  in  medicine:  Jess  D.  Herrmann,  MD. 
Green  R,  258 

Leaders  in  medicine:  Joe  L.  Duer,  MD.  Green 
R,  550 

Mental  retardation,  1990:  an  overview.  Kugel 
RB,  489. 


1-  48  January  97-150  March  201-242  May  291-386  July  435-476  September  523-580  November 

49-  96  February  151-200  April  243-290  June  387-434  August  477-522  October  581-634  December 


Pioneer  in  medicine:  Ralph  Winfrey  Holbrook, 
MD.  Ferguson  MH,  68 
Rural  physician  survey.  Hanley  JA,  408 

SPECIALISTS 

On  cranberry  juice.  McIntyre  RV,  55 
SPLENIC  RUPTURE 
Spontaneous  splenic  rupture  secondary  to  an- 
giosarcoma. Buckner  JW  III,  Porterfield  G, 
Williams  GR,  211 
STAPHYLOCOCCUS  AUREUS 
Methicillin-resistant  Staphylococcus  aureus:  a 
descriptive  analysis  on  veterans.  Hall  LE, 
Klein  EG,  Slater  LN,  Flournoy  DJ,  60 
State  health  department  issues  its  recommen- 
dation son  MRSA,  411 
SUBSTANCE  ABUSE 
Quicksand  in  the  garden.  McIntyre  RV,  207 
SUPREME  COURT 

State  Supreme  Court  rules  on  doctor-attorney 
communication,  368 

— T— 

TRANSPLANTATION 

Experience  with  cardiorespiratory  support  de- 
vices in  patients  undergoing  heart  and  heart- 
lung  transplantation.  Tamez  A,  Cooper  DKC, 
Novitzky  D,  Chaffin  JS,  Greer  AE,  Zuhdi  N, 
449 

Thrombosis  in  human  pancreatic  transplanta- 
tion associated  with  elevated  cyclosporine 
levels  and  possible  protection  by  antihyper- 
tensive agents.  Jennings  WC,  Smith  J,  Corry 
RJ,  255 

TRIMETHOPRIM 

Update  of  trimethoprim  and  metronidazole  in 
the  seminal  vesicle:  experimental  study. 
Fiorica  VM,  Albers  DD,  Tu  YH,  Allen  LV  Jr, 
15 

TRUSTEES,  OSMA  BOARD  OF 

OSMA  Board  of  Trustees  holds  summer  meet- 
ing in  Oklahoma  City,  497 
OSMA  trustees  adopt  retirement  plan  during 
November  meeting,  23 

Board  names  winners  of  Robbins,  Blair  awards 
at  winter  meeting,  175 

TUMORS 

Renin-secreting  tumors.  Roswell  RH,  57 

— W— 

WASHINGTON,  DC 

OSMA  contingent  lobbies  state  delegation  in 
Washington,  DC,  559 
WEIGHT  REDUCTION 
Study  bolsters  case  for  reducing  weight  to  lower 
blood  pressure,  456 
WORTH  REPEATING 
Other  epidemic,  The.  Dehart  OW,  615 
Pointed  problem,  A.  Sack  JM,  505 
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Information. 

Education.  Representation. 


Membership  in  the  American  Medical  Association 

entitles  you  to  services  and  products  that  help 

you  every  day.  Here  are  just  some  examples. 

Professional  Representation 

• The  AMA  supports  your  views  before 
Congress,  state  legislatures,  and  the  public. 
The  AMA  Office  of  the  General  Counsel  is  the 
leading  advocate,  often  the  only  advocate, 
for  the  medical  profession  in  the  courts, 
government  agencies,  private  and  public 
payors. 

Professional  Development 

• JAMA  Cutting-edge  articles  on  developments 
in  medicine.  $69  a year.  But  FREE  if  you 
belong  to  the  AMA. 

• AM  News  Weekly  reports  on  socioeconomic 
and  legal  issues,  local,  national,  international 
affairs  and  people.  $50  a year. 

FREE  to  AMA  members. 

• American  Medical  Television  (AMT)  helps 
you  earn  CME  credits,  while  it  informs  you  of 
the  latest  medical  developments. 

• Professional  products  including  CPTs  and 
health  insurance  claim  forms.  Simple, 
standardized  forms  that  help  you  collect  fees 
under  government  and  third  party  insurance 
programs.  Available  to  AMA  members  at  a 
20%  DISCOUNT. 

• Practice  management  books,  workshops, 
audiocassettes,  including  over  300  courses 
that  help  you  start,  develop,  and  run  your 
practice.  DISCOUNTS  UP  TO  25%  for  AMA 
members. 

• Continuing  Education  Factsheet  A 

compendium  of  addresses  of  licensing 
boards  and  state  medical  societies 
Includes  medical  education 
requirements  for  registration  of 


licenses,  continued  membership  in  medical 
societies  and  recertification  by  specialty 
boards.  FREE  to  AMA  members. 

• The  AMA  Reference  library  provides  you 
with  access  to  the  world’s  leading  source  of 
medical  information. 

• Recruiting,  Placement,  Practice  Assistance 

services  to  support  your  career. 

• Physicians  Career  Resource  Practices  for 
Sale  Provides  buyers  and  sellers  with  a 
timely,  central  information  exchange. 
Available  to  AMA  members  at  a DISCOUNT. 

• Directory  of  Graduate  Medical  Education 
(GME)  Programs  Official  list  of  ACGME- 
accredited  programs  for  medical  students 
seeking  first  year  residency.  Also  useful  for 
physicians  exploring  residencies,  fellowships 
and  others  interested  in  Graduate  Medical 
Education  licensing  and  certification. 

20%  DISCOUNT  to  AMA  members. 

• Locum  Tenens  Service  A unique  service 
providing  temporary  physician  coverage 
during  short-term  absences.  AMA  members 
recruiting  temporary  physicians  pay  $100 
LESS  than  non-members. 

Special  Publications  including: 

Early  Care  for  the  HIV  Infected.  First  copy  FREE 

to  members. 

Medicare  Carrier  Review:  What  You  Should 

Know  About  ‘‘Medically  Unnecessary"  Denials. 

20%  DISCOUNT  to  AMA  members. 

Professional/Personal  Services 
•AMA  preferred- rate  VISA  Gold  Card 
AMA  home  mortgages 

•AMA-sponsored  insurance  at 
group  rates 

AMA-sponsored  investments 
and  advisory  services 


ilpp 


stepi 


American  Medical  Association 

Join  Today 

1-800 -AMA-3211 


POSITION  ANNOUNCEMENT 

CITY  OF  TULSA.  OKLAHOMA 
OCCUPATIONAL  PHYSICIAN 


Position  Description 

The  Physician  has  responsibility  for  the  operation  of  a City  occupational  health  facil- 
ity. which  performs  preemployment  physicals,  provides  treatment  of  work  related  in- 
juries. and  conducts  general  health  care  examinations  for  City  employees.  This  pos- 
ition provides  a variety  of  specialized  health  care  services  for  employees  in  the  Public 
Safety  areas  of  Police  and  Fire  Departments,  and  promotes  an  increased  awareness 
of  health  and  wellness  related  subjects.  The  position  functions  under  general  direc- 
tion from  the  Personnel  Director  and  develops  and  implements  appropriate  medical 
procedures  and  provides  consultive  services  to  City  administrators  in  order  to  assure 
a high  standard  of  health  services  in  the  practice  of  Occupational  Medicine.  There 
are  3800  City  employees 

Requirements 

Graduation  from  an  accredited  medical  school  and  licensed  to  practice  medicine  in 
the  State  of  Oklahoma,  with  at  least  three  years  of  professional  experience  in  the  prac- 
tice of  medicine.  Past  experience  in  Occupational  Medicine  and  OSHA  regulations 
is  highly  desirable 

Benefits  and  Compensation 

The  City  of  Tulsa  provides  an  attractive  employee  benefits  package,  including  paid 
Life.  Health,  and  Dental  Insurance.  Paid  Vacations.  Sick  Leave  and  Educational  Leave. 
Paid  Holidays.  Retirement  Plan,  Deferred  Compensation  Plan  and  other  optional  em- 
ployee benefits,  as  well  as  a Credit  Union.  The  pay  plan  is  competitive  for  the  field 
of  Occupational  Medicine  in  the  Tulsa  Metropolitan  Area 

Employment  Application 

All  employment  inquiries  and  applications  will  be  treated  in  a confidential  manner 
The  position  will  be  available  on  or  before  July  1.  1991.  Interested  Physicians  should 
contact: 


Preston  O.  Whitson 
City  of  Tulsa,  Personnel  Department 
200  Civic  Center 
Tulsa.  OK  74103 
AC  918.  596-7440 

An  Equal  Opportunity  Affirmative  Action  Employer 


THIRD  ANNUAL 


CLINICAL  ISSUES 

FOR 

PRIMARY  CARE 

PHYSICIANS 


MARCH 

15, 16,  & 17 

19  9 1 


HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION! 
USE 

IDENTI-MED® 

AN  AID  TO  BETTER  PATIENT  MANAGEMENT 

Rx  labels  you  can  see  and  feel!!  Designed  for  the  "special  patient" 
(blindness,  illiteracy,  age,  etc.)  or  the  patient  on  multiple  Rx, 
such  as  cardiac,  dialysis,  or  diabetes. 

Request  Identi-Med"  on  the  Rx. 

Identi-Med/  Inc. 

1-800-752-9404  (24  hours) 

1-405-765-0669 




DOCTORS  OFFICE  SPACE 


For  Sale  or  Lease 
Northwest  14th  & Rockwell 


Call  Sandy 

(405)  787-6772  or  (405)  787-9185 


THE  VILLAGE  AT 


GENUINE  COLORADO 


Sponsored  by 
The  University  of  Kansas 
Medical  Center 
The  University  of  Kansas 
Area  Health  Education  Center 
Southeast  Region 
and 

The  Physicians  of 
Southeast  Kansas 


for  additional  information 
contact 

316-431-3050 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 


• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 


Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
COLLECT 
913-491-8640 


Selling  or  Buying  a Practice? 

OKLAHOMA  UROLOGY  CENTER 

Practice  evaluation 
Practice  brokerage 

CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 

Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 
Office  (405)  360-9238  Home  (405)  329-2423 

Urology-Genitourinary  Surgery 
Diseases  Kidney-Bladder-Prostate 
Female-Male  Children  & Adults 
Micro  Surgery  for  Infertility 

Prosthetic  Surgery  for  Impotency 

Key  numbers  for 

Urinary  Incontinence 

a more  profitable  practice: 

1-800-762-6468 

3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

Professional  Management  Midwest® 
Expert  advice  for  ease  of  practice. 
William  Curry,  Management  Consultant 
2707  E.  57th  Street 
Tulsa,  Oklahoma  74105 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 

IF  NO  ANSWER  (405)  523-1999 

Pasteur  Medical  Bldg. 

Room  301  East 
1111  N.  Lee 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918)  747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LAB1 

ALL  OKLAHOMA  CITY  LOCATIONS  239-7111 


THE 
INDEPENDENT 
BXTHDLDGV 
INSTITUTE.  INC 


4 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and  one 
of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant  program 
in  Oklahoma  to  earn  government  Medicare  Certification. 


Nazih  Zuhdi,  MD 

DIRECTOR, 


CHIEF  TRANSPLANT  SURGEON 

Heart  Transplantation 
Heart- Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
John  S.  Muchmore,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 


Research 

Bettina  Mues 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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The  Hand  Center 


For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  Seradge,  md,  fics 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Chickasha 
2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel.  M D. 

J O Wood,  Jr  . M D 

INTERNAL  MEDICINE 
WS  Harrison,  M D 
D.L.  Stehr,  M.D. 

Don  R Hess,  M.D 
R.L.  Jenkins.  M.D. 

L.V.  Deck,  M.D. 

R.C.  Talley,  M.D. 

CARDIOLOGY 
Joe  T.  Bledsoe,  M D 

GASTROENTEROLOGY 
C K.  Su,  M D 

PEDIATRICS 
R E.  Herndon,  M.D 
E Ron  Orr,  M D 
J.E  Freed,  M D 
Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M.D 
Alan  J Weedn,  M D 
David  Rumph,  M.D. 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M.D. 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M.  Johnson,  M.D 
Virginia  L.  Harr,  M D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D 

OPHTHALMOLOGY 
John  R Gearhart,  M.D 

ANESTHESIOLOGY 
T.  Gowlikar,  M D 
Gideon  Lau,  M D 
M.M.  Vaidya,  M.D. 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr. , M.D. 


UROLOGY 
K.T.  Varma,  M.D 

ORTHOPEDIC  SURGERY 
J.E.  Winslow,  M.D. 

Timeri  Murari,  M.D 
Bill  Ohl,  PA. 

CLINICAL  PSYCHOLOGY 
J.M.  Ross,  Ph.D. 

RADIOLOGY 
T.J.  Williams,  M.D. 

SPEECH  PATHOLOGY 
Colette  Ellis,  M.  Ed..  C.C.C 

DERMATOLOGY 
Linda  A.  Reinhardt,  M.D. 

ALLERGY 

R.E,  Herndon,  M.D. 

W.S.  Harrison,  M.D. 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M.D. 

NEUROSURGERY  (Part-time) 
R.E.  Woosley,  M.D. 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C.  Duus,  M D 

ONCOLOGY  (Part-time) 

R.G  Ganick,  M D 
L.M  Bowen,  M D 

SOUTHERN  PLAINS 

MEDICAL  CENTER  / Duncan 

2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon,  M D. 
Jeff  Jones,  M.D. 

ALLERGY  (Part-time) 

R.E.  Herndon,  M.D. 

DERMATOLOGY  (Part-time) 

Mark  Roytman,  M D 


S3 


SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 


ADMINISTRATION 
James  W Loy 
Daniel  N.  Vaughan 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
*Warren  G.  Low,  MD,  FACS 
Thomas  C.  Howard,  MD,  FACS 
*David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
* Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
Tarry  G.  Willis,  MD 
^Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 


^Specialty  Board  Diplomate 


Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 


(mmm 

Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 

mm  e»l 

adults  and  children. 

2T Founded  1925 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

MAIN  OFFICE 

Robert  S.  Ellis,  MDt* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDf0 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDt* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

John  S.  Irons,  MDt° 

MERCY  OFFICE 

Warren  V.  Filley,  MD,  t* 

Mercy  Doctors  Tower 

James  R.  Claflin,  MDt° 

4200  W.  Memorial  Rd.,  Suite  112 

Oklahoma  City,  Oklahoma 

Senior  Consultants: 

(405)  235-0040 

George  S.  Bozalis,  MD 

BAPTIST  OFFICE 

George  L.  Winn,  MDt 

Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 

t Diplomate  American  Board  o(  Allergy  and  Immunology 

Oklahoma  City,  Oklahoma 

• Diplomate  American  Board  ot  Internal  Medicine 

(405)  235-0040 

° Diplomate  American  Board  of  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Norman,  Oklahoma 

Executive  Director: 

(405)  235-0040 

G.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N SARATOGA  / P O BOX  049  / SHAWNEE,  OKLAHOMA  74801  / Phone  405-273-5801 


ALLERGY 

A.M.  Bell,  MD* 


GENERAL  SURGERY 

Frank  H.  Howard.  MD* 
Gary  D.  Myers,  MD* 


INDUSTRIAL  MEDICINE 
A.  M Bell.  MD 


INTERNAL  MEDICINE 

Michael  W Butcher,  MD* 
Merle  L.  Davis.  MD 
Larry  D.  Fetzer,  MD 
Eldon  V.  Gibson,  MD‘ 

D A.  Mace,  MD 
J.  B.  Jarrell,  MD* 

S.  P.  Shetty,  MD* 

D.  L.  Holland,  Jr.,  MD* 


NEONATOLOGY 

R.  K Mohan,  MD 


OBSTETRICS 

GYNECOLOGY 

Richard  E.  Jones,  MD* 
Stephen  E.  Trotter,  MD" 
Donald  E.  Loveless,  Jr.,  MD* 


OPHTHALMOLOGY 

David  K.  Linn,  MD*,  PhD 

ORTHOPEDIC  SURGERY 

T.  A.  Balan,  MD,  FAAOS* 

R.  M Kamath,  MD,  MS*  (Ortho) 

S M.  Waingankar,  MD,  MS*  (Ortho) 

OTORHINOLARYNGOLOGY 

S.  Rishi,  MD*,  MS,  FACS 

PATHOLOGY  CONSULTANT 

David  L.  McBride,  MD' 


RADIOLOGY  CONSULTANTS 

William  Phillips,  MD* 

Robert  G.  Wilson,  MD* 

Cranfill  K.  Wisdom,  MD* 


INFECTIOUS  DISEASE 

William  A.  Chapman,  MD 


ADMINISTRATOR 

W.  J.  Birney 


'Board  Certified 


PEDIATRICS 

A.  M.  Bell,  MD* 

R.  K.  Mohan,  MD* 

W.  A.  Chapman,  MD* 


ORTHOPEDIC  ASSOCIATES,  INC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 
(405)  947-0911 


David  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III.  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Jimmy  H.  Conway,  Jr.,  M.D. 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 
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DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OR  RADIOLOGY 


Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MRI 
Radiation  Therapy 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D 

RALF  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  D.A.B.N.M. 

CAROL  K.  YATES,  M.D. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
TELEPHONE  (405)  945-4750 


204  MEDICAL  TOWER  BLDG 
3141  NORTHWEST  EXPRESSWAY 
TELEPHONE  (405)  848-7741 


400  PHYSICIANS  PROFESSIONAL  BLDG 
3400  NORTHWEST  EXPRESSWAY 
TELEPHONE  (405)  943-9646 


206  NORTHWEST  MEDICAL  CENTER  BLDG 
3330  NORTHWEST  56TH  STREET 
TELEPHONE  (405)  946-8999 


BAPTIST  HOSPITAL  DEACONESS  HOSPITAL 

TELEPHONE  (405)  949-3202  TELEPHONE  (405)  949-6107 


iii^PI 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 

MRI 

(1.5  Tesla  GE  Magnet) 

Head 
Spine 
Total  Body 


8:00-5:30 
Monday-Friday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


CT  SCAN 

Head 
Spine 
Total  Body 


OKLAHOMA  HAND 
SURGERY  CENTER,  INC 

Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 


Kenneth  A.  Hieke,  MD 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton.  MD,  FACS  Paul  Sllversteln,  MD,  FACS 

J.  Michael  Kelly.  MD.  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


ANESTHESIOLOGY 


ROBERT  E KAPLAN.  MD. 

— Anesthesiology  — 

Pain  Management 
3500  State  Street 

Telephone:  918-333-4550  Bartlesville.  OK  74006  Fax:  918-333-5886 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation.  Aortography  and  Selective  Coronary  Adenography 
Coronary  and  Penpheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effod  Tolerance.  Hypedensive  Evaluation 

'G  L Homck,  MD.  FACC  943-8428  ‘J.  Voda,  MD.  FACC  947-1297 

•J  L Bressie,  MD.  FACC  946-0568  G.L.  Worcester.  MD  943-4134 

A F Elliott,  MD.  FACC  943-8421  K.J.  Kassabian.  MD.  FACC  272-8397 

A S.  Dahr.  MD,  MS  947-2321 

'Codified  by  the  Amencan  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N W.  56th  Oklahoma  City,  Oklahoma  73112 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 


ALLERGY 


JAMES  A MURRAY.  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


CARDIOVASCULAR  CLINIC 


Galen  P.  Robbins,  MD  William  J Fors.  MD  Fred  E.  Lybrand, 

Wiliams  S.  Myers,  MD  W.  H Oehled,  MD  Mel  Clark. 

Lawrence  M Higgs,  MD  Charies  F Bethea.  MD  Jerome  L.  Anderson, 

Ronald  H.  White,  MD  Santosh  T.  Prabhu, 

Senior  Consultant:  Wm  Best  Thompson,  MD 


MD 

MD 

MD 

MD* 


CARDIOVASCULAR  DISEASES 
Cardiac  cathetenzation,  aodography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  "cardiology  and  Treadmill  effod  tolerance 


BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial,  Suite  704.  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 


Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0464 

Tulsa,  Oklahoma  74177 


Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC 


John  L.  Davis.  M D 
3330  N,W  56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 


Suite  602 


OKLAHOMA  ALLERGY  CLINIC.  INC. 

Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 

Robed  S.  Ellis,  MDf  John  R Bozalis,  MDf 

LyleW  Burroughs,  MDt°  John  S.  Irons,  MDf 

Charies  D.  Haunschild,  MDf  Warren  V.  Filley,  MDf 
JamesH.  Wells,  MDf  James  R Claflin.  MDf 


RONALD  W GILCHRIST.  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  C02  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER.  INC 
C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


Senior  Consultants:  George  S.  Bozalis.  MD:  George  L.  Winn,  MDf 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St.  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Poder 
Suite  101 
405-235-0040 
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ENDOCRINOLOGY 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


M.  GUDE,  MD,  MRCP  (UK),  FACP 
Diplomats.  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6.  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NLPHROLOC.Y 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN,  MD,  FACP 
Diplomats  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M.D.  Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave.,  #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  Amencan  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC. 

Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S Fulton  Tompkins,  MD,  DABOS  John  F.  Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR..  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


WM.  P TUNELL,  MD*  DAVID  W.  TUGGLE,  MD* 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
•American  Board  of  Surgery  — Special  Qualification  in  Pediatnc  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  M.D  . FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M.D.,  MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M.D  . FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith.  M D.,  Diplomate.  American  Board  of  Psychiatry 
Charles  E.  Smith,  M D..  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat.  M.D.,  MRCP  (UK) 
CONSULTANTS 
Robert  J Outlaw,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Povl  Toussieng,  M.D.,  FAPA 

Thurman  E.  Coburn,  Ph  D . Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW.  Clinical  Psychiatric  Social  Worker 
Donna  D.  Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 
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ELWOOD  F WILLIAMS,  MD 

•Diplomates  American  Board  of  Internal  Medicine 
'American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City.  Oklahoma  73112 
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KATHERINE  S LITTLE.  MD 
DENNIS  M PARKER,  MD 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  ol  Internal  Medicine  ■ Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

PARAMJIT  S.  BAJAJ,  MD,  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N.  Classen  Blvd  , Suite  304  13313  N Meridian.  Suite  A 

3330  N.W.  56th  Street.  Suite  208  (405)  949-2215 

Oklahoma  City.  Oklahoma  73112 

Oklahoma  City.  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 

RADIOLOGY  | 

WILLIAM  J FORREST,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

CHET  BYNUM.  MD  GLENNA  YOUNG.  MD 

3400  N W.  Expressway  947-8760 

Oklahoma  City 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

HERBERT  M KRAVITZ,  MD.  FACS 

13301  N Meridian  Bldg  300  1125  N Porter 

Oklahoma  City,  Oklahoma  73120  Norman.  Okla  73071 

(405)  752-0186  (405)  364-1071 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 

RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City.  Oklahoma  73116 

1 UROLOGY 

Practice  Limited  To  CT  Scanning 

Diplomate  of  the  American  Board  of  Urology 

Suite  606 

V C.  Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal,  MD 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 

Diplomates  American  Board  ol  Radiology 

BARNEY  J.  LIMES.  MD.  FACS 
1211  N Shartel.  Suite  208 
Oklahoma  City,  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr  , Suite  300 
Midwest  City.  Okla  73110 
Phone  737-3538 

THE  ARTHRITIS  CLINIC 

Uoyd  G McArthur,  PhD.  MD  Winfred  L Medcalf,  MD 

Robert  C.  Troop.  PhD.  MD 
207  C Street  NW  Ardmore.  OK  73401 

Phone  405-223-5180 

Practice  limited  to  Urology 
Diplomate  American  Board  of  Urology 

JOSEPH  D PARKHURST.  MD,  FACS 
Diplomate  American  Board  of  Urology 

2345  N Tompkins  1309  S.  Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 

SURGERY,  HAND 

G M.  RAYAN,  MD,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 
Board  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity,  Hand  & Microsurgery 

CHARLES  L.  REYNOLDS.  JR.,  MD,  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

3433  NW  56th.  Suite  850  Oklahoma  City.  OK  73112 

OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 

HOUSHANG  SERADGE.  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

Professional  card  listings  are  available 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 

to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Receipt  of  manuscripts  will  be  acknow- 
ledged, and  unpublished  manuscripts  will  be  returned.  The 
Journal  does  not  assume  responsibility  for  the  statements 
or  opinions  of  any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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The  Last  Word 


■ Mary  Anne  McCaffree,  MD,  was  one  of  several 
women  to  receive  a 1990  Byliner  Award  from  the 
Oklahoma  City  Professional  Chapter  of  Women  in 
Communications,  Inc.,  at  a November  4 brunch.  The 
Byliner  awards  recognize  several  women  each  year 
for  outstanding  contributions  in  their  chosen  fields. 
Dr  McCaffree,  chief  of  neonatal  service  and  director 
of  the  Neonatal  Intensive  Care  Unit  at  Children’s 
Hospital  of  Oklahoma,  has  been  instrumental  in  the 
development  of  programs  for  state  infants  and 
mothers.  She  is  also  professor  of  pediatrics  at  the  Uni- 
versity of  Oklahoma  Health  Sciences  Center  and  co- 
director of  the  university’s  Infantile  Apnea  Diagnos- 
tic Center.  In  addition,  she  organized  the  Infant 
Breathing  Disorders  Center  and  has  served  on 
numerous  medically  related  committees. 

■ The  American  Medical  Association  learned  in 

recent  months  that  Allercreme  Cosmetics  Company, 
Novato,  Calif,  was  wrongfully  advertising  that  its 
products  have  a “Seal  of  Approval”  from  the  AMA. 
The  AMA  discontinued  its  Seal  of  Approval  program 
more  than  35  years  ago.  It  does  not  endorse  or  ap- 
prove any  commercial  product.  Any  company  that 
claims  its  products  are  approved  by  the  AMA  or  carry 
the  AMA’s  “Seal  of  Approval”  is  making  a false  state- 
ment and  is  misleading  consumers.  For  further  infor- 
mation, call  Patti  Davis,  (312)  464-4843. 

■ Robert  W.  Block,  MD,  Tulsa,  professor  and 

vice  chairman  of  the  University  of  Oklahoma  College 
of  Medicine-Tulsa  (OUCMT),  has  been  named  pres- 
ident-elect of  the  Oklahoma  Chapter  of  the  American 
Academy  of  Pediatrics. 

■ PLICO  Health  implemented  a new  statewide 

average  fee  for  each  CPT-4  code  on  October  1.  The 
change  was  a result  of  a resolution  passed  during  the 
Annual  Meeting  of  the  OSMA  House  of  Delegates  in 
May  that  instructed  the  Board  of  Directors  of  PLICO 
to  develop  a single  zone  physician  reimbursement 
plan.  The  plan  uses  weighted  averages  and  is  budget 
neutral  in  order  to  avoid  any  premium  increases. 

■ James  H.  Little,  MD,  Oklahoma  City  ophthal- 
mologist, recently  won  the  1990  World  Skeet  Doubles 
Championship,  hosted  by  the  National  Skeet  Shoot- 
ing Association  in  Savannah,  Ga.  Held  in  October, 
the  event  drew  some  1200  contestants  from  16  coun- 
tries. Dr  Little  survived  several  rounds  of  shoot-offs 
to  win  the  100  target  event.  In  the  12-gauge  event  he 


placed  AAA  2nd,  and  with  his  wife,  Margaret,  won 
the  husband/wife  team  12-Gauge  World  Title.  With 
partner  Charlie  Duncan,  he  also  earned  two-man 
team  world  titles  in  the  .410,  12-gauge,  and  doubles 
events. 

■ Edward  J.  Tomsovic,  MD,  Tulsa,  dean  at 

OUCMT  and  professor,  Department  of  Pediatrics, 
was  elected  vice  chairman  and  appointed  to  the 
executive  committee  of  the  Tulsa  Chapter,  American 
Red  Cross  at  the  organization’s  June  meeting.  He 
also  was  honored  for  chairing  the  Tissue  Services 
Committee  since  its  beginning  five  years  ago. 

■ The  18th  Annual  Critical  Care  Medicine 

Course  will  be  held  March  9-14, 1991,  at  the  Sheraton 
Century  Center  Hotel  in  Oklahoma  City.  The  course 
will  be  presented  and  sponsored  by  the  Department 
of  Medicine,  College  of  Medicine,  University  of  Okla- 
homa Health  Sciences  Center,  and  Department  of 
Veterans  Affairs  Medical  Center.  It  is  directed  toward 
physicians  who  wish  to  expand  their  knowledge  and 
improve  skills  in  the  field  of  critical  care  medicine. 
Accreditation  is  granted  by  the  AMA,  American  Aca- 
demy of  Family  Physicians,  American  Osteopathic 
Association,  and  American  College  of  Emergency 
Physicians.  For  further  information  contact  D. 
Robert  McCaffree,  MD,  Course  Director,  or  Dora  Lee 
Smith,  Course  Coordinator,  at  (405)  271-5904  or 
write  to:  Critical  Care  Medicine  Course,  University 
of  Oklahoma  Health  Sciences  Center,  Room  3 SP  400, 
PO  Box  26901,  Oklahoma  City,  OK  73190. 

■ “Family  Medicine-Ob/Gyn  Specialties: 
Partners  in  Women’s  Health  Care”  is  the  title  of  a 
CME  course  being  presented  February  2-7  at  The  Inn 
at  Aspen,  Aspen,  Colo.  Sponsored  by  the  University 
of  Oklahoma  College  of  Medicine,  the  course  is  de- 
signed to  meet  the  continuing  education  needs  of 
family  medicine  and  ob/gyn  physicians  and  nurse 
practitioners  who  provide  primary  health  care  to 
women.  For  registration  information,  write  to  Mag- 
dalen De  Bault,  Associate  Director,  Continuing  Med- 
ical Education,  OU  College  of  Medicine,  PO  Box 
26901,  3SP511,  Oklahoma  City,  OK  73190. 

■ L.  Dwight  Holden,  MD,  Tulsa,  clinical  asso- 
ciate professor  in  the  OUCMT  Department  of  Psychi- 
atry and  Behavioral  Sciences,  by  appointment  of  Gov- 
ernor Henry  Bellmon,  is  now  serving  on  the  State 
Board  of  Mental  Health  and  Substance  Abuse.  (J 
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VASOTEC 


(ENALAPR1L  MALEATE  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapnl  Maleate,  MSO)  is  contraindicated  in  patients  who  aie  hypersensitive  to 
this  product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warning*:  Angioedema  Angioedema  ot  the  lace  extremities,  lips,  tongue,  glottis  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  li  Involvement  ol 
the  tongue,  glottis  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous 
epinephrine  solution  1 1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  loilowed.  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  ANO  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  dealh,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure)  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
m patients  at  risk  lor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug 
/nreracfionsand  ADVERSE  REACTIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
vefy  close  medical  supervision  and  such  patients  should  be  loilowed  closely  lor  the  lirst  two  weeks  ot  treatment  and 
whenever  the  dose  ol  enalapnl  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  it  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ol  VASOTEC  which  usually  can  be  given  without  dilticulty  once  the  blood  pressure 
has  stabilized  ll  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  ofVASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropema/Agranulocytosis  Another  ACE  inhibitor  captopni,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
il  they  also  have  a collagen  vascular  disease  Available  data  trom  clinical  trials  ol  enalapnl  are  insufficient  to  show  that 
enalapnl  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapnl  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  Genera/  impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renin -angiotensin -aldosterone 
system  changes  in  renal  function  may  be  anticipated  m susceptible  individuals  In  patients  wifn  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapnl  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
lirst  lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  in  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 
Risk  (actors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  il  at  all.  with  VASOTEC  (See  Drug  Interactions ) 

SurgerylAnesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enaTapnl  may  block  angiotensin  II  lormation  secondary  to  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  tor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  lirst  dose  ol  enalapnl 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  Take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness.  especially  during  the  lust  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ol  reduction  in  lluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  inlection  (e  g . sore  throat,  lever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapnl  is  warranted  This  information 
is  intended  to  aid  in  the  sate  and  effective  use  of  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  effects 


Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy 
with  enalapril  The  possibility  ot  hypotensive  effects  with  enalapnl  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  ot  treatment  with  enalapril  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  flew)  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  anlihyperlensive  agents  that 
cause  renin  reTease  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents  hydralazine,  prazosin,  and  digoxm  without  evidence  ol  clinically  signilicant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride)  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  signilicant  increases  in  serum  potassium  Therefore,  il  concomi- 
tant use  ol  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  Irequent  monitoring  ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Uthium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium  including  ACE  inhibitors  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity.  expressed  as  a decrease  in  average  letal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/aay,  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  lound  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters. 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  ol  letal  toxicity  with  the  use  ol  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  il  the  potential  ben- 
efit justifies  the  potential  risk  to  the  letus. 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  lirst  trimester  ol  pregnancy  has  not  been  reported  to  affect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  thud  trimesters  ol  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality. 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and 
decreased  renal  pertusion  in  the  newborn  Oligohydramnios  infhe  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  lundion  in  the  letus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  pertusion  wifh  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
is  not  clear  whether  Ihey  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactatmg  rats  contains  radioactivity  following  administration  ol  ,4C  enalapril  maleate  It  is  not 
known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 


Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  salety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more.  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical 
[rials  involving  2987  patients 

HYPERTENSION  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (52%).  dizziness 
(4.3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%).  nausea  (1 4%).  rash  jl  4%).  cough  (13%).  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypotension  (67%).  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  pain  (21%).  and 
diarrhea  (2.1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (T8%).  headache  (1 8%).  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthosta- 
tic hypotension  (1  6%).  vertigo  (1  6%),  angina  pectoris  (1  5%).  nausea  (1  3%).  vomiting  (1  3%).  bronchitis  (1 3%). 
dyspnea  (1 3%),  urinary  tract  infection  (1 3%).  rash  (1 3%).  and  myocardial  infarction  (l  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension ),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

NervoustPsychiatnc  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
torme,  urticaria,  pruritus,  alopecia.  Hushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  lever,  serosilis.  vasculitis,  leukocytosis,  eosinophilia.  photosensitivity,  rash,  and  other 
dermatologic  manifestations. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  latal  II  angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  Inerapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  ther- 
apy in  01%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart 
failure  (See  WARNINGS ) 


Clinical  Laboratory  Test  Findings 

Serum  Electmlytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine reversible  upon  discontinuation  ot  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ot  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1 0 vol  % respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  in  patiyls  r'*' 
deficiency 

Over  Function  Tests.  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 


treated  with  a diuretic,  s 
diuretic  should, 


Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The . 
continued  tor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood 
WARNINGS ) II  the  patient  s Dtood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  thert 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervi: 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  JSee  WARNINGS  and 
TIONS.  Drug  Interactions.)  / y y 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage^hoj 


to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in H 
divided  doses  In  some  patients  treated  once  daily,  the  anlihyperlensive  effect  may  dimmish  tow 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considefedUl/blif 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  tor 
patients  with  a creatinine  clearance  > 30  mL/mm  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  ml/min  (serum  creatinine  & 3 mg/dl),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 


In8s  and  PRECAUTIONS  Drug  Interactions ) It  possible,  the  dose  ol  Ihe  diuretic  should  be  reduced  which  may 
diminish  the  likelihood  ol  hypotension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  ol  the  hypotension  The 
usual  therapeutic  dosing  range  lor  the  treatment  ol  hear!  lailure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  trie  maximum  recommended  daily  dose^and  thereto  beerunuch  more  expedience  with 

twice-daily  dosing.  In  addition,  in  a c ’ ‘ a *■**'“' 

severe  heart  failure  (NYHA  Class  Iv 

administered  in  two  divided  doses  (£ . 

may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WAHNINGS ) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatroma  In  patients  with  heart  failure 
whonave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 16  mg/dl  therapy  should  be  initi- 
ated at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION  Heart 
Failure  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg 
bid.  ihen  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  lour  days  or  more,  if  at  the  lime  MSD 
ot  dosage  adjustment  there  is  not  excessive  hypotension  or  signilicant  deterioration  ol  renal  lunc- 
tion  The  maximum  daily  dose  is  40  mg 

For  more  detailed  information,  consult  your  MSD  Representative  or  see  Prescribing  Information.  Merck 
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THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 


VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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